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SUNUM ICERIGI

St elevasyon Reperflizyon terapileri
Transfer algoritmasi

Kanita dayali antitrombotik ve medikal
terapiler

Non st yaklasimi
Genel ilaclar



 STEMI miyokardiyal iskeminin karakteristik
semptomlari olan EKG de ST elevasyonu,
miyokardial nekroz biomarkerlarinin salinimi
ile karakterize klinik bir sendromdur



Epidemiyoloji

e 2009 yilinda ABD de AKS tanisi ile yaklasik
683000 hasta yatisi yapildi. Bunlarin %25i
STEMI d1.
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Reperfuzyon algoritma

STEMI patientwhoisa
candidate forreperfusion

Initially seen ata
PCl-capable
hospital

l

Sendtocath lab
for primary PCI

FMC-device time
<90 min

(Class |, LOE: A)

Initially seenata
non—PCl-capable

|

Diagnosticangiogram

h 4

Medical
therapy only

PCl

CABG

hospital®
DIDO time £30 min
Transferfor Administer fibrinolytic
primary PCI agent within 30 min of
_ arrival when
[ e anticipated FMC-
timeassoon as device >120 min
possible and
<120 min (Class |, LOE: B)
(Class I, LOE: B) I
v N
Urgenttransferfor Transfer for
PClI for patients angiography and
with evidence of revascularization

failed reperfusion
or reocclusion

(Classlla, LOE: B)

N

within 3-24 h for

other patientsas
part ofan

invasive strategyt

(Classlla, LOE: B)




* Hastane ve AS protokollerinde hastanin PKG
uygulayan birime hizli transferi icin gerekli
kriterleri acikca belirlemek gerekir. DIDO
zamanin <30 dakika olmasi onerilir.



e STEMI bakimi icin iyi organize olmus bir
vaklasim; toplum, ATS, doktor, ve hastane
kaynaklarinin entegrasyonu gerekir. En uygun
STEMI bakim sistemi telefonda ATS’nin
aktivasyonu ile baslar. Hastaneyi ilgilendiren

konular AS protokolleri, kardiyak

kateterizasyon laboratuari aktivasyonu ve
nastanin koroner yogun bakim Unitesine
ckabulUnu icerir




* PKG kapasitesine sahip hastanelerde
belirlenmis bir STEMI Uyari aktivasyon plani
olmasi kritiktir. Bu sistemin bilesenleri hastane
oncesi EKG ve hastay! alacak hastanenin
bilgilendirilmesi, reperflizyon zamanini
kisaltmak icin kardiyak kateterizasyon
takiminin tedavi ve kaynak dagilimi icin 6nem
tasiyan diger hastane personelinin harekete
gecirilmesini icerir



* AKS olasiligi olan hastalar hizlica
degerlendirilmelidir. Ideal olani hasta acil servise
ulastiginda ilk 10 dakika icinde monitor hastaya
baglanirken ve 12 derivasyonlu EKG cekilirken
(Eger hastane oncesi donemde cekilmemisse)
AKS’a yonelik hikaye alinmasidir. Degerlendirme
gogus agrisi, ilgili belirti ve bulgular, dnceki
kardiyak hikaye, AKS icin risk faktorleri ve
fibrinolitik kullanimi veya diger tedavilere engel
olabilecek hikaye 6zelliklerine odaklanmalidir




* Hasta STEMI ise reperflizyon icin amacg
gelisten sonraki 30 dakika icinde fibrinolitik

tedavi verilmesi (kapi-ilac mesafesi 30 dk) veya
gelis sonrasi 90 dk icinde PKG saglanmasidir

(kapi-balon zamani 90 dk)
 Bu noktada tamamen oncelikli olan PCldir



* Hastane dncesi degerlendirmede PKG, STEMI
olan hasta icin secilen reperfliizyon metodu
ise, hastanin gerektiginde en yakin AS
atlanarak ilk tibbi temas ve balon zamani
arasindaki zaman araligi 90 dakikanin altinda
ise ve transport zamani nispeten kisa ise (<30
dakika) direkt olarak en yakin PKG uygulanan
hastaneye ulastirilmasi gerekir



