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Medicine and Radiology

None None None None None None

Francis M.
Fesmire

Heart Stroke Center—Director ● Abbot Vascular None None None ● Board of Directors,
Society of Chest
Pain Centers

● 2010: Plaintiff,
Missed Acute
Coronary
Syndromes

Theodore G.
Ganiats

University of California, San
Diego—Professor and Interim Chair

None None None None None None

Hani Jneid Baylor College of Medicine—
Assistant Professor of Medicine

None None None None None None

A. Michael
Lincoff†

Cleveland Clinic—Vice Chairman of
Cardiovascular Medicine, Director of
C5Research; Professor of Medicine

● Baxter
● Bristol-Myers Squibb
● Roche
● Schering-Plough

None None ● AstraZeneca*
● Bristol-Myers Squibb*
● Eli Lilly*
● Kai Pharmaceuticals*
● Roche*
● Sanofi-aventis*
● Schering-Plough*
● Takeda*

None None

Eric D.
Peterson†

Duke University Medical
Center—Professor of Medicine,

Director of Cardiovascular Research

● AstraZeneca None None ● Bristol-Myers Squibb*
● Eli Lilly*
● Johnson & Johnson*
● Merck/Schering-Plough*
● Sanofi-aventis

None None

George J.
Philippides

Boston Medical Center—Vice Chair
for Clinical Affairs, Cardiovascular

Section; Boston University School of
Medicine—Associate Professor of

Medicine

None None None None None None

Pierre Theroux† Montreal Heart Institute ● AstraZeneca
● Bristol-Myers Squibb
● Eli Lilly
● Sanofi-aventis

● Boehringer
Ingelheim

● Bristol-Myers
Squibb

● Sanofi-aventis

None ● Schering-Plough* None None

Nanette K.
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Emory University School of
Medicine—Professor of Medicine;
Grady Memorial Hospital—Chief of

Cardiology

● AstraZeneca
● Boston Scientific
● Merck
● Schering-Plough*

None None ● Eli Lilly*
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● Sanofi-aventis*

None None
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Systems—Clinical Professor of

Medicine

● Boston Scientific None None None None None

This table represents the relationships of committee members with industry and other entities that were reported by authors to be relevant to this document. These
relationships were reviewed and updated in conjunction with all meetings and/or conference calls of the writing committee during the document development process.
The table does not necessarily reflect relationships with industry at the time of publication. A person is deemed to have a significant interest in a business if the interest
represents ownership of 5% or more of the voting stock or share of the business entity, or ownership of $10 000 or more of the fair market value of the business
entity; or if funds received by the person from the business entity exceed 5% of the person’s gross income for the previous year. A relationship is considered to be
modest if it is less than significant under the preceding definition. Relationships in this table are modest unless otherwise noted.

*Significant relationship.
†Recused from voting on Section 3.2. Recommendations for Antiplatelet and Anticoagulant Therapy, and Section 5.2.1. Recommendations for Antiplatelet Therapy.
‡Relationship began after writing effort was complete but before final approval.
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Appendix 2. Reviewer Relationships With Industry and Other Entities—2011 ACCF/AHA Focused Update of the Guidelines for the
Management of Patients With Unstable Angina/Non–ST-Elevation Myocardial Infarction (Updating the 2007 Guideline)

Reviewer Representation Consultant Speaker’s Bureau

Ownership/
Partnership/

Principal Personal Research
Institutional, Organizational,
or Other Financial Benefit Expert Witness

John E. Brush Official Reviewer–ACCF
Board of Trustees

● United
Healthcare

None None None ● PROMETHEUS Payment
(Board member)

None

David P. Faxon Official Reviewer–AHA ● Johnson &
Johnson

None ● CULPRIT Trial
(PI)*

● RIVA Medical

None ● Circulation:
Cardiovascular
Interventions—Editor*

None

Robert A.
Harrington

Official Reviewer–AHA ● AstraZeneca*
● Baxter
● CSL Behring
● Eli Lilly
● Luitpold
● The Medicines

Company
● Merck
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● Otsuka

Maryland
Research
Institute

● Regado
● Sanofi-aventis
● Schering-Plough*
● WebMD*

None None ● AstraZeneca
● Baxter
● Bristol-Myers Squibb*
● GlaxoSmithKline
● The Medicines Company
● Merck*
● Portola*
● Schering-Plough*

None None

Judith S.
Hochman

Official
Reviewer–ACCF/AHA

Task Force on Practice
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● BMS/Sanofi
● Eli Lilly
● GlaxoSmithKline
● Millennium

