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The following material was adapted from the ACC/AHA 

2007 Guidelines for the Management of Patients With 

Unstable Angina/Non–ST-Elevation Myocardial Infarction. 

For a copy of the executive summary (J Am Coll Cardiol 

2007;50:652–726; Circulation 2007;116:803–877) and 

full report, visit our Web sites at http://www.acc.org or 

http://www.americanheart.org or call the ACC Resource 

Center at 1-800-253-4636, ext. 5603.
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Introduction

Coronary artery d�sease (CAD) �s the lead�ng cause of death  

�n the Un�ted States. Unstable ang�na (UA) and the closely relat-

ed cond�t�on non–ST-segment elevat�on myocard�al �nfarct�on 

(NSTEMI) are very common man�festat�ons of th�s d�sease and 

are respons�ble for approx�mately 1.5 m�ll�on hosp�tal�zat�ons �n 

the Un�ted States each year. UA and NSTEMI are examples of 

acute coronary syndrome (ACS), wh�ch �s character�zed by an 

�mbalance between myocard�al oxygen supply and demand. The 

most common cause �s the reduced myocard�al perfus�on that 

results from coronary artery narrow�ng caused by a nonocclu-

s�ve thrombus that has developed on a d�srupted atherosclerot�c 

plaque. UA and NSTEMI are cons�dered to be closely related 

cond�t�ons whose pathogenes�s and cl�n�cal presentat�ons are 

s�m�lar but of d�ffer�ng sever�ty; they d�ffer pr�mar�ly �n whether 

the �schem�a �s severe enough to cause suff�c�ent myocard�al 

damage to release detectable quant�t�es of a marker of myocar-

d�al �njury.

The customary Amer�can College of Card�ology/Amer�can Heart 

Assoc�at�on (ACC/AHA) class�f�cat�on of recommendat�ons and 

levels of ev�dence �s used and d�splayed �n Table 1.

D
ischarge/Post-discharge 
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Table 1. Applying Classification of  
Recommendations and Level of Evidence† 

LeveL A

Multiple (3-5) population 
risk strata evaluated*

General consistency of 
direction and magnitude 
of effect

LeveL B

Limited (2-3) population 
risk strata evaluated*

LeveL C

Very limited (1-2) 
population risk strata 
evaluated*

CLAss I

Benefit >>> Risk

Procedure/Treatment  
shouLd be performed/ 
administered

n Recommendation that  
procedure or treatment  
is useful/effective

n sufficient evidence from 
multiple randomized trials  
or meta-analyses

n Recommendation that 
procedure or treatment  
is useful/effective

n Limited evidence from 
single randomized trial or 
nonrandomized studies

n Recommendation that 
procedure or treatment is 
useful/effective

n only expert opinion, case 
studies, or standard-of-care

CLAss IIA

Benefit >> Risk

Additional studies with 
focused objectives needed

IT Is ReasonabLe to per-
form procedure/administer 
treatment

n Recommendation in favor 
of treatment or procedure 
being useful/effective

n some conflicting evidence 
from multiple randomized 
trials or meta-analyses

n Recommendation in favor 
of treatment or procedure 
being useful/effective

n some conflicting evidence 
from single randomized trial 
or nonrandomized studies

n Recommendation in favor 
of treatment or procedure 
being useful/effective

n only diverging expert 
opinion, case studies,  
or standard-of-care

should

is recommended

is indicated

is useful/effective/beneficial

suggested phrases for  
writing recommendations 

is reasonable

can be useful/effective/beneficial

is probably recommended or indicated
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* Data available from clinical trials  

or registries about the usefulness/

efficacy in different subpopulations, 

such as gender, age, history of 

diabetes, history of prior myo- 

cardial infarction, history of heart 

failure, and prior aspirin use. 

 † A recommendation with Level of 

Evidence B or C does not imply  

that the recommendation is weak. 

Many important clinical questions 

addressed in the guidelines do not  

lend themselves to clinical trials. 

Even though randomized trials are 

not available, there may be a very 

clear clinical consensus that a 

particular test or therapy is useful  

or effective.

Introduction

Class IIb

Benefit ≥ Risk
Additional studies with broad 
objectives needed; additional 
registry data would be helpful

Procedure/Treatment  
May be ConsIdeRed

n Recommendation’s  
usefulness/efficacy less  
well established 

n Greater conflicting  
evidence from multiple  
randomized trials or  
meta-analyses

n Recommendation’s  
usefulness/efficacy less  
well established

n Greater conflicting  
evidence from single  
randomized trial or  
nonrandomized studies

n Recommendation’s  
usefulness/efficacy less  
well established

n only diverging expert  
opinion, case studies, or 
standard-of-care

Class III
Risk ≥ Benefit
No additional studies needed

Procedure/Treatment should 
noT be performed/adminis-
tered sInCe IT Is noT heLP-
fuL and May be haRMfuL

n Recommendation that 
procedure or treatment is  
not useful/effective and  
may be harmful 

n sufficient evidence from 
multiple randomized trials  
or meta-analyses

n Recommendation that  
procedure or treatment is  
not useful/effective and  
may be harmful 

n Limited evidence from  
single randomized trial or 
nonrandomized studies

n Recommendation that 
procedure or treatment is  
not useful/effective and  
may be harmful 

n only expert opinion, case 
studies, or standard-of-care

may/might be considered

may/might be reasonable

usefulness/effectiveness is 
unknown /unclear/uncertain or  
   not well established 

is not recommended

is not indicated

should not

is not useful/effective/beneficial

may be harmful

D
ischarge/Post-D

Ischarge Care
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I. Initial Evaluation and Management

A. Clinical Assessment

Recommendations for Initial Triage

Class I  1. Pat�ents w�th symptoms of ACS (chest d�scomfort 

w�th or w�thout rad�at�on to the arm[s], back, neck, 

jaw or ep�gastr�um; shortness of breath; weakness; 

d�aphores�s; nausea; l�ghtheadedness) should be  

�nstructed to call 9-1-1 and should be transported to 

the hosp�tal by ambulance rather than by fr�ends or  

relat�ves. (Level of Evidence: B)

2. Prehosp�tal EMS prov�ders should adm�n�ster 162 

to 325 mg of asp�r�n (ASA; chewed) to chest pa�n pa-

t�ents suspected of hav�ng ACS unless contra�nd�cat-

ed or already taken by the pat�ent. (Level of Evidence: C)

3. Health care prov�ders should �nstruct pat�ents  

w�th suspected ACS for whom n�troglycer�n (NTG) 

has been prescr�bed prev�ously to take not more 

than 1 dose of NTG subl�ngually �n response to chest 

d�scomfort/pa�n. If chest d�scomfort/pa�n �s un�m-

proved or �s worsen�ng 5 m�n after 1 NTG dose has 

been taken, �t �s recommended that the pat�ent or 

fam�ly member/fr�end/careg�ver call 9-1-1 �mmed�-

ately to access emergency med�cal serv�ce (EMS)  

before tak�ng add�t�onal NTG. In pat�ents w�th  

chron�c stable ang�na, �f symptoms are s�gn�f�cantly 

�mproved by 1 NTG, �t �s appropr�ate to �nstruct the 

pat�ent or fam�ly member/fr�end/careg�ver to repeat 

In
it

ia
l E

/M



7

NTG every 5 m�n for a max�mum of 3 doses and call 

9-1-1 �f symptoms have not resolved completely.  

(Level of Evidence: C)

4. Pat�ents w�th a suspected ACS w�th chest d�scom-

fort or other �schem�c symptoms at rest for greater 

than 20 m�n, hemodynam�c �nstab�l�ty, or recent syn-

cope or presyncope should be referred �mmed�ately 

to an emergency department (ED). (Level of Evidence: C)

B. Early Risk Stratification

Recommendations

Class I  1. Pat�ents who present w�th chest d�scomfort or 

other �schem�c symptoms should undergo early r�sk 

strat�f�cat�on for the r�sk of card�ovascular events 

(e.g., death or re-myocard�al �nfarct�on [MI]) that fo-

cuses on h�story, �nclud�ng ang�nal symptoms, phys�-

cal f�nd�ngs, electrocard�ogram (ECG) f�nd�ngs, and 

b�omarkers of card�ac �njury (see Table 2). (Level of 

Evidence: C)

2.  A 12-lead ECG should be performed and shown 

to an exper�enced emergency phys�c�an as soon as 

poss�ble after ED arr�val, w�th a goal of w�th�n 10 

m�n for all pat�ents w�th symptoms suggest�ve of 

ACS. (Level of Evidence: B)

3. If the �n�t�al ECG �s not d�agnost�c but the pat�ent 

rema�ns symptomat�c and there �s h�gh cl�n�cal sus-

p�c�on for ACS, ser�al ECGs, �n�t�ally at 15- to 30-m�n 

Initial E/M
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�ntervals, should be performed to detect the poten-

t�al for development of ST-segment elevat�on or  

depress�on. (Level of Evidence: B)

4. Card�ac b�omarkers should be measured �n all  

pat�ents who present w�th chest d�scomfort cons�s-

tent w�th ACS. A card�ac-spec�f�c tropon�n �s the  

preferred b�omarker. Pat�ents w�th negat�ve card�ac 

b�omarkers w�th�n 6  h of the onset of symptoms 

cons�stent w�th ACS should have b�omarkers remea-

sured �n the t�me frame of 8 to 12 h after symptom 

onset. (Level of Evidence: B)

5. The �n�t�al evaluat�on of the pat�ent w�th sus- 

pected ACS should �nclude the cons�derat�on of  

noncoronary causes for the development of  

unexpla�ned symptoms. (Level of Evidence: C)

Class IIa  1. Use of r�sk strat�f�cat�on models, such as the TIMI 

or GRACE r�sk score or PURSUIT r�sk model, can be 

useful to ass�st �n dec�s�on mak�ng regard�ng treat-

ment opt�ons �n pat�ents w�th suspected ACS. (Level  

of Evidence: B) (See Table 2 and Figure 1.)
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Table 2. TIMI Risk Score for  
Unstable Angina/Non–ST Elevation MI

  all-Cause Mortality, new or Recurrent MI,  
  or severe Recurrent Ischemia Requiring  
  urgent Revascularization Through 14 d  
 TIMI Risk score after Randomization, %

 0–1 4.7

 2 8.3

 3 13.2

 4 19.9

 5 26.2

 6–7 40.9

The TIMI risk score is determined by the sum of the presence of 7 variables at admission;  
1 point is given for each of the following variables: 

n age 65 y or older;  
n at least 3 risk factors for CAD;  
n prior coronary stenosis of 50% or more;  
n ST-segment deviation on ECG presentation;  
n at least 2 anginal events in prior 24 h;  
n use of aspirin in prior 7 d;  
n elevated serum cardiac biomarkers. 