* Hastane ici degerlendirme déneminde
potansiyel gecikme ; kapi-veri(EKG), veri-karar
ve karar-ilac(yada karar-PKG) asamasinda
olabilir. Tum uygulayicilarin bu noktalarin her
birindeki gecikmeleri en aza indirmeye
odaklanmalari gerekir. Hastaneye nakil zamani
tedavi sturecindeki gecikmenin sadece %5ini
olusturur; AS degerlendirmesi bu gecikmenin
%25-%330UnuU olusturur



 AKS’den stuphelenilen hastalar

N

degerlendirilmesinde siklikla seri kardiyak

biyomarkirlar kullanilir. Kardiya

k troponin

tercih edilen biyomarkirdir ve CKMB den daha
duyarlidir. Kardiyak troponinler tanida, risk

siniflamasinda ve prognozu be
faydahdir. Yikselmis troponin ©

irlemede
Uzeyi artmis bir

olum riski ile iliskilidir ve daha
yvukselmeler olumsuz sonuclar
bir riski ongormektedir

ouyuk
icin daha buyuk



 STEMI olan hastalarda biyomarkir sonuclarinin
beklenerek reperfizyon tedavisi
geciktirilmemelidir. Bu testlerin
kullanilmasinda dnemli kisitlamalar vardir.
CunklU devamli inatci 6-8 saatlik agri
olmadikca, hastanin basvurusunun ilk 4-6 saati
sdresince duyarsizdirlar



e Biyomarkirlar semptomlarin ortaya cikisinin ilk
alti saati icinde negatif olursa, semptomlarin
ortaya cikisindan 6-12 saat sonra
biyvomarkirlarin tekrar edilmesi tavsiye edilir.



 STEMI hastalarinda genellikle tam bir epikardiyal
koroner arter oklizyonu vardir. Baslangic
tedavinin ana hedefi fibrinolitiklerin uygulanmasi
(farmakolojik reperfiizyon) yada PKG ( mekanik
reperfliizyon) yoluyla erken reperflizyon

teo
hiz
ve

avisidir. Hastayi karsilayanlar STEMI hastalarini
Ica tanimali ve onlari hizlica fibrinolitik tedavi

PKG endikasyonu ve kontraendikasyonu

acisindan degerlendirmelidir. Fibrinolitik tedavi
icin uygun olmayan hastalarin gecikmeye
bakilmaksizin PKG olanaklarinin oldugu merkeze
transferi dustnulmelidir



 STEMI bakim sisteminin icerisinde, STEMI’li hasta
ile ilk karsilasan hekim reperflizyon tedavisi icin
ihtiyaci ve stratejiyi (fibrinolitik veya PKG) belirler.
Sayet hasta fibrinolitik tedavi kriterlerini
karsiliyorsa, kapi-llac zamaninin (fibrinolitik
ajaninin baslanmasi) 30 dakikanin altinda olmasi
onerilir. Muphem yada belirsiz vakalar disinda
kardiyolog ile konsultasyon dnerilmez.
Konsultasyon tedaviyi geciktirir ve artmis hastane
mortalite orani ile iliskilidir.



Reperfizyon icin Degerlendirme

1) Zaman ve Risk Degerlendirmesi
-Semptomlarin baslangicindan itibaren gecen
zaman

-STEMI riski

-Fibrinoliz riski

-PKG kateterizasyon laboratuarina ulasim icin
gereken zaman



e 2) Reperflizyon Stratejisi Secimi
A)Fibrinoliz
Erken prezentasyon (semptomlarin ortaya cikisindan
itibaren gecen zamanin 3 saat ve altinda olmasi)

Invaziv strateji bir secenek degilse( drnegin PKG
laboratuarina veya vaskiler yola ulasim eksikligi varsa)
yvada gecikme olacaksa

--Tibbi temastan balona kadar gecen veya kapi-balon
arasindaki strenin 90 dakikanin tGzerinde olmasi

--(Kapi-balon)eksi(kapi-igne) zamaninin bir saatin
Uzerinde olmasi

--Fibrinoliz i¢in KE olmamasi



* B) Invaziv Girisim

Gec prezentasyon (Semptomlarin ortaya cikisinin 3
saatten daha once olmasi)

Cerrahi destekli PKG laboratuarina ulasilabilirlik

Tibbi temastan balona veya kapi-balon arasi stirenin 90
dakikanin altinda olmasi

Artmis kanama ve intrakranial hemoraji riskini iceren
fibrinoliz kontraendikasyonlari