Pharmaceuticals/
Schering-Plough

None None ● Johnson & Johnson/Bayer
Healthcare AG (DSMB)

● Schering-Plough (TIMI 50)
(DSMB)

None None

Rodney H.
Zimmermann

Official Reviewer–ACCF
Board of Governors
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● Boehringer

Ingelheim
● Bristol-Myers

Squibb
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● Sanofi-aventis

None None

Steven Brown Organizational
Reviewer–AAFP

None None None None None None

Joseph C.
Cleveland

Organizational
Reviewer–STS

● Baxter
Biosurgery

● Essential
Pharmaceuticals

None None None ● Heartware
● Thoratec

None

Wyatt Decker Organizational
Reviewer–ACEP

None None None None None None

Joseph A. de
Gregorio

Organizational
Reviewer–SCAI

None None None None None None

Deborah B.
Diercks

Organizational
Reviewer–ACEP

● AstraZeneca
● Sanofi-aventis
● Schering-Plough

None None None ● Society of Chest Pain
Centers and Providers

None

Benjamin
Hatten

Organizational
Reviewer–ACEP

None None None None None None

Loren F.
Hiratzka

Organizational
Reviewer–STS

None None None None ● Cardiac, Vascular, and
Thoracic Surgeons*

● TriHealth (Bethesda
North and Good
Samaritan Hospitals)*

None

Jason H.
Rogers

Organizational
Reviewer–SCAI

● Ample Medical None None None None None

Vincenza T.
Snow

Organizational
Reviewer–ACP

None None None ● Boehringer Ingelheim*
● Bristol-Myers Squibb*

● ACP* None
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Appendix 2. Continued

Reviewer Representation Consultant Speaker’s Bureau

Ownership/
Partnership/

Principal Personal Research
Institutional, Organizational,
or Other Financial Benefit Expert Witness

Elliott M.
Antman

Content Reviewer ● Eli Lilly
● Momenta

Pharmaceuticals
● Sanofi-aventis

None None ● Accumetrics
● Amgen
● AstraZeneca
● Bayer Healthcare
● Beckman Coulter
● Bristol-Myers Squibb

Pharmaceutical Research
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● CV Therapeutics
● Daiichi Sankyo*
● Eli Lilly*
● GlaxoSmithKline
● NIH
● Merck
● Millennium

Pharmaceuticals
● Inotek Pharmaceuticals
● Integrated Therapeutics
● Novartis
● Ortho-Clinical Diagnostics
● Pfizer
● Roche Diagnostics
● Roche Diagnostics GmbH
● Sanofi-aventis*
● Sanofi-Synthelabo Recherche
● Schering-Plough Research

Institute

None None

Brian
Bachelder

Content Reviewer None None None None None None

James C.
Blankenship

Content Reviewer ● AstraZeneca
● Boston Scientific
● Conor

Medsystems
● Kai

Pharmaceutical
● Schering-Plough

None None ● Abiomed
● Novartis

None None

James A.
Burke

Content Reviewer–ACCF
Interventional Scientific

Council

None None None None None None

Christopher P.
Cannon

Content Reviewer ● Bristol-Myers
Squibb

None None ● Accumetrics*
● AstraZeneca*
● BMS/Sanofi-aventis*
● GlaxoSmithKline (DSMB)
● GlaxoSmithKline
● Kai Pharmaceuticals

(DSMB)
● Merck (DSMB)
● Merck*
● Takeda

None ● 2009: Defendant,
Postoperative
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Infarction

William A.
Chavey

Content Reviewer None None None None None None

Rienzi A. Diaz Content Reviewer None None None None None None

T. Bruce
Ferguson

Content Reviewer–ACCF
Surgeon’s Scientific

Council

None None None ● Novadaq Technologies* None None

John M. Field Content Reviewer None None None None None None

David F.
Fortuin

Content Reviewer None None None None ● Boston Scientific
● Medtronic
● Merck

None

Christopher B.
Granger

Content Reviewer ● AstraZeneca
● Boehringer

Ingelheim
● Gilead

Pharmaceutical
● GlaxoSmithKline
● Roche
● Novartis
● The Medicines

Company
● Sanofi-aventis

None None ● AstraZeneca
● Boehringer Ingelheim
● Bristol-Myers Squibb*
● DeCode
● GlaxoSmithKline*
● The Medicines Company*
● Sanofi-aventis

