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Primary PCI in STEMI  
Pre-PPCI:

ASA + Clopidogrel / Prasugrel / Ticagrelor
+

UFH / LMWH

Per-PPCI:

High-Risk Patient Low-Risk Patient 

High 
Bleeding Risk

Bivalirudin 

Acute stent thrombosis
Large thrombus burden

No reflow

IIb/IIIa Inhibitors

¿Catheter aspiration? (+++thrombus burden)

Preferably DES (especially in LAD)

Integrating Treatment in ACS

Hospital Universitario de 
Bellvitge



Conversión de Clopidogrel a un Tratamiento 
Antiplaquetario mas Potente

Paciente con Clopidogrel 
(Cardiólogo  Intervencionista/UCC)

Criterios clínicos/angiográficos 
de alto riesgo trombótico 

(sin riesgo aumentado de sangrado)

Ticagrelor
o

Prasugrel 

Si

Continuar Clopidogrel 

No



Criterios de Alto Riesgo Trombótico
Escenario ICP Primario 

Primeras horas

Conversión de Clopidogrel a un Tratamiento 
Antiplaquetario mas Potente

Criterios Clínicos

- IAM por trombosis stent

- Territorio de la ARI +++

- IAM extenso por ECG

- No resolución ST al abrir la ARI

- IAM de alto riesgo (Killip ≥2)

Criterios Angiográficos

- Trombo residual importante

- TIMI flow final < 3 

- Disección residual no cubierta

- Stent en el TC

- Longitud stent +++, Ø<2.5 mm





Zeymer U, et al. EHJ 2016; 37: 3376
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Days from Randomization

Estimate P
(log rank)11.7%UFH/Enoxaparin + IIb/IIIa (N=4603)

Bivalirudin + IIb/IIIa (N=4604) 0.8911.8%
Bivalirudin alone (N=4612) 0.01410.1%

Stone GW,  Cequier A, et al.  
NEJM 2006; 355; 2203
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Sibbing D, et al. EHJ 2016; 37: 1284



Integrating Treatment in ACS

Non ST-Elevation ACS
Invasive Strategy

Pre-PCI: 
ASA + Clopidogrel /Ticagrelor

+  
Enoxa / UFH

Intermediate risk

Angiography 24 – 48 hrs

High – risk

Early upstream IIb/IIIa* + UFH/Enoxa
+

Angiography < 24 hrs
*not preloaded with P2Y12 inhibitors

Per-PCI:  
Increased anatomic risk: Abciximab

DES vs BMS

Hospital Universitario de 
Bellvitge



Criterios de Alto Riesgo Trombótico
Escenario SCASEST

Primeras 24-48 hrs

Conversión de Clopidogrel a un Tratamiento 
Antiplaquetario mas Potente (Ticagrelor)

Criterios Clínicos

- Diabetes Mellitus

- Antecedentes IAM otro territorio

- Troponinas +++

- Cambios dinámicos ST/T

- GRACE > 140

- Angina post- IAM

- ICP reciente /CABG previa

Criterios Angiográficos

- Trombo residual

- Disección residual no cubierta

- Stent en el TC/territ. hipocinetico

- Dudas expansión/aposición stents

- Longitud stent +++, Ø<2.5 mm

- Enfermedad coronaria extensa

- Carga aterosclerotica +++





*Major bleeding: non-CABG-related TIMI major bleeding 

1. Antiplatelet Trialists' Collaboration, 1994; 2. Antithrombotic Trialists' Collaboration, 2002; 3. 
Wiviott et al, 2007; 4. Wallentin et al, 2009
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Vorapaxar
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Rivaroxaban
2,5 mg /12 h
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Rivaroxaban, 2,5 mg BID (93% con AAS + Thienopyridine)

Mega JL et al, NEJM 2012; 366: 9





Patient 1.- Late Stent Thrombosis. 
9 months after implantation

Patient 1.- Late Stent Thrombosis. 
9 months after implantation

A B C

Patient 2.- Very Late Stent Thrombosis. 
29 months after implantation

Patient 2.- Very Late Stent Thrombosis. 
29 months after implantation

















- 9961 ptes, 12 months after DES treated with 
ASA + Clopi/Prasu.

- Randomized to continued DAPT or to receive 
ASA + placebo.



Bonaca MP, et al. NEJM 2015; March 14, on line

Long-Term Use of Ticagrelor in Ptes with Prior MI

Conclusions: In ptes with a MI > 1 year previously, ticagrelor significantly reduced the risk of CV 
death, MI, or stroke and increased the risk of major bleeding.

- 21162 ptes,  1-3 yrs post-MI with low dose ASA.
- ≥ 50 yo + 1 high risk factor (≥ 65 yo, diabetes, 2nd prior MI, MVD, CrCl<60mL/min)
- Randomized to ticagrelor (90mg bid or 60mg bid) vs placebo.



Montalescot G, Sabatine MS. Eur Heart J 2015; August 6.

Duration of Dual Antiplatelet Therapy

Stronger antiplatelet therapy beyond 1 year vs standard care, in ptes with prior MI 
or angiographically proven CAD.

PCI: 25% PCI: 83%PCI: 100%

PCI: 40% PCI: 86%



Udell JA, et al. EHJ 2016; 37:390

Individualizing Duration of DAPT for 
Secondary Prevention After ACS

Patients with Previous MI



Yeh RW, et al. 
JAMA 2016; 315: 1735

The DAPT Score
Variable Points

Patient
- Age

≥ 75 -2

65 - <75 -1

< 65 0

- Diabetes Mellitus 1

- Current Smoker 1

- Prior PCI or Prior MI 1

- CHF or LVEF < 30% 2

Index Procedure

- MI at Presentation 1

- Vein Graft PCI 2

- Stent Diameter < 3mm 1

Continued Thienopyridine vs Placebo 
> 1 Year post-PCI 

Myocardial Infarction or 
Stent Thrombosis

GUSTO Moderate/Severe 
Bleeding

DAPT Score ≥ 2 (high)



Capodanno D, Angiolillo D. Lancet 2017; 389: 987



Recommended Duration of 
Dual Antiplatelet Therapy

 Dual antiplatelet therapy for >1 year:

- Several predictors of stent thrombosis

- Multiple hospitalizations for ACS

- Broad atherosclerotic burden

- Last patent vessel / PCI in LM

- Prior MI ++ 

- No options for coronary revascularization

(+++ if > 1 factor)
(Not applicable if prior bleeding, prior stroke, 

or high risk of bleeding)



Individualizing Duration of DAPT

Meisen A, Bhatt DL. Nature Review Cardiology 2015



Benefit vs Risk: Fragil Balance