Prior coronary stenosis of 50% or more remained relatively insensitive to missing information 
and remained a significant predictor of events. 

Reprinted with permission from Antman EM, Cohen M, Bernink PJ, et al. The TIMI risk score for unstable angina/
non-ST elevation MI: A method for prognostication and therapeutic decision making. JAMA 2000; 284:835-42.  
Copyright © 2000 American Medical Association.

 Cad = coronary artery disease; d = day; eCG = electrocardiogram; h = hour;  
MI = myocardial infarction; y = year.

Initial E/M
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figure 1. GRACE Prediction Score Card and Nomogram  
for All-Cause Mortality from Discharge to 6 Months

findings 
during hospitalization

Initial Serum Points
Creatinine, mg/dL

0-0.39 .............................. 1 
0.4-0.79 ........................... 3
0.8-1.19 ........................... 5
1.2-1.59 ........................... 7
1.6-1.99 ........................... 9
2-3.99 ............................ 15
≥4 .................................. 20

Elevated Cardiac  
Enzymes ........................ 15

No In-Hospital 
Percutaneous 
Coronary Intervention ..... 14

7

8

9

 
Medical history

Age in Years                Points
≤29 ..................................... 0 
30-39 .................................. 0
40-49 ................................ 18
50-59 ................................ 36
60-69 ................................ 55
70-79 ................................ 73
80-89 ................................ 91
≥90 ................................. 100

History of Congestive
Heart Failure ...................... 24

History of  
Myocardial Infarction ......... 12

2

1

3

findings at Initial  
hospital Presentation

Resting Heart  ........... Points
Rate, beats/min
≤49.9 ................................ 0 
50-69.9 .............................3
70-89.9 .............................9
90-109.9 .........................14
110-149.9 .......................23
150-199.9 .......................35
≥200 ...............................43

Systolic Blood Pressure,  
mm HG
≤79.9 .............................. 24 
80-99.9 ...........................22
100-119.9 .......................18
120-139.9 .......................14
140-159.9 .......................10
160-199.9 .........................4
≥200 .................................0

ST-Segment Depression .. 11

4

5

6

1

2

3

4

Points

5

6

7

8

9

Total Risk score

Mortality Risk

(sum of Points)

(from Plot)

Predicted all-Cause Mortality from hospital discharge to 6 Months
0.50

0.45

0.40

0.35

0.30

0.25

0.20

0.15

0.10

0.05

0

Pr
ob

ab
ili

ty

Total Risk score
70 90 110 130 150 170 190 210

Eagle KA, Lim MJ, Dabbous OH, et al. A validated prediction model for all forms of acute coronary syndrome: estimating  
the risk of 6-month post-discharge death in an international registry. JAMA 2004; 291:2727-33. ©Copyright 2004 American 
Medical Association.

Risk Calculator for 6-Month Post-discharge Mortality after hospitalization for acute Coronary syndrome

Record the points for each variable at the bottom left and sum the points to calculate the total risk score. 
Find the total score on the x-axis of the nomogram plot. The corresponding probability on the y-axis is the 
estimated probability of all-cause mortality from hospital discharge to 6 months. 
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C. Immediate Management 

Recommendations

Class I  1. The h�story, phys�cal exam�nat�on, 12-lead ECG, 

and �n�t�al card�ac b�omarker tests should be �nte-

grated to ass�gn pat�ents w�th chest pa�n to 1 of 4 

categor�es: a noncard�ac d�agnos�s, chron�c stable 

ang�na, poss�ble ACS, and def�n�te ACS. (Level of 

Evidence: C)

2. Pat�ents w�th probable or poss�ble ACS but whose 

�n�t�al 12-lead ECG and card�ac b�omarker levels are 

normal should be observed �n a fac�l�ty w�th card�ac 

mon�tor�ng and repeat ECG (or cont�nuous 12-lead 

ECG mon�tor�ng) and repeat card�ac b�omarker 

measurement(s) should be obta�ned at predeter-

m�ned, spec�f�ed t�me �ntervals. (Level of Evidence: B) 

3. In pat�ents w�th suspected ACS �n whom �schem�c 

heart d�sease �s present or suspected, �f the follow-

up 12-lead ECG and b�omarker measurements are 

normal, a stress test (exerc�se or pharmacolog�cal) 

to provoke �schem�a should be performed �n the ED, 

�n a chest pa�n un�t, or on an outpat�ent bas�s �n a 

t�mely fash�on (w�th�n 72 h) as an alternat�ve to �n-

pat�ent adm�ss�on. Low-r�sk pat�ents w�th a negat�ve 

stress d�agnost�c test can be managed as outpa-

t�ents. (Level of Evidence: C)

Initial E/M
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4. In low-r�sk pat�ents who are referred for outpa-

t�ent stress test�ng (see above), precaut�onary phar-

macotherapy (e.g., ASA, subl�ngual NTG, and/or 

beta blockers) should be cons�dered wh�le awa�t�ng 

results of the stress test. (Level of Evidence: C)

5. Pat�ents w�th def�n�te ACS and ongo�ng �schem�c 

symptoms, pos�t�ve card�ac b�omarkers, new ST-seg-

ment dev�at�ons, new deep T-wave �nvers�ons, he-

modynam�c abnormal�t�es, or a pos�t�ve stress test 

should be adm�tted to the hosp�tal for further man-

agement. Adm�ss�on to the cr�t�cal care un�t �s rec-

ommended for those w�th act�ve, ongo�ng �schem�a/

�njury and hemodynam�c or electr�cal �nstab�l�ty. 

Otherw�se, a telemetry step-down un�t �s reasonable. 

(Level of Evidence: C)

5. Pat�ents w�th poss�ble ACS and negat�ve card�ac 

b�omarkers who are unable to exerc�se or who have 

an abnormal rest�ng ECG should undergo a pharma-

colog�cal stress test. (Level of Evidence: B)

6. Pat�ents d�scharged from the ED or chest pa�n un�t 

should be g�ven spec�f�c �nstruct�ons for act�v�ty, 

med�cat�ons, add�t�onal test�ng, and follow-up w�th a 

personal phys�c�an. (Level of Evidence: C)
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II. Early Hospital Care

A. Anti-Ischemic Therapy

Recommendations

Class I  1. Bed/cha�r rest w�th cont�nuous ECG mon�tor�ng  

�s recommended for all UA/NSTEMI pat�ents dur�ng 

the early hosp�tal phase. (Level of Evidence: C)

2. Supplemental oxygen should be adm�n�stered  

to UA/NSTEMI pat�ents w�th an arter�al saturat�on 

less than 90%, resp�ratory d�stress, or other h�gh-r�sk 

features for hypoxem�a. (Level of Evidence: B)

3. Pat�ents w�th UA/NSTEMI w�th ongo�ng �schem�c 

d�scomfort should rece�ve subl�ngual NTG (0.4 mg) 

every 5 m�n for a total of 3 doses, after wh�ch assess-

ment should be made about the need for �ntravenous 

NTG, �f not contra�nd�cated. (Level of Evidence: C)

4. Intravenous NTG �s �nd�cated �n the f�rst 48 h �n  

pat�ents w�th UA/NSTEMI for treatment of pers�stent 

�schem�a, heart fa�lure (HF), or hypertens�on. The  

dec�s�on to adm�n�ster �ntravenous NTG and the 

dose used should not preclude therapy w�th other 

proven mortal�ty-reduc�ng �ntervent�ons such as 

beta blockers or ang�otens�n-convert�ng enzyme 

(ACE) �nh�b�tors. (Level of Evidence: B)

Initial E/M
H

ospital Care
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5. Oral beta-blocker therapy w�th�n 24 h should be 

adm�n�stered to pat�ents w�thout a contra�nd�cat�on 

(Level of Evidence: B)

6. In UA/NSTEMI pat�ents w�th cont�nu�ng or  

frequently recurr�ng �schem�a and �n whom beta 

blockers are contra�nd�cated, a nond�hydropyr�d�ne 

calc�um channel blocker antagon�st (e.g., verapam�l 

or d�lt�azem) should be g�ven as �n�t�al therapy �n  

the absence of cl�n�cally s�gn�f�cant left ventr�cular 

dysfunct�on or other contra�nd�cat�ons. (Level of 

Evidence: B)

7. An ACE �nh�b�tor should be adm�n�stered orally 

w�th�n the f�rst 24 h to pat�ents w�th pulmonary  

congest�on or left ventr�cular eject�on fract�on (LVEF) 

less than or equal to 0.40 �n the absence of hypoten-

s�on (systol�c blood pressure less than 100 mm Hg  

or less than 30 mm Hg below basel�ne) or known 

contra�nd�cat�ons. An ang�otens�n receptor blocker 

may be used for ACE �ntolerant pat�ents. (Level of 

Evidence: A)
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B. Initial Conservative Versus Initial Invasive Strategies 

Recommendations

Class I  1. An early �nvas�ve strategy (�.e., d�agnost�c ang�og-

raphy w�th �ntent to perform revascular�zat�on) �s  

�nd�cated �n UA/NSTEMI pat�ents who have refracto-

ry ang�na or hemodynam�c or electr�cal �nstab�l�ty 

(w�thout ser�ous comorb�d�t�es or contra�nd�cat�ons 

to such procedures). (Level of Evidence: B)

2. An early �nvas�ve strategy (�.e., d�agnost�c ang�og-

raphy w�th �ntent to perform revascular�zat�on) �s  

�nd�cated �n �n�t�ally stab�l�zed UA/NSTEMI pat�ents 

(w�thout ser�ous comorb�d�t�es or contra�nd�cat�ons 

to such procedures) who have an elevated r�sk for 

cl�n�cal events. (Level of Evidence: A) (See Table 3.) 