None None

Mary Hand Content Reviewer None None None None None None

P. Michael Ho Content Reviewer ● Wellpoint None None None None None

(Continued)
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Appendix 2. Continued

Reviewer Representation Consultant Speaker’s Bureau

Ownership/
Partnership/

Principal Personal Research
Institutional, Organizational,
or Other Financial Benefit Expert Witness

Alan S. Jaffe Content Reviewer ● Beckman-Coulter
● Critical

Diagnostics
● Ortho

Diagnostics
● Pfizer
● Siemens
● Tethys

Bioscience

None None None None None

Sanjay Kaul Content Reviewer ● Hoffman La
Roche

● Novo Nordisk

None None ● Hoffman La Roche* None None

Lloyd W. Klein Content
Reviewer–ACCF

Interventional Scientific
Council

● Pfizer ● Daiichi
Sankyo/Eli Lilly

None None None None

Harlan M.
Krumholz

Content Reviewer ● United Health
(Science
Advisory Group)

None None None None None

Frederick G.
Kushner

Content
Reviewer–ACCF/AHA

Task Force on Practice
Guidelines

None None ● Hoffman La
Roche*

● Pfizer

None ● Daiichi Sankyo (Sub-I)
● Hoffmann La Roche

(Sub-I)
● NIH (Sub-I)

None

Shamir R.
Mehta

Content Reviewer ● Astellas
● AstraZeneca
● Bristol-Myers

Squibb
● Eli Lilly
● Sanofi-aventis

None None ● Bristol-Myers Squibb*
● Sanofi-aventis*

None None

Douglass A.
Morrison

Content Reviewer None None None None None None

L. Kristin
Newby

Content Reviewer ● AstraZeneca
● BG Medicine

None None ● diaDexus*
● GlaxoSmithKline*
● Merck*
● Schering-Plough*

● Society of Chest Pain
Centers

None

E. Magnus
Ohman

Content
Reviewer–ACCF/AHA

Task Force on Practice
Guidelines

● Abiomed*
● CV Therapeutics
● Datascope*
● Gilead

Sciences*
● Liposcience
● Pozen
● Response

Biomedical
● Schering-Plough
● WebMD*

None None ● Bristol-Myers Squibb*
● Daiichi Sankyo*
● Datascope*
● Eli Lilly*
● Sanofi-aventis*
● Schering-Plough*
● The Medicines Company*

None None

Pamela N.
Peterson

Content Reviewer None None None None None None

William A.
Tansey III

Content Reviewer None None None None None None

This table represents the relationships of reviewers with industry and other entities that were disclosed at the time of peer review. It does not necessarily reflect
relationships with industry at the time of publication. A person is deemed to have a significant interest in a business if the interest represents ownership of 5% or
more of the voting stock or share of the business entity, or ownership of $10,000 or more of the fair market value of the business entity; or if funds received by the
person from the business entity exceed 5% of the person’s gross income for the previous year. A relationship is considered to be modest if it is less than significant
under the preceding definition. Relationships in this table are modest unless otherwise noted. Names are listed in alphabetical order within each category of review.

*Significant relationship.
AAFP indicates American Academy of Family Physicians; ACCF, American College of Cardiology Foundation; ACEP, American College of Emergency Physicians; ACP,

American College of Physicians; AHA, American Heart Association; DSMB, data safety monitoring board; NIH, National Institutes of Health; SCAI, Society for
Cardiovascular Angiography and Interventions; STS, Society of Thoracic Surgeons; Sub-I, subinvestigator; and TIMI, Thrombolysis in Myocardial Infarction.
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Appendix 3. Abbreviation List

ACS�acute coronary syndrome

ACT�activated clotting time

ASA�aspirin

BMS�bare-metal stent

CABG�coronary artery bypass graft

CAD�coronary artery disease

CIN�contrast-induced nephropathy

CKD�chronic kidney disease

CK-MB�creatine kinase-myocardial band

CrCl�creatinine clearance

DES�drug-eluting stent

FDA�Food and Drug Administration

GP�glycoprotein

HF�heart failure

INR�international normalized ratio

IV�intravenous

LOCM�low-osmolar contrast media

LV�left ventricular

LVEF�left ventricular ejection fraction

MI�myocardial infarction

NSTEMI�non–ST-segment elevation myocardial infarction

PCI�percutaneous coronary intervention

PPI�proton-pump inhibitor

STEMI�ST-elevation myocardial infarction

TIA�transient ischemic attack

TIMI�Thrombolysis In Myocardial Infarction

TnI�troponin I

TnT�troponin T

UA�unstable angina

UA/NSTEMI�unstable angina/non–ST-elevation myocardial infarction

UFH�unfractionated heparin
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Appendix 4. Dosing Table for Antiplatelet and Anticoagulant Therapy Discussed in This Focused Update to Support PCI in NSTEMI