STEMI ile iliskili yluksek risk (KKY, Killip sinifi 3 ve tzeri)
STEMI tanisinda siphe olmasi



NSTE-ACS:
Definite or Likely

v

Ischemia-Guided Strategy

v

Initiate DAPT | Ant lant Tt
1. Asa {Class |; LOE: A)

2. F2¥,; inhibitor {in addition to ASA) [Class |; LOE: B) :

& Clopidogrel or
#* Ticagrelor

3. anticoagulant:
# LIFH (Class I; LOE: B} or
= Emoxaparin {Class I; LOE: A) or
# Fondaparinux (Class I LOE: B)

¥

Early Invasive Strategy

v

1. A5A (Class I; LOE: A)

2. P2Y 2 inhibitor (in addition to A5A) {Class I; LOE: B):
& C|opidogrel or
® Ticagrelor

3. Anticoagulant:
# JFH {Class |; LOE: B] ar
® Enoxaparin (Class |; LOE: &) ar
# Fondaparinuxt [Class |; LOE: B] or
# fivalirudin (Class 12 LOE: B)

Can consider GPI in addition to ASA and P2Yy, inhibitor
in high-risk (e.g., troponin positive) pts
(Class I1b; LOE: B)

* Eptifibatide
# Tirafiban

Medical therapy
= chosen based on cath ¢
findings




 Medical therapy
dnosenbasedoncath<
findings

Therapy
B lneffectwe

e

v

PCI With s&entlng

L ASAa(Class 1) LOE: B)

2. P2Y5; Inhibitor {in addition 10 ASA):

# Clopidogrel [Class |; LOE: B) ar
@ Prasugrel (Class I LOE: B) or
* Ticagrelor {Class I; LOE: B)

3. GPIIf not wreated with bivalirudin at tme of PCI)

@ High-risk features, not adequately pretreated

with dopidogrel (Class I; LOE: A)

* High-risk features adequately pretreated with

clopidogrel (Class 11a; LOE: B)

4. Anticoagulant:
® Enoxaparin (Class |; LOE: A)or
 Bivalirudin (Class I; LOE: B) or

* Fondaparinux! as the sole anticoagulant {Class

Hi= Harm, LOE: B) or
® UFH {Class |; LOE: B)

1 ASA{Class \; LOEB)

2. Discontinue clopidogrel ficagrelor 5
before, and prasugrel at least 7d befote
elective CARG !

3. Discontinue clopidogrelfticagrelor up
24 b before urgemc‘:BG {Class 1 I.OE B).;
perform urgent CABG <5 d aftef

May
clopldopelﬂlcnyebr and <7 d after
prasugrel discontinued

4. Discontinue eptifibatde/tirofiban at
least 2-4 b before, and aboximab =12 h
before CABG (Class |; LOE: B}

Late Hospital/Posthospital Care
1. ASA indefinitely {Class |; LOE: A)

2. P2Yy; inhibitor {daopidagrel or
ticagrelor), in addition to ASA, up
to 12 mo if medically treated
{Class I; LOE: B)

» 3. P2Y,; inhibitor {clopidogrel,

prasugrel, or Sicagredor), in

addition to ASA, at least 12 mo if
treated with corenary stenting
{Class I; LOE: B)



Acil Serviste AKS Baslangic Tedavisi

Acil Serviste AKS'den stphelenilen tim hastalar icin
cesitli baslangic tedavileri uygundur. Bunlar
surekli Kardiyak Monitorizasyon, IV yol acilmasi
ve

1)Oksijen
Class |

Oksijen tedavisi ACS hastalarina arteriel 02
saturasyonu 90% alti ise solunum sikintisi varsa
uygulanmalidir. (Level ofEvidence: C)



ASA

Pek cok klinik calismada ASA nin erken
uygulanmasi azalmis mortalite oranlari ile
iliskilendirilmistir.

AKS’den stphelenilen her hastaya eger hastanin
bilinen ASA allerjisi yoksa yada aktif GIS kanamasi
yvoksa bir an once verilmelidir.

Aspirin, Tromboksan A2 Uretiminin tamamina
vakinini inhibe ederek hizli klinik antiplatelet etki
saglar. Fibrinolitik tedavi sonrasi koronerlerin
tekrar tikanmasini ve tekrarlayan iskemik olaylari
azaltir. Aspirin tek basina AMI dan olimleri
azaltmaktadir. Onerilen doz 160-325 mg dir.