3. In women w�th low-r�sk features, a conservat�ve 

strategy �s recommended. (Level of Evidence: B)

Class IIb  1. In �n�t�ally stab�l�zed pat�ents, an �n�t�ally conser-

vat�ve (�.e., a select�vely �nvas�ve) strategy may be 

cons�dered as a treatment strategy for UA/NSTEMI 

pat�ents (w�thout ser�ous comorb�d�ty or 

H
ospital Care

D
ischarge/Post-discharge 
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 contra�nd�cat�ons) who have an elevated r�sk of  

cl�n�cal events (see Table 4) �nclud�ng those who are 

tropon�n pos�t�ve. (Level of Evidence B)  The dec�s�on to 

�mplement an �n�t�al conservat�ve strategy �n these 

pat�ents may be made cons�der�ng phys�c�an and  

pat�ent preference. (Level of Evidence: C)
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Table 3. Selection of Initial Treatment Strategy:  
Invasive Versus Conservative Strategy

Preferred strategy Patient Characteristics

Invasive  Recurrent angina or ischemia at rest or with  
  low-level activities despite intensive medical therapy

  Elevated cardiac biomarkers (TnT or TnI)

  New or presumably new ST-segment depression

  Signs or symptoms of HF or new or worsening  
  mitral regurgitation

  High-risk findings from noninvasive testing

  Hemodynamic instability

  Sustained ventricular tachycardia

  PCI within 6 months

  Prior CABG

  High risk score (e.g., TIMI, GRACE)

  Reduced left ventricular function (LVEF less than 40%)

 

Conservative Low risk score (e.g., TIMI, GRACE)

  Patient or physician preference in the absence of  
  high-risk features

CabG = coronary artery bypass graft surgery; GRaCe = Global Registry of Acute Coronary Events;  
hf = heart failure; LVef = left ventricular ejection fraction; PCI = percutaneous coronary intervention;  
TIMI = Thrombolysis In Myocardial Infarction; TnI = troponin I; TnT = troponin T.

H
ospital Care
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Table 4. Short-Term Risk of Death or  
Nonfatal MI in Patients With UA/NSTEMI*

  high Risk  Intermediate Risk  Low Risk
  At least 1 of the following features  No high-risk feature, but must have  No high- or intermediate-risk feature
 feature must be present:  1 of the following: but may have any of the following features:

history Accelerating tempo of ischemic symptoms Prior MI, peripheral or cerebrovascular
   in preceding 48 h    disease, or CABG; prior aspirin use

Character of pain Prolonged ongoing (greater than 20 min)  Prolonged (greater than 20 min) rest angina, Increased angina frequency, 
   rest pain   now resolved, with moderate or high   severity, or duration
    likelihood of CAD  Angina provoked at a lower
  Rest angina (greater than 20 min) or    threshold
    relieved with rest or sublingual NTG  New onset angina with onset 
  Nocturnal angina   2 weeks to 2 months prior
  New-onset or progressive CCS class III or   to presentation
    IV angina in the past 2 weeks without pro- 
    longed (greater than 20 min) rest pain but  
    with intermediate or high likelihood of CAD

Clinical findings Pulmonary edema, most likely due to ischemia  Age greater than 70 years
 New or worsening MR murmur
 S3 or new/worsening rales
 Hypotension, bradycardia, tachycardia
 Age greater than 75 years

eCG  Angina at rest with transient ST-segment  T-wave changes  Normal or unchanged ECG
   changes greater than 0.5 mm  Pathological Q waves or resting
 Bundle-branch block, new or presumed new    ST-depression less than 1 mm in multiple
 Sustained ventricular tachycardia   lead groups (anterior, inferior, lateral)

Cardiac markers Elevated cardiac TnT, TnI, or CK-MB  Slightly elevated cardiac TnT, TnI, or Normal
   (e.g., TnT or TnI greater than 0.1 ng per mL)    CK-MB (e.g., TnT greater than 0.01  
    but less than 0.1 ng per mL)  

*Estimation of the short-term risks of death and nonfatal cardiac ischemic events in UA (or NSTEMI) is a com-
plex multivariable problem that cannot be fully specified in a table such as this; therefore, this table is meant to 
offer general guidance and illustration rather than rigid algorithms.  

Adapted from AHCPR Clinical Practice Guidelines No. 10, Unstable Angina: Diagnosis and Management, May 1994. 

CabG = coronary artery bypass graft surgery; Cad = coronary artery disease;  
CCs = Canadian Cardiovascular Society; CK-Mb = creatine kinase, MB fraction; eCG = electrocardiogram;  
MI = myocardial infarction; MR = mitral regurgitation; nTG = nitroglycerin; TnI = troponin I;  
TnT = troponin T; ua/nsTeMI = unstable angina/non–ST-elevation myocardial infarction.
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Table 4. Short-Term Risk of Death or  
Nonfatal MI in Patients With UA/NSTEMI*

  high Risk  Intermediate Risk  Low Risk
  At least 1 of the following features  No high-risk feature, but must have  No high- or intermediate-risk feature
 feature must be present:  1 of the following: but may have any of the following features:

history Accelerating tempo of ischemic symptoms Prior MI, peripheral or cerebrovascular
   in preceding 48 h    disease, or CABG; prior aspirin use

Character of pain Prolonged ongoing (greater than 20 min)  Prolonged (greater than 20 min) rest angina, Increased angina frequency, 
   rest pain   now resolved, with moderate or high   severity, or duration
    likelihood of CAD  Angina provoked at a lower
  Rest angina (greater than 20 min) or    threshold
    relieved with rest or sublingual NTG  New onset angina with onset 
  Nocturnal angina   2 weeks to 2 months prior
  New-onset or progressive CCS class III or   to presentation
    IV angina in the past 2 weeks without pro- 
    longed (greater than 20 min) rest pain but  
    with intermediate or high likelihood of CAD

Clinical findings Pulmonary edema, most likely due to ischemia  Age greater than 70 years
 New or worsening MR murmur
 S3 or new/worsening rales
 Hypotension, bradycardia, tachycardia
 Age greater than 75 years

eCG  Angina at rest with transient ST-segment  T-wave changes  Normal or unchanged ECG
   changes greater than 0.5 mm  Pathological Q waves or resting
 Bundle-branch block, new or presumed new    ST-depression less than 1 mm in multiple
 Sustained ventricular tachycardia   lead groups (anterior, inferior, lateral)

Cardiac markers Elevated cardiac TnT, TnI, or CK-MB  Slightly elevated cardiac TnT, TnI, or Normal
   (e.g., TnT or TnI greater than 0.1 ng per mL)    CK-MB (e.g., TnT greater than 0.01  
    but less than 0.1 ng per mL)  

*Estimation of the short-term risks of death and nonfatal cardiac ischemic events in UA (or NSTEMI) is a com-
plex multivariable problem that cannot be fully specified in a table such as this; therefore, this table is meant to 
offer general guidance and illustration rather than rigid algorithms.  

Adapted from AHCPR Clinical Practice Guidelines No. 10, Unstable Angina: Diagnosis and Management, May 1994. 

CabG = coronary artery bypass graft surgery; Cad = coronary artery disease;  
CCs = Canadian Cardiovascular Society; CK-Mb = creatine kinase, MB fraction; eCG = electrocardiogram;  
MI = myocardial infarction; MR = mitral regurgitation; nTG = nitroglycerin; TnI = troponin I;  
TnT = troponin T; ua/nsTeMI = unstable angina/non–ST-elevation myocardial infarction.

H
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C. Antiplatelet and Anticoagulation Therapy

A number of ant�platelet and ant�thrombot�c agents are now 

ava�lable for use �n ACS. The dec�s�on of wh�ch agents to use, 

when to adm�n�ster them and at what doses �s complex. Please 

see Figures 2, 3, 4 and 5 and Table 5 for gu�dance.  

figure 2. Algorithm for Patients With UA/NSTEMI  
Managed by an Initial Invasive Strategy 

Diagnosis of UA/NSTEMI is Likely or Definite

ASA (Class I, LOE: A)*

Clopidogrel if ASA intolerant (Class I, LOE: A)

Select Management Strategy†

Invasive Strategy
Initiate anticoagulant therapy (Class I, LOE: A)

Acceptable options*: enoxaparin or UFH (Class I, LOE: A)
bivalirudin or fondaparinux (Class I, LOE: B)

Prior to Angiography

Initiate at least one (Class I, LOE: A) or
both (Class IIa, LOE: B) of the following:

Clopidogrel*‡

IV GP IIb/IIIa inhibitor*‡

Factors favoring administration of both  
clopidogrel and GP IIb/IIIa inhibitor include:

Delay to Angiography
High Risk Features

Early recurrent ischemic discomfort

Diagnostic Angiography (See Figure 4)

For an Initial
Conservative Strategy

see Figure 3.

