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It is important that the medical profession play a significant
role in critically evaluating the use of diagnostic procedures
and therapies as they are introduced and tested in the
detection, management, or prevention of disease states.
Rigorous and expert analysis of the available data docu-
menting absolute and relative benefits and risks of those
procedures and therapies can produce helpful guidelines
that improve the effectiveness of care, optimize patient
outcomes, and favorably affect the overall cost of care by
focusing resources on the most effective strategies.

The American College of Cardiology Foundation (ACCF)
and the American Heart Association (AHA) have jointly
engaged in the production of such guidelines in the area of
cardiovascular disease since 1980. The American College of
Cardiology (ACC)/AHA Task Force on Practice Guidelines,
whose charge is to develop, update, or revise practice guidelines
for important cardiovascular diseases and procedures, directs
this effort. Writing committees are charged with the task of
performing an assessment of the evidence and acting as an
independent group of authors to develop, update, or revise
written recommendations for clinical practice.

Experts in the subject under consideration have been
selected from both organizations to examine subject-specific
data and write guidelines. The process includes additional

groups when appropriate. Writing committees are specifi-
cally charged to perform a formal literature review, weigh
the strength of evidence for or against a particular treatment
or procedure, and include estimates of expected health
outcomes where data exist. Patient-specific modifiers, co-
morbidities and issues of patient preference that might
influence the choice of particular tests or therapies are
considered as well as frequency of follow-up and cost-
effectiveness. When available, information from studies on
cost will be considered; however, review of data on efficacy
and clinical outcomes will constitute the primary basis for
preparing recommendations in these guidelines.

The ACC/AHA Task Force on Practice Guidelines
makes every effort to avoid any actual, potential, or per-
ceived conflict of interest that may arise as a result of an
industry relationship or personal interest of the Writing
Committee. Specifically, all members of the Writing Com-
mittee, as well as peer reviewers of the document, were
asked to provide disclosure statements of all such relation-
ships that may be perceived as real or potential conflicts of
interest. Writing Committee members are also strongly
encouraged to declare a previous relationship with industry
that might be perceived as relevant to guideline develop-
ment. If a Writing Committee member develops a new
relationship with industry during their tenure, they are
required to notify guideline staff in writing. The continued
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participation of the Writing Committee member will be
reviewed. These statements are reviewed by the parent task
force, reported orally to all members of the Writing Com-
mittee at each meeting, and updated and reviewed by the
Writing Committee as changes occur. Please refer to the
methodology manual for ACC/AHA Guideline Writing
Committees for further description of the relationships with
industry policy, available on ACC and AHA World Wide
Web sites (http://www.acc.org/clinical/manual/manual
introltr.htm and http://circ.ahajournals.org/manual/). Please
see Appendix 1 for author relationships with industry and
Appendix 2 for peer reviewer relationships with industry
that are pertinent to these guidelines.

These practice guidelines are intended to assist health care
providers in clinical decision making by describing a range of
generally acceptable approaches for the diagnosis, management
and prevention of specific diseases or conditions. Clinical
decision making should consider the quality and availability of
expertise in the area where care is provided. These guidelines
attempt to define practices that meet the needs of most patients
in most circumstances. These guideline recommendations
reflect a consensus of expert opinion after a thorough review of
the available, current scientific evidence and are intended to
improve patient care.

Patient adherence to prescribed and agreed upon medical
regimens and lifestyles is an important aspect of treatment.
Prescribed courses of treatment in accordance with these
recommendations will only be effective if they are followed.
Since lack of patient understanding and adherence may ad-
versely affect treatment outcomes, physicians and other health
care providers should make every effort to engage the patient in
active participation with prescribed medical regimens and
lifestyles.

If these guidelines are used as the basis for regulatory/payer
decisions, the ultimate goal is quality of care and serving the
patient’s best interests. The ultimate judgment regarding care
of a particular patient must be made by the health care provider
and the patient in light of all of the circumstances presented by
that patient. There are circumstances in which deviations from
these guidelines are appropriate.

The guidelines will be reviewed annually by the ACC/AHA
Task Force on Practice Guidelines and will be considered
current unless they are updated, revised, or sunsetted and
withdrawn from distribution. The executive summary and
recommendations are published in the August 14, 2007, issue
of the Journal of the American College of Cardiology and the
August 14, 2007, issue of Circulation. The full-text guidelines
are e-published in the same issue of the journals noted above,
as well as posted on the ACC (www.acc.org) and AHA
(www.americanheart.org) World Wide Web sites. Copies of
the full text and the executive summary are available from both
organizations.

