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I. Antiplatelet and Anticoagulant Therapy  
 

o For patients not taking an oral anticoagulant  
 
 Aspirin 81 mg daily PLUS ONE OF THE FOLLOWING P2Y12 inhibitors: 

• Clopidogrel (Plavix) 75 mg orally daily or, 
• Prasugrel (Effient) 10 mg orally daily or, 
• Ticagrelor (Brilinta) 90 mg orally twice a day 

 
 The duration of DAPT to be determined by presentation (SIHD vs ACS) as well as a 

discussion around bleeding/ischemic risk. 
• Interventional MD should make and document an initial minimum duration of 

antithrombotic therapy (i.e. specify DAPT plan). 
 
 

 
Master treatment algorithm for duration of P2Y12 inhibitor therapy in patients with CAD treated with DAPT. Reprinted 
from “2016 ACC/AHA Guideline Focused Update on Duration of Dual Antiplatelet Therapy in Patients With Coronary 
Artery Disease” by G.N. Levine, 2016, Circulation,134(10):e123-e155. (1) 

 
 

o For patients taking an oral anticoagulant (trials were performed among patients taking an oral 
anticoagulant for atrial fibrillation). 
 
 General consensus is to minimize the duration of triple antithrombotic therapy (TAT) (2)  

• Recommend aspirin 81 mg daily use in the peri-PCI or in-hospital period; early 
discontinuation of aspirin 1-7 days post-PCI. 
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• Continue P2Y12 inhibitor for 12 months (shorter or longer duration can be 
considered based on thrombotic and bleeding risks) and oral anticoagulant 
(DOAC or VKA) indefinitely for atrial fibrillation stroke prophylaxis. (3)  

 
 

 
 
 

 
Patient with AF on OAC Who Now Needs PCI: Post-Procedure and Long-Term Management of Antithrombotic Therapy. 
Reprinted from “2020 ACC Expert Consensus Decision Pathway for Anticoagulant and Antiplatelet Therapy in Patients With 
Atrial Fibrillation or Venous Thromboembolism Undergoing Percutaneous Coronary Intervention or With Atherosclerotic 
Cardiovascular Disease” by D.J. Kumbhani, 2020, J Am Coll Cardiol, S0735-1097(20), 36615-8. 
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o Additional strategies to mitigate bleeding risk 
 
 PPIs should be used in patients with a history of prior GI bleeding who require DAPT. 
 
 Use of PPIs is reasonable in patients with an increased risk of GI bleeding (eg, 

advanced age, concomitant use of warfarin, steroids, NSAIDs, Helicobacter pylori 
infection) who require DAPT. (4) 

 
 For patients on ≥2 antithrombotic agents, recommend starting PPI (or H2-receptor 

antagonists in selected cases) along with avoidance of NSAIDs to reduce the risk of 
GIB. These medications should be discontinued when the regimen returns to OAC 
alone, unless there are other indications for continued use. (3) 
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II. Lipid Management  
 

o Statin 
 All patients <75 years old or those at very high-risk ASCVD (see table 4 below) should 

receive high-intensity or maximal statin therapy. (5)  
 

 If on maximally-tolerated statin and LDL-C ≥70 mg/dL, adding ezetimibe (Zetia) is 
reasonable. 

 
 If on maximal LDL-C lowering therapy (statin and ezetimibe) and LDL-C ≥70 mg/dL or 

non-HDL-C ≥100 mg/dL, adding a PCSK9-inhibitor is reasonable. (6)  
 

 Goal LDL <70 mg/dL; goal non-HDL <100 mg/dL.  
 

o Icosapent ethyl (Vascepa) 
 Approved in patients with a known history of established cardiovascular disease or 

diabetes plus ≥2 more additional cardiovascular risk factors who have triglycerides >150 
mg/dL on statin therapy. 
 

 25% lower risk of the primary end point of CV death, nonfatal MI, nonfatal stroke, 
coronary revascularization, or unstable angina. (7) 

 

  
Secondary prevention in patients with clinical ASCVD. Reprinted from “AHA/ACC/AACVPR/AAPA/ABC/ACPM/ADA/AGS/APhA/ASPC/NLA/PCNA Guideline on 
the Management of Blood Cholesterol: Executive Summary” by S.M. Grundy, 2018, J Am Coll Cardiol, 73(24):3168-3209. 
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III. Hypertension Management  
 

o Categorize HTN (8) 

 
Reprinted from “ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA Guideline for the Prevention, Detection, Evaluation, and 
Management of High Blood Pressure in Adults: Executive Summary”, P.K. Whelton, 2018, Hypertension, 71(6), 1269-1324.  

 
 Discuss the importance of non-pharmacologic interventions including weight loss, heart-

healthy diet (DASH diet), sodium reduction, aerobic exercise, and advisement around 
alcohol consumption. Consider referral to behavior modification services after a 
discussion with the patient. 
 

 Treat to a goal <130/80 with the selection of beta-blockers, ACE-I, ARB, aldosterone 
antagonists, diuretics, and dihydropyridine calcium channel blockers based on patient 
comorbid conditions (i.e. HF, CKD with proteinuria, stable ischemic heart disease). 
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Reprinted from 
“ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA Guideline 
for the Prevention, Detection, Evaluation, and Management of High Blood 
Pressure in Adults: Executive Summary”, P.K. Whelton, 2018, Hypertension, 
71(6), 1269-1324.  