Drug*

During PCI

Comments
‹All Patients to Receive ASA (162–325 mg)

Patient Received Initial Medical Treatment
(With a Thienopyridine)

Patient Did Not Receive Initial Medical
Treatment (With a Thienopyridine)

GP IIb/IIIa receptor
antagonists

Abciximab Of uncertain benefit LD of 0.25 mg/kg IV bolus
MD of 0.125 mcg/kg per min (maximum 10

mcg/min) (Class I, LOE: A)

‹Continue for up to 12 h at the discretion of the physician.198,199

Eptifibatide Of uncertain benefit LD of 180 mcg/kg IV bolus followed 10 min later by
second IV bolus of 180 mcg/kg

MD of 2.0 mcg/kg per min, started after first bolus;
reduce infusion by 50% in patients with estimated
creatinine clearance �50 mL/min (Class I, LOE: A)

‹An LD of eptifibatide is FDA approved when the medication is initiated in
UA/NSTEMI patients who are started on medical therapy and when there is
an appreciable delay to angiography/PCI: LD of 180 mcg/kg IV bolus followed
by MD of 2.0 mcg/kg per min started after bolus; reduce infusion by 50% in
patients with estimated creatinine clearance �30 mL/min (Class I, LOE:B).

‹Infusion should be continued for 12 to 18 h at the discretion of the physician.198

Tirofiban Of uncertain benefit LD of 25 mcg/kg IV bolus
MD of IV infusion of 0.15 mcg/kg per min; reduce
rate of infusion by 50% in patients with estimated
creatinine clearance �30 mL/min (Class I, LOE: B)

‹Increased dosing over previous recommendation.199,202

‹Continue for up to 18 h at the discretion of the physician.202

‹A lower-dose regimen for tirofiban is FDA approved and has been shown to be
effective when used to treat UA/NSTEMI patients who are started on medical
therapy and when there is a substantial delay to angiography/PCI (eg, 48 h):
LD of 50 mcg/mL administered at an initial rate of 0.4 mcg/kg per min for 30 min
MD of a continuous infusion of 0.1 mcg/kg per min. Continue the infusion through
angiography and for 12 to 24 h after angioplasty or atherectomy.19

Thienopyridines
Clopidogrel† If 600 mg given orally, then no additional

treatment.
A second LD of 300 mg may be given
orally to supplement a prior LD of 300

mg (Class I, LOE: C)

LD of 300–600 mg orally (Class I, LOE: A)
MD of 75 mg orally per d (Class I, LOE: A)

An MD of 150 mg orally per d for initial 6 d
may be considered (Class IIb, LOE: B)

‹Optimum LD requires clinical consideration.
‹Dose for patients �75 y of age has not been established.
‹There is a recommended duration of therapy for all post-PCI patients

receiving a BMS or DES.
‹Period of withdrawal before surgery should be at least 5 d.

(For full explanations, see footnote.)
Prasugrel‡ No data are available to guide decision

making
LD of 60 mg orally

MD of 10 mg orally per d (Class I, LOE: B)
‹There is no clear need for treatment with prasugrel before PCI.
‹MD of 5 mg orally per d in special circumstances.
‹Special dosing for patients �60 kg.
‹There is a recommended duration of therapy for all post-PCI patients

receiving a DES.
‹Prasugrel is generally not recommended for patients �75 y of age because

of increased bleeding risk and uncertain benefit compared with clopidogrel.
‹Contraindicated for use in patients with prior history of TIA or stroke. (For

full explanations, see footnote.)
Parenteral
anticoagulants

Bivalirudin For patients who have received UFH, wait 30
min, then give 0.75 mg/kg bolus, then 1.75

mg/kg per h infusion (Class I, LOE: B)

0.75 mg/kg bolus, 1.75 mg/kg per h infusion ‹Bivalirudin may be used to support PCI and UA/NSTEMI with or without
previously administered UFH with the addition of 600 mg of clopidogrel.198

‹In UA/NSTEMI patients undergoing PCI who are at high risk of bleeding,
bivalirudin anticoagulation is reasonable.198

UFH IV GP IIb/IIIa planned: target ACT
200–250 s

No IV GP IIb/IIIa planned: target ACT
250–300 s for HemoTec, 300–350 s for

Hemochron (Class I, LOE: B)

IV GP IIb/IIIa planned: 50–70 units/kg bolus to
achieve an ACT of 200–250 s.