When multiple drugs are 
listed, they are in alphabe-
tical order and not in order 
of preference (e.g., Boxes 
B1 and B2).

* See Dosing Table 5.

† See Table 11 in full text 
guideline for selection of 
management strategy.

‡ Evidence exists that GP 
IIb/IIIa inhibitors may not 
be necessary if the patient 
received a preloading 
dose of at least 300 mg 
of clopidogrel at least 6 h 
earlier (Class I, LOE: B for 
clopidogrel administration) 
and bivalirudin is selected 
as anticoagulant (Class IIa, 
LOE: B).

a

b1

b2

asa = aspirin; GP = glycoprotein; IV = intravenous; Loe = level of evidence; ua/nsTeMI = 
unstable angina/non–ST-elevation myocardial infarction; ufh = unfractionated heparin.
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figure 3. Algorithm for Patients With UA/NSTEMI  
Managed by an Initial Conservative Strategy

Diagnosis of UA/NSTEMI is Likely or Definite

ASA (Class I, LOE: A)*

Clopidogrel if ASA intolerant (Class I, LOE: A)

Select Management Strategy†

Conservative Strategy
Initiate anticoagulant therapy (Class I, LOE: A);

Acceptable options: enoxaparin or UFH* (Class I, LOE: A) 
or fondaparinux (Class I, LOE: B), but enoxaparin or 

fondaparinux are preferable (Class IIa, LOE: B)

Initiate clopidogrel therapy (Class I, LOE: A)*

Consider adding IV eptifibatide or tirofiban (Class IIb, LOE: B)*

Any subsequent events necessitating angiography?‡

Yes No

Diagnostic 
Angiography, 
See Figure 4

EF 0.40 
or less

EF greater 
than 0.40

Evaluate LVEF

Stress 
Test

Not 
Low Risk Low Risk

Continue ASA Indefinitely (Class I, LOE: A)*

Continue clopidogrel for at least 1 month (Class I, LOE: A)   
and ideally up to 1 year (Class I, LOE: B)

Discontinue IV GP IIb/IIIa if started previously (Class I, LOE: A)

Discontinue anticoagulant therapy (Class I, LOE: A)

(Class I, LOE: B)

(Class I, 
LOE: B)

(Class IIa, 
 LOE: B)

(Class IIa, LOE: B)
(Class I, LOE: A)

(Class I, LOE: A)

For an Invasive 
Strategy

see Figure 2.

When multiple drugs  
are listed, they are 
in alphabetical order 
and not in order of 
preference (e.g.,  
Boxes C1 and C2).

* See Dosing Table 5.

† See Table 11 in full text 
guideline for selection of 
management strategy.

‡ Recurrent symptoms/
ischemia, heart failure, 
serious arrhythmia.

a

C1

C2

d

L

M n
o

e1 e2

K

H
ospital Care

asa = aspirin; ef = ejection fraction; GP = glycoprotein; IV = intravenous; Loe = level of evidence;  
LVef = left ventricular ejection fraction; ua/nsTeMI = unstable angina/non–ST-elevation myocardial infarction; 
ufh = unfractionated heparin.



22

H
os

pi
ta

l C
ar

e

figure 4. Management After Diagnostic Angiography  
in Patients With UA/NSTEMI

J

Diagnostic Angiography

* See Dosing Table 5.

† Evidence exists that GP IIb/IIIa inhibitors may not be necessary if the patient  
received a preloading dose of at least 300 mg of clopidogrel at least 6 h earlier (Class I, LOE: B for clopidogrel  
administration) and bivalidrudin is selected as antithrombin (Class IIa, LOE: B).

‡ Additional bolus of UFH is recommended if fondaparinux is selected as antithrombin (see Dosing Table 5).

§ For patients in whom the clinician believes coronary atherosclerosis is present, albeit without any significant,  
flow-limiting stenosis, long-term treatment with antiplatelet agents and other secondary prevention measures  
should be considered.

asa = aspirin; CabG = coronary artery bypass graft; Cad = coronary artery disease; GP = glycoprotein;  

IV = intravenous; Ld = loading dose; PCI = percutaneous coronary intervention; pre angio = before angiography;  

ua/nsTeMI = unstable angina/non–ST-elevation myocardial infarction; ufh = unfractionated heparin.

Select Post-Angiography Management Strategy

CABG PCI Medical therapy

Continue ASA  
(Class I, LOE: A)

Discontinue clopidogrel 5 to 
7 d prior to elective CABG 

(Class I, LOE: B)

Discontinue IV GP IIb/IIIa  
4 h prior to CABG  
(Class I, LOE: B)

Continue UFH (Class I, LOE:
B); discontinue enoxaparin 
12 to 24 h prior to CABG; 
discontinue fondaparinux 

24 h prior to CABG; 
Discontinue bivalirudin 3 h 
prior to CABG. Dose with 

UFH per institutional  
practice (Class I, LOE: B)

Continue ASA* 
(Class I, LOE: A)

Loading dose of 
clopidogrel if not 
given pre angio 

(Class I, LOE: A)*

and
IV GP IIb/IIa if not 
started pre angio 

(Class I, LOE: A)*†

Discontinue anti-
coagulant after PCI 
for uncomplicated 

cases  
(Class I, LOE: B)‡

Continue ASA*  
(Class I, LOE: A)

LD of clopidogrel if not  
given pre angio  

(Class I, LOE: A)*

Discontinue IV GP IIb/IIIa  
after at least 12 h if started 
pre angio (Class I, LOE: B)

Continue IV UFH for at  
least 48 h (Class I, LOE: A)  

or enoxaparin or  
fondaparinux for duration  
of hospitalization (Class I, 
LOE: A); either discontinue 
bivalirudin or continue at a 
dose of 0.25 mg/kg/hr for  
up to 72 h at physician’s  

discretion (Class I, LOE: B)

No 
significant 
obstructive 

CAD on 
angiography

CAD on angiography

Antiplatelet and 
anticoagulant 

therapy at  
physician’s 
discretion§  

(Class I, LOE: C)

f

G

h

I

J



23

figure 5. Long-Term Antithrombotic Therapy  
at Hospital Discharge After UA/NSTEMI

 
UA/NSTEMI Patient 

Groups at Discharge

* For aspirin (ASA) allergic patients, use clopidogrel alone (indefinitely), or try aspirin desensitization.

† For clopidogrel allergic patients, use ticlopidine, 250 mg by mouth twice daily.

‡ Continue ASA indefinitely and warfarin longer term as indicated for specific conditions such as atrial fibrillation;  
 LV thrombus, cerebral, venous or pulmonary emboli.

§ When warfarin is added to aspirin plus clopidogrel, an INR of 2.0 to 2.5 is recommended.

InR=international normalized ratio; Loe=Level of Evidence; LV=left ventricular,  
ua/nsTeMI=unstable angina/non–ST-elevation myocardial infarction.

Medical Therapy
Without Stent

Bare-Metal Stent
Group

Drug-Eluting Stent
Group

ASA* 75 to 162 mg/d indefi-
nitely (Class I, LOE: A) 

& 
Clopidogrel† 75 mg/d for at 

least 1 month (Class I, LOE: A) 
and ideally up to 1 year  

(Class I, LOE: B)

ASA* 162 to 325 mg/d for 
at least 3 to 6 months, then 
75 to 162 mg/d indefinitely 

(Class I, LOE: A) 
& 

Clopidogrel† 75 mg/d for 
at least 1 year (Class I, 

LOE: B)

Indication for Anticoagulation?

ASA* 162 to 325 mg/d for  
at least 1 month, then 75 to 

162 mg/d indefinitely  
(Class I, LOE: A) 

& 
Clopidogrel† 75 mg/d for at 

least 1 month (Class I, LOE: A) 
and ideally up to 1 year  

(Class I, LOE: B)

Add: Warfarin‡§ (Class IIb, LOE: B)
Continue with dual antiplatelet  

therapy as above

Yes No

H
ospital Care
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   during          PCI  

  Patient Received Initial   Patient did not Receive Initial
drug* Initial Medical Treatment Medical Treatment   Medical Treatment after PCI at hospital discharge

oral antiplatelet therapy

Aspirin 162 to 325 mg nonenteric  No additional treatment 162 to 325 mg nonenteric  162 to 325 mg daily should  162 to 325 mg daily should 
 formulation, orally or chewed   formulation orally or chewed  be given† for at least 1 month be given† for at least 1 month 
    after BMS implantation, 3 after BMS implantation, 3 
     months after SES implantation, months after SES implantation, 
    and 6 months after PES and 6 months after PES 
    implantation, after which daily implantation, after which daily 
     chronic aspirin should be chronic aspirin should be 
    continued indefinitely at a dose continued indefinitely at a dose 
    of 75 to 162 mg of 75 to 162 mg

Clopidogrel LD of 300 to 600 mg orally  A second LD of 300 mg orally  LD of 300 to 600 mg orally For BMS: 75 mg daily for at For BMS: 75 mg daily for at
 MD of 75 mg orally per day may be given to supplement a   least 1 month and ideally up to least 1 month and ideally up to
  prior LD of 300 mg  1 year. For DES, 75 mg daily 1 year. For DES, 75 mg daily
    for at least 1 year (in patients for at least 1 year (in patients
    who are not at high risk of who are not at high risk of
    bleeding) (See Figure 5)  bleeding) (See Figure 5)

Ticlopidine LD of 500 mg orally No additional treatment LD of 500 mg orally MD of 250 mg orally twice daily MD of 250 mg orally twice daily
 MD of 250 mg orally twice daily   (duration same as clopidogrel) (duration same as clopidogrel)

anticoagulants

Bivalirudin 0.1 mg per kg bolus, 0.25 mg  0.5 mg per kg bolus, increase  0.75 mg per kg bolus, 1.75  No additional treatment or con-
 per kg per h infusion  infusion to 1.75 mg per kg per h  mg per kg per h infusion tinue infusion for up to 4 hours