NSAII

* Maximal tolere edilebilen antiiskemik tedaviye
ragmen devam eden gogus agrisi olan
hastalara morfin sulfat verilebilir.

* Nsaii ler hasta kullaniyorsa kesilmeli yada
baslanmamalidir.

4) Morfin MI hastalari icin tercih edilen
analjeziktir



3)Nitrogliserin

Nitrogliserin; koroner arter, periferik arter yatagi
ve venoz kapasitans damarlarinin
dilatasyonunu da kapsayan faydali
hemodinamik etkileri vardir.

Bununla birlikte tedavideki yararlari kisithdir ve
AMI’l hastalarda IV, oral ya da topikal nitrat
tedavisinin rutin kullanimini destekleyen
gosterilmis kesin kanit yoktur.



Nitrogliserin

DOZU

-Hasta ilk geldiginde Sublingual 0,4 mg verilir. 5 dakika
arayla 3 tane verilebilir.

=1V yoldan 10 pgr/dak ile baslanip her 5

dakikada bir (TA cevabina gore) 10 pgr/dak
arttirilir

Maksimum doz 200 pgr/dak



Kontrendikasyonlar

Sildenafil tadalafil kullanan hastalar.
Sag AMI hastalar
Inferior infarkti hastalarda kullanilacaksa cok

dikkatli olunmali. (sag yetmezlik sik goruldigu
icin).



Beta blokerler

Oral beta blokerler Ml sonrasi ilk 24 saatte hastaya
verilmelidir eger:

e 1) signs of HF,

* 2)evidence of low-output state,
e 3)risk for cardiogenic shock

* 4) other contraindications :

* PR interval >0.24 second,

e second- or third-degree heart block olmasi( cardiac
pacemaker olmadan),

e active asthma,
e Reactive airway disease



Table 12. Selected Routine Medical Therapies

Therapy Indications Dose/Administration Avoid/Caution
Beta-Receptor # (Oral: All patients without Individualize: ® Signs of HF
Antagonists contraindication ® Metoprolol tartrate 25 to 50 mg every 6 to ® Low output state
o [\ Patients with refractory 12 h orally, then transition over next 2 to 3 d # |ncreased risk of cardiogenic shock
hypertension or ongoing to twice-daily dosing of metoprolol tartrate or to  ® Prolonged first-degree or high-grade AV block
ischemia without contraindication daily metoprolol succinate; fitrate fo daily dose  # Reactive airways disease
of 200 mg as tolerated
® Carvedilol 6.25 my twice daily, titrate to 25 mg
twice daily as tolerated
# Metoprolol tartrate IV 5 mg every 5 min as
tolerated up to 3 doses; titrate to heart rate
and BP
ACE Inhibitors & For patients with anterior infarction,  Individualize: # Hypotension
post-MI LV systolic dysfunction (EF ® | jsinopril 2.5 to 5 mg/d to start; titrate fo * Renal failure
=0.40) or HF 10 mg/d or higher as tolerated # Hyperkalemia
» May be given routinely fo all patients = Captopril 6.25 to 12.5 mg 3 times/d to
without contraindication start; titrate to 25 to 50 mg 3 times/d as

tolerated

& Ramipril 2.5 mg twice daily to start; titrate to
5 mg twice daily as tolerated

* Trandolapril test dose 0.5 my; titrate up to
4 mq daily as folerated



ARB

Statins

Nitroglycerin

Oxygen

Morphine

¢ For patients intolerant of ACE
inhibitors

o All patients without
contraindications

® (ngoing chest pain
o Hypertension and HF

® (linically significant hypoxemia
(oxygen saturation <90%)

o HF

® [lyspnea

® fain

o Anyiety

¢ Pulmonary edema

¢ \falsartan 20 mg twice daily to start; titrate to
160 mg twice daily as tolerated

¢ High-dose atorvastatin 80 mq daily

¢ (.4 mg sublingual every 5 min up to 3 doses as

BP allows
® [V dosing to begin at 10 mcg/min; titrate to
desired BP effect

¢ 7 to 4 L/min via nasal cannula

® [ncrease rate or change to face mask as needed

® 410 8 mg IV initially, with lower doses in
elderly
¢ 2108 mg IV every 5 to 15 min if needed