No IV GP IIb/IIIa planned: 70–100 units/kg bolus to
achieve target ACT of 250–300 s for HemoTec,

300–350 s for Hemochron (Class I, LOE:B)

*This list is in alphabetical order and is not meant to indicate a particular therapy preference. This drug table does not make recommendations for combinations of listed drugs. It
is only meant to indicate an approved dosage if a drug is chosen for a given situation.

†The optimum LD of clopidogrel has not been established. Randomized trials establishing its efficacy and providing data on bleeding risks used an LD of 300 mg orally followed
by a daily oral dose of 75 mg.22,203 Higher oral LDs such as 600 mg or �900 mg204 of clopidogrel more rapidly inhibit platelet aggregation and achieve a higher absolute level of inhibition
of platelet aggregation, but the additive clinical efficacy and safety of higher oral LD have not been rigorously established. For post-PCI patients receiving a DES, a daily MD should be
given for at least 12 mo unless the risk of bleeding outweighs the anticipated net benefit afforded by a thienopyridine. For post-PCI patients receiving a BMS, an MD should be given
for a minimum of 1 mo98 and ideally up to 12 mo (unless the risk of bleeding outweighs the anticipated net benefit afforded by a thienopyridine; then it should be given for a minimum
of 2 wks). The necessity for giving an LD of clopidogrel before PCI is driven by the pharmacokinetics of clopidogrel, for which a period of several hours is required to achieve desired
levels of platelet inhibition. Patients who have a reduced-function CYP2C19 allele have significantly lower levels of the active metabolite of clopidogrel, diminished platelet inhibition, and
a higher rate of MACE, including stent thrombosis.81 In NSTEMI patients taking clopidogrel for whom CABG is planned and can be delayed, it is reasonable to discontinue the clopidogrel
to allow for dissipation of the antiplatelet effect unless the urgency for revascularization and/or the net benefit of clopidogrel outweigh the potential risks of excess bleeding. The period
of withdrawal should be at least 5 d in patients receiving clopidogrel.59

‡Patients weighing �60 kg have an increased exposure to the active metabolite of prasugrel and an increased risk of bleeding on a 10-mg once–daily maintenance dose.
Consideration should be given to lowering the maintenance dose to 5 mg in patients who weigh �60 kg, although the effectiveness and safety of the 5-mg dose have not been studied
prospectively. For post-PCI patients receiving a BMS or DES, a daily maintenance dose should be given for at least 12 mo and for up to 15 mo unless the risk of bleeding outweighs
the anticipated net benefit afforded by a thienopyridine. Do not use prasugrel in patients with active pathological bleeding or a history of TIA or stroke. In patients �75 y of age, prasugrel
is generally not recommended because of the increased risk of fatal and intracranial bleeding and uncertain benefit except in high-risk situations (patients with diabetes or a history
of prior MI) in which its effect appears to be greater and its use may be considered. Do not start prasugrel in patients likely to undergo urgent CABG. When possible, discontinue prasugrel
at least 7 d before any surgery.35 Additional risk factors for bleeding include body weight �60 kg, propensity to bleed, and concomitant use of medications that increase the risk of
bleeding (eg, warfarin, heparin, fibrinolytic therapy, or chronic use of nonsteroidal anti-inflammatory drugs).35

ACT indicates activated clotting time; ASA, aspirin; BMS, bare-metal stent; CABG, coronary artery bypass graft; DES, drug-eluting stent; FDA, Food and Drug Administration; GP,
glycoprotein; IV, intravenous; LD, loading dose; LOE, level of evidence; MACE, major adverse cardiac events; MD, maintenance dose; MI, myocardial infarction; NSTEMI, non–ST-elevation
myocardial infarction; PCI, percutaneous coronary intervention; PPI, proton pump inhibitor; STEMI, ST-elevation myocardial infarction; TIA, transient ischemic attack; UA/NSTEMI, unstable
angina/non–ST-elevation myocardial infarction; and UFH, unfractionated heparin.
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Appendix 5. Comparisons Among Orally Effective P2Y12 Inhibitors

Clopidogrel Prasugrel

Pharmacology Prodrug—requires conversion to active metabolite that irreversibly blocks
P2Y12 receptor.