Dalteparin 120 IU per kg SC every 12 h IV GP IIb/IIIa planned: target  IV GP IIb/IIIa planned:   No additional treatment 
 (maximum 10,000 IU twice   ACT 200 s using UFH   60 to 70 U per kg§ of UFH
 daily)‡ No IV GP IIb/IIIa planned: target ACT No IV GP IIb/IIIa planned: 
    250 to 300 s for HemoTec; 300 to   100 to 140 U per kg of UFH 
    350 s for Hemochron using UFH

Enoxaparin LD of 30 mg IV bolus may be given║  Last SC dose less than 8 h:  0.5 to 0.75 mg per kg  No additional treatment
 MD=1 mg per kg SC every 12 h║;    no additional treatment     IV bolus
   extend dosing interval to 1 mg per Last SC dose greater than 8 h:
   kg every 24 h if estimated creatinine   0.3 mg per kg IV bolus
   clearance less than 30 ml per min║

Fondaparinux 2.5 mg SC once daily. Avoid for  50 to 60 U per kg IV bolus of  50 to 60 U per kg IV bolus of  No additional treatment
 creatinine clearance less than  UFH is recommended by the   UFH is recommended by the 
 30 mL per min║ OASIS 5 Investigators¶   OASIS 5 Investigators¶  continued next page

Table 5. Dosing Table for Antiplatelet and Anticoagulant  
Therapy in Patients With UA/NSTEMI 
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   during          PCI  

  Patient Received Initial   Patient did not Receive Initial
drug* Initial Medical Treatment Medical Treatment   Medical Treatment after PCI at hospital discharge

oral antiplatelet therapy

Aspirin 162 to 325 mg nonenteric  No additional treatment 162 to 325 mg nonenteric  162 to 325 mg daily should  162 to 325 mg daily should 
 formulation, orally or chewed   formulation orally or chewed  be given† for at least 1 month be given† for at least 1 month 
    after BMS implantation, 3 after BMS implantation, 3 
     months after SES implantation, months after SES implantation, 
    and 6 months after PES and 6 months after PES 
    implantation, after which daily implantation, after which daily 
     chronic aspirin should be chronic aspirin should be 
    continued indefinitely at a dose continued indefinitely at a dose 
    of 75 to 162 mg of 75 to 162 mg

Clopidogrel LD of 300 to 600 mg orally  A second LD of 300 mg orally  LD of 300 to 600 mg orally For BMS: 75 mg daily for at For BMS: 75 mg daily for at
 MD of 75 mg orally per day may be given to supplement a   least 1 month and ideally up to least 1 month and ideally up to
  prior LD of 300 mg  1 year. For DES, 75 mg daily 1 year. For DES, 75 mg daily
    for at least 1 year (in patients for at least 1 year (in patients
    who are not at high risk of who are not at high risk of
    bleeding) (See Figure 5)  bleeding) (See Figure 5)

Ticlopidine LD of 500 mg orally No additional treatment LD of 500 mg orally MD of 250 mg orally twice daily MD of 250 mg orally twice daily
 MD of 250 mg orally twice daily   (duration same as clopidogrel) (duration same as clopidogrel)

anticoagulants

Bivalirudin 0.1 mg per kg bolus, 0.25 mg  0.5 mg per kg bolus, increase  0.75 mg per kg bolus, 1.75  No additional treatment or con-
 per kg per h infusion  infusion to 1.75 mg per kg per h  mg per kg per h infusion tinue infusion for up to 4 hours

Dalteparin 120 IU per kg SC every 12 h IV GP IIb/IIIa planned: target  IV GP IIb/IIIa planned:   No additional treatment 
 (maximum 10,000 IU twice   ACT 200 s using UFH   60 to 70 U per kg§ of UFH
 daily)‡ No IV GP IIb/IIIa planned: target ACT No IV GP IIb/IIIa planned: 
    250 to 300 s for HemoTec; 300 to   100 to 140 U per kg of UFH 
    350 s for Hemochron using UFH

Enoxaparin LD of 30 mg IV bolus may be given║  Last SC dose less than 8 h:  0.5 to 0.75 mg per kg  No additional treatment
 MD=1 mg per kg SC every 12 h║;    no additional treatment     IV bolus
   extend dosing interval to 1 mg per Last SC dose greater than 8 h:
   kg every 24 h if estimated creatinine   0.3 mg per kg IV bolus
   clearance less than 30 ml per min║

Fondaparinux 2.5 mg SC once daily. Avoid for  50 to 60 U per kg IV bolus of  50 to 60 U per kg IV bolus of  No additional treatment
 creatinine clearance less than  UFH is recommended by the   UFH is recommended by the 
 30 mL per min║ OASIS 5 Investigators¶   OASIS 5 Investigators¶  continued next page

Table 5. Dosing Table for Antiplatelet and Anticoagulant  
Therapy in Patients With UA/NSTEMI 
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anticoagulants cont’d

Unfractionated heparin LD of 60 U per kg (max 4,000 U) IV GP IIb/IIIa planned: target IV GP IIb/IIIa planned: 60 to 70  No additional treatment 
   as IV bolus║   ACT 200 s    U per kg§
 MD of IV infusion of 12 U per kg  No IV GP IIb/IIIa planned:   No IV GP IIb/IIIa planned: 100  
   per h (max 1000 U per h) to maintain   target ACT 250 to 300 s for    to 140 U per kg
   aPTT at 1.5 to 2.0 times control    HemoTec; 300 to 350 s 
   (approximately 50 to 70 s)║   for Hemochron

Intravenous antiplatelet therapy

Abciximab Not applicable Not applicable LD of 0.25 mg per kg IV bolus  Continue MD infusion
   MD of 0.125 mcg per kg per min   for 12 h 
     (max 10 mcg per min)  

Eptifibatide LD of IV bolus of 180 mcg per kg  Continue infusion  LD of IV bolus of 180 mcg per kg  Continue MD infusion
 MD of IV infusion of 2.0 mcg per kg   followed 10 min later by second   for 18 to 24 h
   per min; reduce infusion by 50% in    IV bolus of 180 mcg per kg
   patients with estimated creatinine  MD of 2.0 mcg per kg per min; 
   clearance less than 50 mL per min    reduce infusion by 50% in patients
       with estimated creatinine clearance
     less than 50 mL per min 

Tirofiban LD of IV infusion of 0.4 mcg per kg Continue infusion LD of IV infusion of 0.4 mcg per  Continue MD infusion
   per min for 30 min    kg per min for 30 min    for 18 to 24 h
 MD of IV infusion of 0.1 mcg per kg  MD of IV infusion of 0.1 mcg per
   per min; reduce rate of infusion     kg per min; reduce rate of infusion
   by 50% in patients with estimated     by 50% in patients with estimated
   creatinine clearance less than     creatinine clearance less than
   30 mL per min    30 mL per min
 

Table 5. Dosing Table for Antiplatelet and Anticoagulant  
Therapy in Patients With UA/NSTEMI continued from previous page

   during          PCI  

  Patient Received Initial   Patient did not Receive Initial
drug* Initial Medical Treatment Medical Treatment   Medical Treatment after PCI at hospital discharge

Additional considerations include the possibility that a conservatively managed patient may develop a need for PCI, in 
which case an intravenous bolus of 50 to 60 U per kg of UFH is recommended if fondaparinux was given for initial medical 
treatment; the safety of this drug combination is not well established. For conservatively managed patients in whom enoxa-
parin was the initial medical treatment, as noted in the table, additional intravenous enoxaparin is an acceptable option. 

*This list is in alphabetical order and is not meant to indicate a particular therapy preference † In patients in whom the phy-
sician is concerned about the risk of bleeding, a lower initial ASA dose after PCI of 75 to 162 mg/d is reasonable (Class 
IIa, LOE: C) ‡ Dalteparin was evaluated for management of patients with UA/NSTEMI in an era before the widespread use of 
important therapies such as stents, clopidogrel, and GP IIb/IIIa inhibitors. Its relative efficacy and safety in the contempo-
rary management era is not well established. § Some operators use less than 60 U per kg of UFH with GP IIb/IIIa blockade, 
although no clinical trial data exist to demonstrate the efficacy of doses below 60 U per kg in this setting. ║ For patients 

managed by an initial conservative strategy, agents such as enoxaparin and fondaparinux offer the convenience advantage 
of SC administration compared with an intravenous infusion of UFH. They are also less likely to provoke heparin-induced 
thrombocytopenia than UFH. Available data suggest fondaparinux is associated with less bleeding than enoxaparin in con-
servatively managed patients using the regimens listed. ¶ Personal communication, OASIS 5 Investigators, July 7, 2006. 
Note that this regimen has not been rigorously tested in prospective randomized trials. 

aCT = activated clotting time; bMs = bare-metal stent; GP = glycoprotein; Iu = international unit; IV = intravenous;  
Ld = loading dose; Md = maintenance dose; PCI = percutaneous coronary intervention; Pes = paclitaxel-eluting stent; 
sC = subcutaneous; ses = sirolimus-eluting stent; u = units; ua/nsTeMI = unstable angina/non–ST-elevation myocar-
dial infarction; ufh = unfractionated heparin.
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anticoagulants cont’d

Unfractionated heparin LD of 60 U per kg (max 4,000 U) IV GP IIb/IIIa planned: target IV GP IIb/IIIa planned: 60 to 70  No additional treatment 
   as IV bolus║   ACT 200 s    U per kg§
 MD of IV infusion of 12 U per kg  No IV GP IIb/IIIa planned:   No IV GP IIb/IIIa planned: 100  
   per h (max 1000 U per h) to maintain   target ACT 250 to 300 s for    to 140 U per kg
   aPTT at 1.5 to 2.0 times control    HemoTec; 300 to 350 s 
   (approximately 50 to 70 s)║   for Hemochron

