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SYMPTOMS SUGGESTIVE OF 

ACUTE CORONARY SYNDROME 

Noncardiac 

Diagnosis 

Chronic Stable 

Angina 

Possible ACS 
Definite ACS 

Treatment as 

indicated by 

alternative diagnosis 

ACC/AHA Chronic 

Stable Angina 

Guidelines 

No ST-Elevation ST-Elevation 

Nondiagnostic ECG 

Normal initial serum 

cardiac biomarkers 

ST and/or T wave 

changes; Ongoing pain 

Positive cardiac 

biomarkers; 

Hemodynamic 

abnormalities 

Evaluate for 

reperfusion 

therapy 

ACC/AHA STEMI 

Guidelines 

Observe 

≥ 12 h from symptom onset  

No recurrent pain; negative 

follow-up studies 

Recurrent ischemic pain or 

positive follow-up studies 

Diagnosis of ACS confirmed 

Stress study to provoke ischemia 

Consider evaluation of LV function if 

ischemia is present (tests may be performed 

either prior to discharge or as outpatient) 

Negative 

Potential diagnoses: 

nonischemic discomfort; 

low-risk ACS 

Arrangements for 

outpatient follow-up 

Positive 

Diagnosis of ACS 

confirmed or highly likely 

Admit to hospital 

Manage via acute ischemia 

pathway 

Algorithm for evaluation and management of patients suspected of having ACS 

Anderson JL, et al. J Am Coll Cardiol 2007;50:e1–e157, Figure 2. 



Has the patient been previously prescribed NTG? 

No 

Is Chest Discomfort/Pain Unimproved or 

Worsening 5 Minutes After It Starts ? 

Yes No 

Call EMS  

Immediately 

Follow EMS instructions   

[Pts must receive instructions to chew ASA  325 

mg if not contraindicated or may receive ASA       

en route to the hospital] 

Take ONE NTG Dose Sublingually 

Is Chest Discomfort/Pain Unimproved or 

Worsening 5 Minutes After Taking        

ONE NTG Dose Sublingually? 

Yes 

Yes No 

For pts with CSA, if Sx are 

significantly improved after ONE 

NTG, repeat NTG every 5 min for a 

total of 3 doses and call EMS if Sx 

have not totally resolved. 

Notify Physician 

Patient experiences chest 

pain/discomfort 

Anderson JL, et al. J Am Coll Cardiol 2007;50:e1–e157, Figure 3. CSA = chronic stable angina. 



Init clopidogrel (Class IA)  

Consider adding IV eptifibatide or tirofiban  

(Class IIb,  B)  

Conservative Strategy 

Initial ACT (Class IA):  

Acceptable options: enoxaparin or UFH 

(Class IA,) or Fondaparinux (Class IB) 

Select Management Strategy 

ASA (Class I, LOE: A) 

Clopidogrel if ASA intolerant (Class I, LOE: 

A) 

Diagnosis of UA/NSTEMI is Likely 

or Definite 

Proceed with 

Invasive 

Strategy 

(Continued) 

Anderson JL, et al. J Am Coll Cardiol. 2007;50:e1-e157, Figure 8. ACT = anticoagulation therapy 

Algorithm for UA/NSTEMI Managed by  an               
Initial Conservative Strategy 



Any subsequent events necessitating 

angiography? 

EF greater  

than 40% 

Evaluate LVEF 

Low Risk 

Cont ASA (Class I, LOE A)   

Cont clopidogrel (Class I, LOE A) and ideally up to 1 yr (Class I, LOE B) 

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

DC ACT (Class I, LOE A)  

(Class I, LOE: B) 

Proceed to Dx 

Angiography 

Yes 

EF  40% or 

less Stress Test 

(Class I, LOE: A) 

No 

Not Low 

Risk 

(Class IIa, 

LOE: B) 

(Continued) 

Anderson JL, et al. J Am Coll Cardiol. 2007;50:e1-e157, ACT = anticoagulation therapy; LOE = level of evidence. 