¢ Hypotension
* Renal failure
¢ Hyperkalemia

¢ (Caution with drugs metabolized via CYP344,
fibrates

o Monitor for myopathy, hepatic toxicity

¢ Combine with diet and lifestyle therapies

® Adjust dose as dictated by fargets for
LOL cholesterol and non-HOL cholesteral
reduction

® Ayoid in suspected RV infarction

o Avoid with SBP <90 mmHg or if SBP =30
mm Hy below baseline

® Avoid if recent (24 to 48 h) use of
5 -phosphodiesterase inhibitors

¢ (Caution with chronic obstructive pulmaonary
disease and CO, retention

¢ | ethargic or moribund patient
o Hypotension

® Bradycardia

® Known hypersensitivity



Reperflizyon Tedavisi

 STEMI hastalarinda akut reperfiizyon tedavisi
olarak PKG veya Fibrinolitik tedavilerinden biri
kullanildiginda enfarktis iliskili arterde akim
tekrar saglanir, enfarktis boyutu sinirlandirilir
ve gelecek dekat sturesince devam edecek olan
erken mortaliteye olumlu etkisi olur. En uygun
fibrinoliz vakalarin %50-60 inda normal
koroner akimini tekrar saglarken, PKG de bu
oran %90lardadir.




Fibrinolitikler

 Semptomlarin baslamasindan sonra 12 saat icinde
basvuran STEMI olan hastalar icin kullanimini
engelleyen KE olmayan kisilerde erken fibrinolitik
tedavi iyi belirlenmis bir tedavi ydontemidir. Erken
reperfiizyon sonucunda mortalite azalir, reperflizyona
kadar gecen zaman ne kadar kisa olursa faydasi da o
kadar fazla olur. Semptomlarin baslamasindan sonra ilk
saat icinde fibrinolitik tedavi saglandiginda mortalitede
%47’lik bir azalma tespit edilmistir. Hasta
basvurdugunda eger semptomlarin baslangici 12 saati
gecmediyse ve ilk tibbi temastan sonra PKG 90 dk
icinde kullanilabilir degilse, KE yoksa, fibrinolitik tedavi
STEMI icin tavsiye edilmektedir



Fibrinolitikler

Bununla birlikte, daha gec vakitte basvuran
hastalar, devam eden ST segment elevasyonu
ve devam eden agri mevcut degilse,
semptomlarin baslamasindan sonra 12-24 saat
icinde basvuran hastalarda fibrinolitik tedavi
genellikle tavsiye edilmemektedir.
Semptomlarin baslamasindan sonra 24
saatten daha uzun sirede basvuran hastalarda
fibrinolitik tedavi uygulanmamalidir.



 Non ST MI hastalarinda intravendz fibrinolitik
tedavi uygulanmamalidir. (Class 3harm- level of
evidence A)



Fibrinolitik KE

Mutlak KE

-Gecirilmis IKK

-Bilinen yapisal serebrovaskuler lezyon(AVM
gibi)

- Bilinen intrakranyal malign neoplazm

- Supheli AD

-Aktif kanama veya kanamaya yatkinlik

-3 ay icinde 6nemli kapali kafa veya yuz travmasi



Fibrinolitik KE

v' Goreceli KE
-Kronik, siddetli, kotl kontrolli HT hikayesi

-Basvuru aninda siddetli kontrolsiiz HT (SKB>180 mmHG veya DKB>110
mmHG)

-Gegirilmis iskemik inme hikayesi >3ay, demans veya KE kapsamina girmeyen
IK patoloji

-Travmatik veya uzamis (>10 dk) KPR veya major cerrahi(<3 hafta)
-Yeni ic kanama (2-4 hafta icinde)
-Basi uygulanamayan vaskuler ponksiyon

-Streptokinaz/Anistreplaz icin; daha 6nce maruz kalma (>5 giin) veya bu
ajanlara karsi gecirilmis allerjik reaksiyon

-Gebelik
-Aktif peptik tlser

-Halihazirda antikoagulan kullanimi : INR ne kadar yuksek olursa kanama riski
de o kadar yuksek olur