Intravenous antiplatelet therapy

Abciximab Not applicable Not applicable LD of 0.25 mg per kg IV bolus  Continue MD infusion
   MD of 0.125 mcg per kg per min   for 12 h 
     (max 10 mcg per min)  

Eptifibatide LD of IV bolus of 180 mcg per kg  Continue infusion  LD of IV bolus of 180 mcg per kg  Continue MD infusion
 MD of IV infusion of 2.0 mcg per kg   followed 10 min later by second   for 18 to 24 h
   per min; reduce infusion by 50% in    IV bolus of 180 mcg per kg
   patients with estimated creatinine  MD of 2.0 mcg per kg per min; 
   clearance less than 50 mL per min    reduce infusion by 50% in patients
       with estimated creatinine clearance
     less than 50 mL per min 

Tirofiban LD of IV infusion of 0.4 mcg per kg Continue infusion LD of IV infusion of 0.4 mcg per  Continue MD infusion
   per min for 30 min    kg per min for 30 min    for 18 to 24 h
 MD of IV infusion of 0.1 mcg per kg  MD of IV infusion of 0.1 mcg per
   per min; reduce rate of infusion     kg per min; reduce rate of infusion
   by 50% in patients with estimated     by 50% in patients with estimated
   creatinine clearance less than     creatinine clearance less than
   30 mL per min    30 mL per min
 

Table 5. Dosing Table for Antiplatelet and Anticoagulant  
Therapy in Patients With UA/NSTEMI continued from previous page

   during          PCI  

  Patient Received Initial   Patient did not Receive Initial
drug* Initial Medical Treatment Medical Treatment   Medical Treatment after PCI at hospital discharge

Additional considerations include the possibility that a conservatively managed patient may develop a need for PCI, in 
which case an intravenous bolus of 50 to 60 U per kg of UFH is recommended if fondaparinux was given for initial medical 
treatment; the safety of this drug combination is not well established. For conservatively managed patients in whom enoxa-
parin was the initial medical treatment, as noted in the table, additional intravenous enoxaparin is an acceptable option. 

*This list is in alphabetical order and is not meant to indicate a particular therapy preference † In patients in whom the phy-
sician is concerned about the risk of bleeding, a lower initial ASA dose after PCI of 75 to 162 mg/d is reasonable (Class 
IIa, LOE: C) ‡ Dalteparin was evaluated for management of patients with UA/NSTEMI in an era before the widespread use of 
important therapies such as stents, clopidogrel, and GP IIb/IIIa inhibitors. Its relative efficacy and safety in the contempo-
rary management era is not well established. § Some operators use less than 60 U per kg of UFH with GP IIb/IIIa blockade, 
although no clinical trial data exist to demonstrate the efficacy of doses below 60 U per kg in this setting. ║ For patients 

managed by an initial conservative strategy, agents such as enoxaparin and fondaparinux offer the convenience advantage 
of SC administration compared with an intravenous infusion of UFH. They are also less likely to provoke heparin-induced 
thrombocytopenia than UFH. Available data suggest fondaparinux is associated with less bleeding than enoxaparin in con-
servatively managed patients using the regimens listed. ¶ Personal communication, OASIS 5 Investigators, July 7, 2006. 
Note that this regimen has not been rigorously tested in prospective randomized trials. 

aCT = activated clotting time; bMs = bare-metal stent; GP = glycoprotein; Iu = international unit; IV = intravenous;  
Ld = loading dose; Md = maintenance dose; PCI = percutaneous coronary intervention; Pes = paclitaxel-eluting stent; 
sC = subcutaneous; ses = sirolimus-eluting stent; u = units; ua/nsTeMI = unstable angina/non–ST-elevation myocar-
dial infarction; ufh = unfractionated heparin.

H
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D. Risk Stratification

Recommendations

Class I 1. Non�nvas�ve stress test�ng �s recommended �n low 

and �ntermed�ate-r�sk pat�ents who have been free 

of �schem�a at rest or w�th low-level act�v�ty and of 

heart fa�lure for a m�n�mum of 12 to 24 h. (Level of 

Evidence: C)

2. Cho�ce of stress test �s based on the rest�ng ECG, 

ab�l�ty to perform exerc�se, local expert�se, and tech-

nolog�es ava�lable. Treadm�ll exerc�se �s useful �n pa-

t�ents able to exerc�se �n whom the ECG �s free of 

basel�ne ST-segment abnormal�t�es, bundle-branch 

block, left ventr�cular (LV) hypertrophy, �ntraventr�c-

ular conduct�on defect, paced rhythm, preexc�tat�on, 

and d�gox�n effect. (Level of Evidence: C)

3. An �mag�ng modal�ty should be added �n pat�ents 

w�th rest�ng ST-segment depress�on (greater than or 

equal to 0.10 mV), LV hypertrophy, bundle-branch 

block, �ntraventr�cular conduct�on defect, preexc�ta-

t�on, or d�gox�n who are able to exerc�se. In pat�ents 

undergo�ng a low-level exerc�se test, an �mag�ng 

modal�ty can add sens�t�v�ty. (Level of Evidence: B)

4. Pharmacolog�cal stress test�ng w�th �mag�ng  

�s recommended when phys�cal l�m�tat�ons (e.g.,  

arthr�t�s, amputat�on, severe per�pheral vascular  

d�sease, severe chron�c obstruct�ve pulmonary 
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d�sease, general deb�l�ty) preclude adequate exerc�se 

stress.  (Level of Evidence: B)

5. Prompt ang�ography w�thout non�nvas�ve r�sk 

strat�f�cat�on should be performed for fa�lure of sta-

b�l�zat�on w�th �ntens�ve med�cal treatment. (Level of 

Evidence: B)

6. A non�nvas�ve test (echocard�ogram or rad�onu-

cl�de ang�ogram) �s recommended to evaluate LV 

funct�on �n pat�ents w�th def�n�te ACS who are not 

scheduled for coronary ang�ography and left ventr�c-

ulography. (Level of Evidence: B)

H
ospital Care
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III. Coronary Revascularization

Recommendations for Revascularization With  
 PCI and CABG in Patients With UA/NSTEMI

Class I  1. An early �nvas�ve percutaneous coronary �nter-

vent�on (PCI) strategy �s �nd�cated for pat�ents w�th 

UA/NSTEMI who have no ser�ous comorb�d�ty and 

who have coronary les�ons amenable to PCI and 

who have any of the h�gh-r�sk features l�sted �n  

Table 3.

2. Coronary artery bypass graft (CABG) �s recom-

mended for UA/NSTEMI pat�ents w�th s�gn�f�cant left 

ma�n coronary artery d�sease (CAD; greater than 

50% stenos�s). (Level of Evidence: A)

3. CABG �s recommended for UA/NSTEMI pat�ents 

w�th 3-vessel CAD; the surv�val benef�t �s greater �n 

pat�ents w�th abnormal LV funct�on (LVEF less than 

0.50). (Level of Evidence: A)

4. CABG �s recommended for UA/NSTEMI pat�ents 

w�th 2-vessel CAD w�th s�gn�f�cant prox�mal left an-

ter�or descend�ng CAD and e�ther abnormal LV func-

t�on (LVEF less than 0.50) or �schem�a on non�nva-

s�ve test�ng. (Level of Evidence: A)

5. CABG �s recommended for UA/NSTEMI pat�ents �n 

whom percutaneous revascular�zat�on �s not opt�mal 

or poss�ble and who have ongo�ng �schem�a not re-

spons�ve to max�mal nonsurg�cal therapy. (Level of 

Evidence: B)
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6. CABG (or PCI) �s recommended for UA/NSTEMI 

pat�ents w�th 1- or 2-vessel CAD w�th or w�thout  

s�gn�f�cant prox�mal left anter�or descend�ng CAD 

but w�th a large area of v�able myocard�um and 

h�gh-r�sk cr�ter�a on non�nvas�ve test�ng. (Level of 

Evidence: B)

7. CABG (or PCI) �s recommended for UA/NSTEMI 

pat�ents w�th mult�vessel coronary d�sease w�th  

su�table coronary anatomy, normal LV funct�on,  

and w�thout d�abetes mell�tus. (Level of Evidence: A)

8. An �ntravenous platelet GP IIb/IIIa �nh�b�tor �s 

generally recommended �n UA/NSTEMI pat�ents  

undergo�ng PCI. (Level of Evidence: A)

    See Figures 2, 3, and 4.