 

IV. Heart Failure management   
 

o Randomized controlled trials have primarily enrolled patients with HFrEF (EF≤40%). (9,10)  
 

o Patients should be on ACE-I/ARB and evidence-based beta-blockers (metoprolol succinate, 
carvedilol, or bisoprolol), and diuretics as needed. 

 
o If they have NYHA class II-IV symptoms and CrCl >30 ml/min and K+ < 5.0 mEq/L, they should 

be on an aldosterone antagonist (spironolactone or eplerenone).  
 

o If they have NYHA class II-III HF with adequate BP on ACEI or ARB and no contraindication to 
ARB or sacubitril, consider transition from ACE-I/ARB to ARNI (Entresto). 

 
 
 

V. Diabetes management in patients with Atherosclerotic Cardiovascular Disease - Novel 
medications for CAD 
 
GLP-1 agonists and SGLT-2 inhibitors (11)  
 

o Recently, newer antidiabetic agents have demonstrated significant cardiovascular benefit 
among patients with cardiovascular disease. As such, we believe it is imperative that these 
medications be considered among our patients with CAD and T2DM so that a discussion 
with the patient and their outpatient providers may occur in the peri-PCI setting. Patients 
should already be taking metformin. 
 

o These drugs should be administered in patients with T2DM already on metformin with A1C 
>7.0%. Increased vigilance for hypoglycemia is required in patients on insulin, sulfonylurea, or 
glinide therapy. 

 
o At a minimum, consider communicating with outpatient providers the following: “Recommend 

consideration of SGLT2 inhibitor or GLP-1 agonist if felt to be appropriate. Recent data has 
demonstrated improved cardiovascular outcomes in patients with diabetes mellitus and 
concomitant established or at a high risk for developing ASCVD.” 
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Summary of the Expert Consensus Decision Pathway. Reprinted from “2020 Expert Consensus 
Decision Pathway on Novel Therapies for Cardiovascular Risk Reduction in Patients With Type 2 
Diabetes: A Report of the American College of Cardiology Solution Set Oversight Committee”, 
S.R. Das, 2020, J Am Coll Cardiol, 76(9), 111-1145.  

 
o SGLT-2 inhibitors (11) 

 

 
Doses, Indications, Dose Modifications, Contraindications, Cautions, and Adverse Effects of SGLT2 Inhibitors With Demonstrated CV 
Benefit. Reprinted from “2020 Expert Consensus Decision Pathway on Novel Therapies for Cardiovascular Risk Reduction in Patients 
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With Type 2 Diabetes: A Report of the American College of Cardiology Solution Set Oversight Committee”, S.R. Das, 2020, J Am Coll 
Cardiol, 76(9), 111-1145.  

 

 
Stepwise Approach to Prescription of SGLT2 Inhibitors by Cardiologists. Reprinted from “Practical Guide to Prescribing Sodium-Glucose 
Cotransporter 2 Inhibitors for Cardiologists”, O. Vardeny, 2019, JACC Heart Fail, 7(2),169-172. (12) 
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o GLP-1 agonists (11) 
 

 
Doses, Indications, Dose Modifications, Contraindications, Cautions, and Adverse Effects of GLP-1RAs With Demonstrated CV Benefit. 
Reprinted from “2020 Expert Consensus Decision Pathway on Novel Therapies for Cardiovascular Risk Reduction in Patients With Type 2 
Diabetes: A Report of the American College of Cardiology Solution Set Oversight Committee”, S.R. Das, 2020, J Am Coll Cardiol, 76(9), 111-
1145.  
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Opportunities to Initiate an SGLT2 Inhibitor or a GLP-1RA With Demonstrated CV Benefit or Renal Impairment in Patients With T2D. 
Reprinted from “2020 Expert Consensus Decision Pathway on Novel Therapies for Cardiovascular Risk Reduction in Patients With Type 2 
Diabetes: A Report of the American College of Cardiology Solution Set Oversight Committee”, S.R. Das, 2020, J Am Coll Cardiol, 76(9), 111-
1145.  

 

 
Patient and Clinician Preferences and Priorities for Considering SGLT2 Inhibitors With Demonstrated CV Benefit Versus GLP-1RAs With 
Demonstrated CV Benefit. Reprinted from “2020 Expert Consensus Decision Pathway on Novel Therapies for Cardiovascular Risk 
Reduction in Patients With Type 2 Diabetes: A Report of the American College of Cardiology Solution Set Oversight Committee”, S.R. Das, 
2020, J Am Coll Cardiol, 76(9), 111-1145.  
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Behavioral treatments 
 

VI. Smoking cessation 
 

o Discussion around the importance of smoking cessation 

o Referral to smoking cessation program 

o Nicotine replacement therapy discussed.  

o Can also discuss smoking cessation treatments such as varenicline or bupropion with 
appropriate counseling, follow-up, and monitoring if these medications are prescribed. 
 

VII. Cardiac rehabilitation 
 

o Referral to cardiac rehabilitation. If not placed, indicate reason why. Attempt to schedule the 
patient for the first cardiac rehabilitation visit prior to discharge. 
 

o Cardiac rehabilitation is associated with reductions in readmissions and mortality and 
improvements in exercise capacity and symptoms. (4) 

 
o Research has demonstrated that clear physician endorsement of the benefits of cardiac 

rehabilitation significant increase patient participation in CR. 
 

o Face-to-face discussion, recommendation, and prescription that documents the 
following: 
 Endorsement of cardiac rehabilitation noting that cardiac rehabilitation is an important 

next step in the patient’s care. 
 An overview of what cardiac rehabilitation is and its associated benefits was discussed. 
 The patient’s questions were answered. 
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