ST elevasyon’ lu MI-Fibrinolitik Tedavi

Streptokinaz (SK) 1.5 milyon U

100 ml % 5 Dxw ve ya % 0.9 SF iginde 30-60 dak
Alteplase (1PA)

15 mg IV bolus

50 mg 30 dak

35 mg 60 dak
Reteplase (r-tPA)

10U + 10 U IV bolus 30 dak ara ile
Tenecteplase (TNK-1PA)

30-50 mg tek IV bolus (kiloya gére)

SK haricindeki ajanlar ile UFH verilmelidir (4000 U
bolus, 1000 U/saat infiizyon)






Glycoprotein lIb/llla inhibitorler;

Abciximab

® 0,25 mg/kg bolus
® (0,125 mikrogram/kg/dak (max 10 mikrogram/dak)
® 24 saat

Eptifibatide
® 180 mikrogram/kg bolus
® 2 mikrogram/kg/dak
® 96 saat

Tirofiban (aggrastat)
® 0,4 mikrogram/kg 30 dakikada inflizyon
® 0,1 mikrogram/kg/dak
® 96 saat



Table 3. Adjunctive Antithrombotic Therapy to Support Reperfusion With Primary PCI

Antiplatelet therapy

Aspirin
= 162- to 325-mp load before procedure

= J1-to 325-mg daily maintenance dose (indefinite)”

« 31 mg daily is the preferred maintenance dose*

P2Y, inhibitors
Loading doses

& Clopidogrel: 600 mg as early as possible or at time of PCI

# Prasugrel: 60 mg as early as possible or at time of PCI

« Ticagrekor: 180 mg as early as possible or at time of PCI
Maimienance doses and dwration of therapy

DES placed: Continue therapy for 1 y with:

= Clopidogrel: 75 mg daily

= Prasugrel: 10 mg daily

= Ticagrelor: 90 mg twice a day*®

GMST placed: Continue therapy far 1 y with:

® Clopidogrel: T5 mg daily

* Prazugrel: 10 mg daily

« Ticagrekor: 30 mg twice a day*

DES placed:

= Clopidogrel, prasugrel, or ticagrelor® continued beyond 1 v

» Patients with STEMI with prior stroke or TIAC prasugrel

I ;
: I



IV GP lIb/1lla receptor antagonists in conjunction with UFH or bivalirudin in selected patients
® Ahciximab: 0.25-mg/kg IV bolus, then 0,125 mcg/kg/min (maximum 10 mcg/min)

# Tirofiban: (high-bolus dosa): 25-mogfkg IV bolus, then 0.15 mog/&g/min
& |n patients with CrCl =30 mL/min, reduce infusion by 50%

#® Fpfifibatide: (double bolus): 180-mog/kg IV bolus, then 2 mog/kg/min; a second 180-mcgfkg
bolus is administered 10 min after the first bolus

® |n patients with CrCl <50 mL/min, reduce infusion by 0%
# Avoid in patients on hemodialysis
# Pre—catheterization laboratory administration of IV GP lIb/lla receptor antagonist
# |ntracoronary abciximab 0.25-ma/kg bolus
Anticoagulant therapy
® UFH:
o With GP lIb/llla receptor antagonist planned: 50- to 70-U/kg IV bolus to achieve therapeutic ACT$
& With no GP llb/lla receptor antagonist planned: 70- to 100-U/kg bolus to achieve therapeutic ACTS

#® Bivalirudin: 0.75-mg/kKg IV bolus, then 1.75-mg/kg/h infusion with or without prior treatment with UFH.
An additional bolus of 0.3 mg/kg can be given if needed.

o Reduce infusion to 1 mo/kg/h with estimated CrCl <30 mL/min
® Preferred over UFH with GP lib/lila receptor antagonist in patients at high risk of bleeding

# Fondaparinw: Mot recommended as sole anticoagulant for primary PCI







Table 7. Adjunctive Antithrombotic Therapy to Support Reperfusion With Fibrinolytic Therapy

COR LOE

Antiplatelet therapy

Aspirin
* 162- to 325-mg loading dose

* {1- o 325-mq daily maintenance dose (indefinite)
# 871 mg daily is the preferred maintenance dose

P2Y , receptor inhibitors
* Clopidogrel:
® Ane <75 y: 300-mg loading dose
#® Followed by 75 mg daily for at least 14 d and up to 1 y in absence of bleeding

e Age =75 y: no loading dose, give 75 mgQ
# Followed by 75 mg daily for at least 14 d and up to 1 y in absence of bleeding




Anticoagulant therapy
* |JFH:

* Weight-based IV bolus and infusion adjusted to obtain aPTT of 1.5 to 2.0 times control for
48 h or until revascularization. IV bolus of 60 Uk (maximum 4000 U) followed by
an infusion of 12 Wkg'h (maximum 1000 U initially, adjusted to maintain aPTT at
1.5 to 2.0 times control (approximately 50 to 70 s) for 48 h or until revascularization.