Class IIa  1. PCI �s reasonable for focal saphenous ve�n graft 

les�ons or mult�ple stenoses �n UA/NSTEMI pat�ents 

who are undergo�ng med�cal therapy and who are 

poor cand�dates for reoperat�ve surgery. (Level of 

Evidence: C)

2. PCI or CABG �s reasonable for UA/NSTEMI  

pat�ents w�th 1- or 2-vessel CAD w�th or w�thout s�g-

n�f�cant prox�mal left anter�or descend�ng CAD but 

w�th a moderate area of v�able myocard�um and 

�schem�a on non�nvas�ve test�ng. (Level of Evidence: B)

3. PCI or CABG can be benef�c�al compared w�th 

med�cal therapy for pat�ents w�th 1-vessel d�sease 

R
evascularization
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w�th s�gn�f�cant prox�mal left anter�or descend�ng 

CAD. (Level of Evidence: B)

4. Use of PCI �s reasonable �n pat�ents w�th s�gn�f�-

cant left ma�n CAD (greater than 50% d�ameter  

stenos�s) who are cand�dates for revascular�zat�on 

but are not el�g�ble for CABG or requ�re emergent  

�ntervent�on at ang�ography for hemodynam�c  

�nstab�l�ty. (Level of Evidence: B)

5. It �s reasonable to perform CABG w�th the �nternal 

mammary artery for pat�ents w�th mult�vessel d�s-

ease and treated d�abetes mell�tus. (Level of Evidence: B)

6. Repeat CABG �s reasonable for UA/NSTEMI  

pat�ents w�th mult�ple saphenous ve�n graft steno-

ses, espec�ally when there �s s�gn�f�cant stenos�s of  

a graft that suppl�es the left anter�or descend�ng  

coronary artery. (Level of Evidence: C)

7. CABG (or PCI) w�th stent�ng �s reasonable for  

pat�ents w�th mult�vessel d�sease and symptomat�c 

myocard�al �schem�a. (Level of Evidence: B)
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Class III  1. CABG or PCI �s not recommended for pat�ents 

w�th 1- or 2-vessel CAD w�thout s�gn�f�cant  

prox�mal left anter�or descend�ng CAD w�th no  

current symptoms or symptoms that are unl�kely  

due to myocard�al �schem�a and who have no �sch-

em�a on non�nvas�ve test�ng. (Level of Evidence: C)

2. In the absence of h�gh-r�sk features assoc�ated 

w�th UA/NSTEMI, PCI �s not recommended for pa-

t�ents w�th UA/NSTEMI who have s�ngle-vessel or 

mult�vessel CAD and no tr�al of med�cal therapy,  

or who have 1 or more of the follow�ng:

a. Only a small area of myocard�um at r�sk. (Level  

 of Evidence: C)

b. All les�ons or the culpr�t les�on to be d�lated  

w�th morphology that conveys a low l�kel�hood  

of success.  (Level of Evidence: C)

c. A h�gh r�sk of procedure-related morb�d�ty or  

mortal�ty. (Level of Evidence: C)

d. Ins�gn�f�cant d�sease (less than 50% coronary  

stenos�s). (Level of Evidence: C)

e. S�gn�f�cant left ma�n CAD and cand�dacy for 

CABG. (Level of Evidence: B)

R
evascularization



34

D
is

ch
ar

ge
/P

os
t-

D
is

ch
ar

ge

IV. Hospital Discharge and  
Post-Hospital Discharge Care

The acute phase of UA/NSTEMI �s usually  

over w�th�n 2 months. The r�sk of progress�on  

to MI or the development of recurrent MI or death �s h�ghest 

dur�ng th�s per�od. Most pat�ents then resume a cl�n�cal course 

s�m�lar to that of pat�ents w�th chron�c, stable CAD.

A. Medical Regimen

An effort of the ent�re staff (phys�c�ans, nurses, d�et�t�ans,  

pharmac�sts, rehab�l�tat�on spec�al�sts, and phys�cal and occu-

pat�onal therap�sts) �s often necessary to prepare the pat�ent  

for d�scharge. D�rect pat�ent �nstruct�on �s �mportant and should 

be re�nforced and documented w�th wr�tten �nstruct�on sheets. 

Enrollment �n a card�ac rehab�l�tat�on program after d�scharge 

may enhance pat�ent educat�on and compl�ance w�th the  

med�cal reg�men.

Recommendations for Post-Discharge Therapy

Class I  1. Med�cat�ons requ�red �n the hosp�tal to control 

�schem�a should be cont�nued after hosp�tal d�s-

charge �n pat�ents w�th UA/NSTEMI who do not un-

dergo coronary revascular�zat�on, pat�ents w�th un-

successful revascular�zat�on, and pat�ents w�th re-

current symptoms after revascular�zat�on. Upward 

or downward t�trat�on of the doses may be requ�red. 

(Level of Evidence: C) 
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2. All post UA/NSTEMI pat�ents should be g�ven  

subl�ngual or spray NTG and �nstructed �n �ts use. 

(Level of Evidence: C) 

3. Before hosp�tal d�scharge, pat�ents w�th UA/

NSTEMI should be �nformed about symptoms of 

worsen�ng myocard�al �schem�a and MI and should 

be �nstructed �n how and when to seek emergency 

care and ass�stance �f such symptoms occur. (Level  

of Evidence: C) 

4. Before hosp�tal d�scharge, post UA/NSTEMI pa-

t�ents and/or des�gnated respons�ble careg�vers 

should be prov�ded w�th supportable, eas�ly under-

stood, and culturally sens�t�ve �nstruct�ons w�th re-

spect to med�cat�on type, purpose, dose, frequency, 

and pert�nent s�de effects. (Level of Evidence: C) 

5. In post UA/NSTEMI pat�ents, ang�nal d�scomfort 

last�ng more than 2 or 3 m�n should prompt the pa-

t�ent to d�scont�nue phys�cal act�v�ty or remove h�m-

self or herself from any stressful event. If pa�n does 

not subs�de �mmed�ately, the pat�ent should be �n-

structed to take 1 dose of NTG subl�ngually. If the 

chest d�scomfort/pa�n �s un�mproved or worsen�ng  

5 m�n after 1 NTG dose has been taken, �t �s recom-

mended that the pat�ent or a fam�ly member/fr�end 

call 9-1-1 �mmed�ately to access EMS. Wh�le act�vat-

�ng EMS access, add�t�onal NTG (at 5-m�n �ntervals  

2 t�mes) may be taken wh�le ly�ng down or s�tt�ng. 

(Level of Evidence: C)

D
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6. If the pattern or sever�ty of ang�nal symptoms 

changes, wh�ch suggests worsen�ng myocard�al 

�schem�a (e.g., pa�n �s more frequent or severe or �s 

prec�p�tated by less effort or now occurs at rest), the 

pat�ent should contact h�s or her phys�c�an w�thout 

delay to assess the need for add�t�onal treatment or 

test�ng. (Level of Evidence: C) 

B. Long-Term Medical Therapy and Secondary Prevention

 i. Antiplatelet Therapy

Class I  1. Asp�r�n 75 to 162 mg da�ly should be g�ven and 

cont�nued �ndef�n�tely for med�cally treated pat�ents 

recover�ng from UA/NSTEMI. (Level of Evidence: A) For 

pat�ents who have undergone PCI, ASA 162 to 325 

mg da�ly should be g�ven for at least 1 month after 

bare-metal stent �mplantat�on, 3 months after s�rol�-

mus-elut�ng stent �mplantat�on, and 6 months after 

pacl�taxel-elut�ng stent �mplantat�on, after wh�ch 

da�ly chron�c ASA use should be cont�nued �ndef�-

n�tely at a dose of 75 to 162 mg. (Level of Evidence: B)

2. Clop�dogrel 75 mg da�ly (preferred) or t�clop�d�ne 

(�n the absence of contra�nd�cat�ons) should be g�ven 

to pat�ents recover�ng from UA/NSTEMI when ASA 

�s contra�nd�cated or not tolerated because of 
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hypersens�t�v�ty or gastro�ntest�nal �ntolerance (but 

w�th gastroprotect�ve agents such as proton-pump 

�nh�b�tors). (Level of Evidence: A) 

3. The comb�nat�on of clop�dogrel (75 mg da�ly)  

and ASA (75 to 162 mg da�ly) should be cont�nued 

for at least 1 month and �deally up to 1 year after 

UA/NSTEMI treated med�cally or w�th bare-metal 

stents for at least 12 months after treatment w�th 

drug elut�ng stents. (Level of Evidence: B) 

 ii. Beta Blockers

Class I  1. Beta blockers are �nd�cated for all pat�ents recov-

er�ng from UA/NSTEMI unless contra�nd�cated and 

should be cont�nued �ndef�n�tely. (Level of Evidence: B) 

2. Pat�ents recover�ng from UA/NSTEMI w�th moder-

ate or severe LV fa�lure should rece�ve beta-blocker 

therapy w�th a gradual t�trat�on scheme. (Level of 

Evidence: B)

D
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 iii. Inhibition of the Renin-Angiotensin- 
 Aldosterone System

Class I  1. ACE �nh�b�tors should be g�ven and cont�nued �n-

def�n�tely for pat�ents recover�ng from UA/NSTEMI 

w�th HF, LV dysfunct�on (eject�on fract�on less than 

0.40), hypertens�on, or d�abetes mell�tus unless con-

tra�nd�cated. (Level of Evidence: A)

2. An ang�otens�n receptor blocker should be pre-

scr�bed at d�scharge to those pat�ents who are �ntol-

erant of an ACE �nh�b�tor and who have e�ther cl�n�-

cal or rad�olog�cal s�gns of HF and LVEF less than 

0.40 (Level of Evidence: A)

3. Long-term aldosterone receptor blockade should 

be prescr�bed for post-UA/NSTEMI pat�ents w�thout 

s�gn�f�cant renal dysfunct�on (est�mated creat�n�ne 

clearance should be greater than 30 mL per m�n) or 

hyperkalem�a (potass�um should be less than or 

equal to 5 mEq per L) who are already rece�v�ng 

therapeut�c doses of an ACE �nh�b�tor, have an LVEF 

less than or equal to 0.40, and have e�ther symptom-

at�c HF or d�abetes mell�tus. (Level of Evidence: A)

Class IIa 1. ACE �nh�b�tors are reasonable for pat�ents recov-

er�ng from UA/NSTEMI �n the absence of LV dys-

funct�on, hypertens�on, or d�abetes mell�tus unless 

contra�nd�cated. (Level of Evidence: A) 
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 iv. NTG

Class I  1. NTG to treat �schem�c symptoms �s recommended.  

