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STEMI
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Discharge

STEMI Patient at
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Recommendations for Warfarin Therapy

Class |

1. Use of warfarin in conjunction with aspirin and/or
P2Y12 receptor inhibitor therapy is associated with an
increased risk of bleeding, and patients and clinicians
should watch for bleeding, especially Gl, and seek
medical evaluation for evidence of bleeding.



Recommendations for Warfarin Therapy
Class lib

1. Warfarin either without (INR 2.5 to 3.5) or with low-
dose aspirin (81 mg per day; INR 2.0 to 2.5) may be
reasonable for patients at high coronary artery disease risk
and low bleeding risk who do not require or are intolerant
of P2Y12 receptor inhibitor therapy

2. Targeting oral anticoagulant therapy to a lower INR
(e.g., 2.0 to 2.5) might be reasonable in patients with UA/
NSTEMI managed with aspirin and a P2Y12 inhibitor.



Flowchart for Class | and Class lla Recommendations for
Initial Management of UA/NSTEMI

Diagnosis of UA/NSTEMI is Likely or Definite

N

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

v
Select Management Strateqy
W v
Initial Conservative Strategy or Unknown Invasive Strategyt
y y
Initiate anticoagulant therapy (Class |, LOE: A) Initiate anticoagulant therapy (Class |, LOE: A)
Acceptable options include Acceptable options include
*Enoxaparin or UFH (Class |, LOE: A) *Enoxaparin or UFH (Class |, LOE: A)
*Fondaparinux (Class |, LOE: B)* *Bivalirudin (Class |, LOE: B)
*Enoxaparin or fondaparinux preferred over UFH
(Class lla, LOE: B) WV
Precatheterization: Add second antiplatelet agent (Class |,
LOE: A)t
+Clopidogre! (Class |, LOE: B) or
¥ *GP lb/llla inhibitor (Class |, LOE: A)
Initiate clopidogrel (Class |, LOE: B) +(IV eptifibatide or tirofiban preferred)
Next step per triage decision at angiography
= 2 v
CABG: PCI: . .
Maintenance ASA Class I: Mg%c(a;'ang:ﬁﬁ,y'
(Class I, LOE: A) Clopidoegrel (if not begun inhibitors if bequn
precatheterization) (LOE: A) or and give ’

*Prasugrel (LOE: B) or .
Selectively, a GP IIbvillainhibitor || cloPidogrel per

: ot conservative
if not begun precatheterization
ELOE: A)g P ) strategy