& Enoxaparin:
® |f age <75 y: 30-mg IV bolus, followed in 15 min by 1 mg/kg subcutaneously every 12 h
(maximum 100 mg for the first 2 doses)

# [f age =75 y: no bolus, 0.75 mg/kg subcutaneously every 12 h (maximum 75 mg for the
first 2 doses)

* Repgardless of age, if CrCl =30 mbL/min: 1 mg/kg subcutaneously every 24 h
# Duration: For the index hospitalization, up to 8 d or until revascularization
* Fondaparimux:

# |nitial dose 2.5 mg IV, then 2.5 mg subcutaneously daily starting the following day,
for the index hospitalization up to 8 d or until revascularization

¢ Contraindicated it CrCl <30 mL/min







Table 7. Summary of Recommendations for Initial Antiplatelet/ Anticoagulant Therapy in Patients Witl

Definite or Likely NSTE-ACS and PCI
See Section 5.1.2.1 for recommendations on antiplatelet/anticoagulant therapy at the time of PCI and Sections 6.2.1 and ¢

for recommendations on posthospital therapy.

Recommendations

Dosing and Special
Considerations

COR

LOE

References

Aspirin

Non—enteric-coated aspirin to all patients
promptly after presentation

162 mg—-325 mg

Aspirin maintenance dose continued
indefinitely

81 mg/d—162 mg/d

P2Y 12 imhibitors

Clopidogrel loading dose followed by
daily maintenance dose in patients
unable to take aspirin

75 mg

P2Yz inhibitor, in addition to aspirin,
for up to 12 mo for patients treated
initially with either an early invasive or
initial ischemia-guided strategy:

—  Clopidogrel

— Ticagrelor®

3-mg or 600-mg loading
dose, then 75 mg/d

180-mg loading dose. then 90
mg BID

P2Y ; inhibitor therapy (clopidogrel,
prasugrel, or ticagrelor) continued for at

least 12 mo in post—PCI patients treated WA
with coronary stents

# Ticagrelor in preference to clopidogrel
for patients treated with an early invasive N/A

or ischemia-guided strategy

(28E-290)

(288-2940)

{291)

(289, 292)

(293, 294)

(293, 296,
302, 330,
331)

(293, 294)




GP IIh/11la inhibitors

GP 1Ib/Tlla inhibitor in patients treated
with an early invasive strategy and
DAPT with intermediate/high-risk
features (e.g., positive troponin)

Parenteral anticoagulant and fibrinolytic therapy

SC enoxaparin for duration of
hospitalization or until PCI is performed

Bivalirudin until diagnostic angiography
or PCI is performed in patients with early
invasive strategy only

® Preferred options are (43,94,
eptifibatide or tirofiban 295)

* | mg/kg SC every 12 h

(reduce dose to 1 mg/kg/d SC 133, 136
in patients with CrCl <30 ( i
mL/min)

# [nitial IV loading dose 30 mg

* Loading dose 0.10 mg/kg

loading dose followed by 0.25 {32]%? 32;;13;‘
mg/kg/h ‘




SC fondaparinux for the duration of
hospitalization or until PCI is performed

® 2.5 mg SC daily

Administer additional anticoagulant with
anti-Ila activity if PCI is performed while
patient is on fondaparinux

N/A

(312-314)

IV UFH for 48 h or until PCI is
performed

e Initial loading dose 60 IU/kg
(max 4,000 IU) with initial
infusion 12 IU/kg/h (max 1,000

IU/ h)

® Adjusted to therapeutic aPTT

range

(313-315)

IV fibrinolytic treatment not

recommended in patients with NSTE-
ACS

N/A

(316-322)

(93, 329)