Sidney C. Smith, Jr., MD, FACC, FAHA
Chair, ACC/AHA Task Force on Practice Guidelines

Anderson et al. 655
ACC/AHA UA/NSTEMI Guideline Revision

I. Introduction

A. Organization of Committee and Evidence Review

The ACC/AHA Task Force on Practice Guidelines was
formed to make recommendations regarding the diagnosis
and treatment of patients with known or suspected cardio-
vascular disease. Coronary artery disease (CAD) is the
leading cause of death in the United States. Unstable angina
(UA) and the closely related condition of non—ST-segment
elevation myocardial infarction (NSTEMI) are very com-
mon manifestations of this disease.

The committee members reviewed and compiled pub-
lished reports through a series of computerized literature
searches of the English-language literature since 2002 and a
final manual search of selected articles. Details of the
specific searches conducted for particular sections are pro-
vided when appropriate. Detailed evidence tables were
developed whenever necessary with the specific criteria
outlined in the individual sections. The recommendations
made were based primarily on these published data. The
weight of the evidence was ranked highest (A) to lowest
(C). The final recommendations for indications for a diag-
nostic procedure, a particular therapy, or an intervention in
patients with UA/NSTEMI summarize both clinical evi-

dence and expert opinion.
Classification of Recommendations

The schema for classification of recommendations and level
of evidence is summarized in Table 1, which also illustrates
how the grading system provides an estimate of the size of
the treatment effect and an estimate of the certainty of the
treatment effect.

The Writing Committee consisted of acknowledged
experts in general internal medicine representing the Amer-
ican College of Physicians, family medicine from the Amer-
ican Academy of Family Physicians, emergency medicine
from the American College of Emergency Physicians,
thoracic surgery from the Society of Thoracic Surgeons,
interventional cardiology from the Society for Cardiovascu-
lar Angiography and Interventions (SCAI), and general and
critical care cardiology, as well as individuals with recog-
nized expertise in more specialized areas, including nonin-
vasive testing, preventive cardiology, coronary intervention,
and cardiovascular surgery. Both the academic and private
practice sectors were represented. This document was re-
viewed by 2 outside reviewers nominated by each of the

ACC and AHA.

B. Changes Since Publication

of These Guidelines in 2002

The writing committee considered evidence published since
2002 and drafted revised recommendations to incorporate
results from major clinical trials. The text has been reorga-
nized and rewritten to reflect these developments. Greater
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Table 1. Applying Classibcation of Recommendations and Level of Evidence

Data available from clinical trials or registries about the usefulness/efficacy in different subpopulations, such as gender, age, history of diabetes, history of prior myocardial 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. fIn 2003, the
ACC/AHA Task Force on Practice Guidelines developed a list of suggested phrases to use when writing recommendations. All guideline recommendations have been written in full sentences that express
a complete thought, such that a recommendation, even if separated and presented apart from the rest of the document (including headings above sets of recommendations), would still convey the
full intent of the recommendation. It is hoped that this will increase readers’ comprehension of the guidelines and will allow queries at the individual recommendation level.

emphasis is placed on earlier access to medical evaluation of
the acute coronary syndrome (ACS) patient, including
avoidance of delays inherent in patient self-medication, as
well as facilitated emergency department (ED) diagnosis
and triage. New imaging tests (cardiac magnetic resonance
imaging and coronary computed tomographic [CT] angiog-
raphy) have emerged as diagnostic options in selected
patients. Troponins have become the dominant cardiac
biomarker of necrosis, have redefined NSTEMI, and have
changed its demographics and prognosis. B-type natriuretic
peptide (BNP) now may be added to the list of biomarkers
that are potentially useful in risk assessment. Clinical trials
data continue to build support for an initial invasive strategy
for higher-risk UA/NSTEMI patients (as assessed by tro-
ponin positivity or a formal risk score); in contrast, such a
strategy is not of benefit and may be harmful in low-risk
women, in whom an initially conservative strategy is rec-

ommended. Two new anticoagulants, fondaparinux and
bivalirudin, have undergone favorable testing in clinical
trials and are recommended as alternatives to unfractionated
heparin (UFH) and low-molecular-weight heparins (LM-
WHs) for specific or more general applications. Support for
thienopyridine use (primarily with clopidogrel) continues to
grow, including higher loading-dose options, earlier (up-
stream) administration, and longer administration (espe-
cially after drug-eluting stent placement). The question of
how best to integrate thienopyridine use with parenteral
glycoprotein (GP) IIb/IIla antagonists to provide optimal
antiplatelet therapy early in the course of UA/NSTEMI
therapy, including cardiac catheterization, is an evolving
subject and continues to present a challenge. These guide-
lines incorporate changes based on recent updates for
percutaneous coronary intervention (PCI) and for secondary

prevention as they impact patients with UA/NSTEMI. An
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