Prodrug—requires conversion to active metabolite that irreversibly
blocks P2Y12 receptor. Conversion to active metabolite occurs more
rapidly and to a greater degree than with clopidogrel.

Effect on platelet
Aggregation

There is a delay of several hours before maximal antiplatelet effect is seen. Onset of antiplatelet effect is faster and extent of inhibition of
aggregation is greater than with clopidogrel.

Management strategy Conservative Invasive Conservative Invasive

Loading dose 300 mg 300–600 mg* Generally not recommended
for precatheterization use in
UA/NSTEMI

60 mg

Comment *Optimal dose not established for invasive strategy although 600 mg
generally preferred.

Timing Initiate on presentation. Give as soon as possible before
or at the time of PCI.

Initiate as soon as coronary
anatomy is known and
decision is made to proceed
with PCI

Maintenance dose 75 mg 75 mg 10 mg

Comment Optimal approach to dosing in
individual patients based on
genotype and individual
antiplatelet effects not
rigorously established.

Optimal individual dose not
rigorously established (see
comment to left). (150 mg for
first 6 d is an alternative.)

Consider reduction to 5 mg
in patients weighing �60
kg. The efficacy (or benefit)
of prasugrel in those age
�75 y is uncertain.
Contraindicated in patients
with a history of stroke or
TIA.

Duration At least 1 mo and ideally up
to 1 y

At least 1 y for DES At least 1 y for DES

Additional considerations

Variability of
Response

Greater compared with prasugrel. Factors impacting response in some
patients may include genetic predisposition to convert parent compound to
active metabolite and drug interactions (eg, PPIs).

Less compared with clopidogrel. Impact of genotype and concomitant
medications appears less than with clopidogrel.

Platelet function
Testing

Clinical utility not rigorously established. May be useful in selected patients
with ischemic/thrombotic events while compliant with a clopidogrel regimen.

Clinical utility not rigorously established but less likely to be necessary
given lesser degree of variation in response.

Genotyping Identifies patients with a diminished (CYP2C19 *2,*3 alleles) or enhanced
(CYP2C17 allele) ability to form active metabolite. Role of genotyping in
clinical management not rigorously established.

Clinical utility not rigorously established but less likely to be necessary
given lesser degree of variation in response.

Risk of bleeding Standard dosing with clopidogrel is associated with less bleeding than with
prasugrel. Higher doses of clopidogrel are associated with greater risk of
bleeding than standard dose clopidogrel.

Risk of spontaneous, instrumented, and fatal bleeds higher with
prasugrel compared with standard dose clopidogrel.

Transition to elective
or nonurgent surgery

Wait at least 5 d after last dose. Wait at least 7 d after last dose.

DES indicates drug-eluting stent; PCI, percutaneous coronary intervention; PPI, proton pump inhibitor; TIA, transient ischemic attack; and UA/NSTEMI, unstable
angina/non-ST–elevation myocardial infarction.
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Appendix 6. Flowchart for Class I and Class IIa Recommendations for Initial Management of UA/NSTEMI

*If fondaparinux is used (Class I, LOE: B), it must be coadministered with another anticoagulant with Factor IIa activity, for example, unfractionated heparin.
†Timing of invasive strategy generally is assumed to be 4 to 48 h. If immediate angiography is selected, see STEMI guidelines.147

‡Precatheterization triple-antiplatelet therapy (ASA, clopidogrel, glycoprotein inhibitors) is a Class IIb, LOE: B recommendation for selected high-risk patients.
ASA indicates aspirin; CABG, coronary artery bypass graft; D/C, discontinue; GP, glycoprotein; IV, intravenous; LOE, level of evidence; PCI, percutaneous coronary

intervention; STEMI, ST-elevation myocardial infarction; UA/NSTEMI, unstable angina/non–ST-elevation myocardial infarction; and UFH, unfractionated heparin.
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Appendix 8. Selection of Initial Treatment Strategy: Invasive Versus Conservative Strategy2

Strategy Status Patient Characteristic

Invasive Generally preferred 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 mo

Prior CABG

High-risk score (eg, TIMI, GRACE)

Mild to moderate renal dysfunction

Diabetes mellitus

Reduced left ventricular function (LVEF �40%)

Conservative Generally preferred Low-risk score (eg, TIMI, GRACE)

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

CABG indicates coronary artery bypass graft; 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; and TnT, troponin T. Reprinted from Anderson et al.2
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