(Level of Evidence: C) 

 v. Calcium Channel Blockers

Class I  1. Calc�um channel blockers* are recommended for 

�schem�c symptoms when beta blockers are not suc-

cessful. (Level of Evidence: B) 

2. Calc�um channel blockers* are recommended for 

�schem�c symptoms when beta blockers are contra-

�nd�cated or cause unacceptable s�de effects.  (Level of 

Evidence: C) 

 * Short-acting dihydropyridine calcium channel blockers should  
    be avoided.

 vi. Warfarin Therapy

Class I  Use of warfar�n �n conjunct�on w�th ASA and/or 

clop�dogrel �s assoc�ated w�th an �ncreased r�sk of 

bleed�ng and should be mon�tored closely. (Level of 

Evidence: A) 

Class IIb Warfar�n e�ther w�thout (�nternat�onal normal�zed 

rat�o 2.5 to 3.5) or w�th low-dose ASA (75 to 81 mg 

per day; �nternat�onal normal�zed rat�o 2.0 to 2.5) 

continued next page

D
ischarge/Post-D

ischarge 



40

D
is

ch
ar

ge
/P

os
t-

D
is

ch
ar

ge

 may be reasonable for pat�ents at h�gh CAD r�sk and 

low bleed�ng r�sk who do not requ�re or are �ntoler-

ant of clop�dogrel. (Level of Evidence: B)

 vii. Lipid Management

Class I  1. The follow�ng l�p�d recommendat�ons are 

benef�c�al:

a. L�p�d management should �nclude assessment of 

a fast�ng l�p�d prof�le for all pat�ents, w�th�n 24 h of 

hosp�tal�zat�on. (Level of Evidence: C)

b. Hydroxymethyl glutaryl-coenzyme A reductase �n-

h�b�tors (stat�ns), �n the absence of contra-�nd�ca-

t�ons, regardless of basel�ne LDL-C and d�et mod�f�-

cat�on, should be g�ven to post-UA/NSTEMI pat�ents, 

�nclud�ng postrevascular�zat�on pat�ents. (Level of 

Evidence: A)

c. For pat�ents w�th elevated LDL-C (greater than or 

equal to 100 mg per dL), cholesterol-lower�ng thera-

py should be �n�t�ated or �ntens�f�ed to ach�eve an 

LDL-C of less than 100 mg per dL (Level of Evidence: A).

2.  Treatment of tr�glycer�des and non–HDL-C �s use-

ful, �nclud�ng the follow�ng: 

a. If tr�glycer�des are 200 to 499 mg per dL, non–

HDL-C* should be less than 130 mg per dL. (Level of 

Evidence: B)
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b. If tr�glycer�des are greater than or equal to 500 mg 

per dL†, therapeut�c opt�ons to prevent pancreat�t�s 

are f�brate‡ or n�ac�n‡ before LDL-lower�ng therapy �s 

recommended. It �s also recommended that LDL-C 

be treated to goal after tr�glycer�de-lower�ng therapy.  

Ach�evement of a non–HDL-C* less than 130 mg per 

dL (�.e., 30 mg per dL greater than LDL-C target) �f 

poss�ble �s recommended. (Level of Evidence: C) 

Class IIa  The follow�ng l�p�d management strateg�es can be 

benef�c�al:

a. Further reduct�on of LDL-C to less than 70 mg per 

dL �s reasonable. (Level of Evidence: A)

b. If basel�ne LDL cholesterol �s 70 to 100 mg per dL, 

�t �s reasonable to treat LDL-C to less than 70 mg per 

dL. (Level of Evidence: B) 

* Non–HDL-C = total cholesterol minus HDL-C.

† Patients with very high triglycerides should not consume alcohol.  

The use of bile acid sequestrants is relatively contraindicated when  

triglycerides are greater than 200 mg per dL.

‡ The combination of high-dose statin plus fibrate can increase risk  

for severe myopathy. Statin doses should be kept relatively low with  

this combination. Dietary supplement niacin must not be used as a  

substitute for prescription niacin.
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 viii. Blood Pressure Control

Class I Blood pressure control to less than 140/90 mm Hg 

(or less than 130/80 mm Hg �f the pat�ent has  

d�abetes mell�tus or chron�c k�dney d�sease). (Level  

of Evidence: A) Add�t�onal measures recommended to 

treat and control blood pressure �nclude the 

follow�ng:

a. Pat�ents should �n�t�ate and/or ma�nta�n l�festyle 

mod�f�cat�ons, �nclud�ng we�ght control; �ncreased 

phys�cal act�v�ty; alcohol moderat�on; sod�um reduc-

t�on; and emphas�s on �ncreased consumpt�on of 

fresh fru�ts, vegetables, and low-fat da�ry products. 

(Level of Evidence: B)

b. For pat�ents w�th blood pressure greater than or 

equal to 140/90 mm Hg (or greater than or equal to 

130/80 mm Hg for �nd�v�duals w�th chron�c k�dney 

d�sease or d�abetes mell�tus), �t �s useful to add blood 

pressure med�cat�on as tolerated, treat�ng �n�t�ally 

w�th beta blockers and/or ACE �nh�b�tors, w�th add�-

t�on of other drugs such as th�az�des as needed to 

ach�eve target blood pressure. (Level of Evidence: A).

 ix. Diabetes Mellitus

Class I  D�abetes management should �nclude l�festyle and 

pharmacotherapy measures to ach�eve a near-nor-

mal hemoglob�n A1c level of less than 7% (Level of 

Evidence: B). D�abetes management should also �n-

clude the follow�ng: 
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a. V�gorous mod�f�cat�on of other r�sk factors (e.g., 

phys�cal act�v�ty, we�ght management, blood pres-

sure control, and cholesterol management) as rec-

ommended should be �n�t�ated and ma�nta�ned. (Level 

of Evidence: B) 

b. It �s useful to coord�nate the pat�ent’s d�abet�c care 

w�th the pat�ent’s pr�mary care phys�c�an or endocr�-

nolog�st. (Level of Evidence: C)

 x. Smoking Cessation

Class I Smok�ng cessat�on and avo�dance of exposure to en-

v�ronmental tobacco smoke at work and home are 

recommended.  Follow-up, referral to spec�al pro-

grams, or pharmacotherapy (�nclud�ng n�cot�ne re-

placement) �s useful, as �s adopt�ng a stepw�se strate-

gy a�med at smok�ng cessat�on (the 5 As: Ask, Adv�se, 

Assess, Ass�st, and Arrange). (Level of Evidence: B)

 xi. Weight Management

Class Ia We�ght management, as measured by body mass �n-

dex and/or wa�st c�rcumference, should be assessed 

on each v�s�t.  A body mass �ndex of 18.5 to 24.9 kg 

per m2 and a wa�st c�rcumference (measured hor�-

zontally at the �l�ac crest) of less than 40 �nches for 

men and less than 35 �nches for women �s recom-

mended. (Level of Evidence: B) 

D
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 xii. Physical Activity

Class I 1. The pat�ent’s r�sk after UA/NSTEMI should be as-

sessed on the bas�s of an �n-hosp�tal determ�nat�on 

of r�sk. A phys�cal act�v�ty h�story or an exerc�se test 

to gu�de �n�t�al prescr�pt�on �s benef�c�al. (Level of 

Evidence: B) 

2. Gu�ded/mod�f�ed by an �nd�v�dual�zed exerc�se 

prescr�pt�on, pat�ents recover�ng from UA/NSTEMI 

generally should be encouraged to ach�eve phys�cal 

act�v�ty durat�on of 30 to 60 m�n per day, preferably 

�n the form of 7 (but at least 5) days per week of 

moderate aerob�c act�v�ty, such as br�sk walk�ng, 

supplemented by an �ncrease �n da�ly l�festyle act�v�-

t�es (e.g., walk�ng breaks at work, garden�ng, and 

household work). (Level of Evidence: B) 

3. Card�ac rehab�l�tat�on/secondary prevent�on pro-

grams are recommended for pat�ents w�th UA/

NSTEMI, part�cularly those w�th mult�ple mod�f�able 

r�sk factors and/or those moderate- to h�gh-r�sk pa-

t�ents �n whom superv�sed exerc�se tra�n�ng �s par-

t�cularly warranted. (Level of Evidence: B)
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 xiii Patient Education

Class I Beyond the deta�led �nstruct�ons for da�ly exerc�se, 

pat�ents should be g�ven spec�f�c �nstruct�on on ac-

t�v�t�es (eg, heavy l�ft�ng, cl�mb�ng sta�rs, yard work, 

and household act�v�t�es) that are perm�ss�ble and 

those that should be avo�ded. Spec�f�c ment�on 

should be made regard�ng resumpt�on of dr�v�ng, re-

turn to work, and sexual act�v�ty. (Level of Evidence: C) 

 xiv. Influenza

Class I An annual �nfluenza vacc�nat�on �s recommended 

for pat�ents w�th card�ovascular d�sease. (Level of 

Evidence: B) 

 xv. Depression

Class IIa It �s reasonable to cons�der screen�ng UA/NSTEMI 

pat�ents for depress�on and refer treatment when  

�nd�cated. (Level of Evidence: B)

D
ischarge/Post-D

ischarge 



46

D
is

ch
ar

ge
/P

os
t-

D
is

ch
ar

ge

 xvi. Hormone Therapy

Class III 1. Hormone therapy w�th estrogen plus progest�n, or 

estrogen alone, should not be g�ven de novo to post-

menopausal women after UA/NSTEMI for secondary 

prevent�on of coronary events. (Level of Evidence: A)

2. Postmenopausal women who are already tak�ng 

estrogen plus progest�n, or estrogen alone, at the 

t�me of UA/NSTEMI �n general should not cont�nue 

hormone therapy. However, women who are more 

than 1 to 2 years past the �n�t�at�on of hormone ther-

apy who w�sh to cont�nue such therapy for another 

compell�ng �nd�cat�on should we�gh the r�sks and 

benef�ts, recogn�z�ng the greater r�sk of card�ovascu-

lar events and breast cancer (comb�nat�on therapy) 

or stroke (estrogen). Hormone therapy should not be 

cont�nued wh�le pat�ents are on bedrest �n the hosp�-

tal. (Level of Evidence: B)