(Class I, LOE: A) 

(Class IIa, LOE: B) 

(Class I, LOE: A) 

Algorithm for UA/NSTEMI Managed by                 
an Initial Conservative Strategy 



• Cont ASA (Class I, LOE: A) 

• DC clopidogrel 5 to 7 d prior to 

elective CABG (Class I, LOE: B) 

• DC IV GP IIb/IIIa 4 h prior to 

CABG (Class I, LOE: B) 

• Cont UFH (Class I, LOE: B); DC 

enoxaparin 12 to 24 h prior to 

CABG; DC fondaparinux 24 h 

prior to CABG; DC bivalirudin 3 h 

prior to CABG. Dose with UFH 

per institutional practice (Class I, 

LOE: B) 

• Cont ASA (Class I, LOE A)  

• LD of clopidogrel if not 

given pre angio (Class I, 

LOE: A)  & IV GP IIb/IIIa if not 

started pre angio (Class I, 

LOE: A)  

• DC ACT after PCI for 

uncomplicated cases          

(Class I, LOE: B)  

• Cont ASA (Class I, LOE: A) 

• LD of clopidogrel if not  

given pre angio (Class I, LOE A)* 

• DC IV GP IIb/IIIa after  

at least 12 h if started pre angio 

(Class I, LOE: B) 

• Cont IV UFH for at least 48 h  (Class 

I, LOE: A) or enoxaparin or 

fondaparinux for dur of hosp (LOE: 

A); either DC bivalirudin or cont at a 

dose of 0.25 mg/kg/hr for up to 72 h 

at physician‘s discretion (Class IB) 

Antiplatelet  

and ACT at  

physician’s 

discretion 

(Class I, 

LOE: C) 

 No 

significant 

obstructive 

CAD on 

angiography 

CAD on angiography 

Medical therapy PCI CABG 

Select Post Angiography Management Strategy 

Dx Angiography 

Management after Diagnostic Angiography in                 
Patients with UA/NSTEMI 

Anderson JL, et al. J Am Coll Cardiol. 2007;50:e1-e157, ACT = anticoagulation therapy; LOE = level of evidence. 



Cardiac cath 

CAD No 
Discharge from 

protocol 

Yes 

Left main disease Yes CABG 

No 

1- or 2- 

Vessel 

Disease 

3- or 2-vessel disease with 

proximal LAD involvement 

LV dysfunction or 

treated diabetes 

No 

PCI or CABG 

Medial 

Therapy, PCI 

or CABG 

Yes CABG 

Revascularization Strategy in 
UA/NSTEMI 



Long-Term Antithrombotic Therapy at Hospital 
Discharge after UA/NSTEMI 

Medical 

Therapy 

without Stent 

Bare Metal 

Stent Group 

Drug Eluting 

Stent Group 

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 and up to 1 year  

(Class I, LOE:B) 

Add: Warfarin (INR 2.0 to 2.5) 

(Class IIb, LOE: B) 

Continue with dual 

antiplatelet therapy as above 

Yes No 

Indication for 

Anticoagulation? 

ASA 75 to 162 mg/d 

indefinitely (Class I, LOE: A)  &  

Clopidogrel 75 mg/d at least 

1 month (Class I, LOE: A)  and 

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) 

Anderson JL, et al. J Am Coll Cardiol 2007;50:e1–e157, INR = international normalized ratio; LOE = level of evidence. 

UA/NSTEMI 

Patient Groups 

at Discharge 



Pathway: Triage and Transfer for PCI (in STEMI) 

2009 STEMI Focused Update. Appendix  5 

STEMI patient who is a 

candidate for reperfusion 
 

Initially seen at a PCI 

capable facility 

Initially seen at a non-
PCI 
capable facility 

Send to Cath Lab for 
primary PCI 
(Class I, LOE:A) 

Transfer for primary 

PCI (Class I, LOE:A) 

Initial Treatment 

with fibrinolytic 

therapy  
(Class 1, LOE:A) 

Prep antithrombotic (anticoagulant 

plus antiplatelet) regimen 

Diagnostic angiography 

Medical 

therapy only 
PCI CABG 

NOT HIGH RISK 

Transfer to a PCI 

facility may be 

considered 

(Class IIb, 

LOE:C), 

especially if 

ischemic 

symptoms 

persist and 

failure to 

reperfuse is 

suspected 

HIGH RISK 
Transfer to a PCI 
facility is 
reasonable for 
early diagnostic 
angio & possible 
PCI or CABG (Class 
IIa, LOE:B),  
 
High-risk patients 
as defined by 2007 
STEMI Focused 
Update should 
undergo cath (Class 
1: LOE B) 

At PCI 

facility, 

evaluate  

for timing  

of 

diagnostic 

angio 


