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UP-DATES  
(Clinical and for every day practice) 

• Is testing for clopidogrel resistance useful? 

• Safer approach to Cardiac and no-cardiac 
surgery after PCI? 

• How to manage DAPT + OAC also at the light 
of NOAs? 

• Length of DAPT? 

• Novel data on prasugrel and ticagrelor? 
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Genothype testing 
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Increased risk of CV events  
according to PRU 
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Possible Algorhytms 
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DAPT and Cardiac and no-cardiac 
surgery 

  



 



 



  





ESC Consensus  

EHJ 2014 



The WOEST Trial: First randomised trial  comparing 
two regimens with and without aspirin in patients on 

oral anticoagulant therapy undergoing coronary 
stenting  

 

Dewilde WJ et al. Lancet. 2013;381(9872):1107-15 

Paradigm Shift in Interventional Pharmacology:  

Is it time to drop aspirin? 



What about factor Xa antagonists? 

Darexaban (RUBY-1) 

Rivaroxaban (ATLAS ACS 2) 

Apixaban (APPRAISE 2) 

 

Not Studied in ACS 

Edoxaban (only Afib, phase III ongoing) 

Betrixaban (only Afib, phase II completed) 

What about factor IIa antagonists? 

Ximelagatran (ESTEEM) 

Dabigatran (stopped phase 2 REDEEM) 

Oral Anticoagulants in ACS 



EHJ 2011 





Months After Randomization 

PRIMARY EFFICACY ENDPOINT:  
CV Death / MI / Stroke* (Ischemic + Hemg.)  

Rivaroxaban 
(both doses) 

HR 0.84   (0.74-
0.96) 

ARR 1.7% 
 

mITT p = 0.008 
ITT p = 0.002 

 
NNT = 59 

10.7% 

8.9% 
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Placebo 

*: First occurrence of cardiovascular death, MI, stroke (ischemic, hemorrhagic, and uncertain) as adjudicated by the CEC across thienopyridine use strata 
Two year Kaplan-Meier estimates, HR and 95% confidence interval estimates from Cox model stratified by thienopyridine use are provided per mITT approach; 
Stratified log-rank p-values are provided for both mITT and ITT approaches; ARR=Absolute Relative Reduction; NNT=Number needed to treat; Rivaroxaban=Pooled 
Rivaroxaban 2.5 mg BID and 5 mg BID.   

5113 4307 3470 2664 1831 1079 421 

10229 8502 6753 5137 3554 2084 831 

Placebo 

Rivaroxaban 

2 Yr KM Estimate 

No. at Risk 



PRIMARY EFFICACY SUBGROUP RESULTS (mITT) 

ASA 

ASA + thienopyridine 0.86 (0.75 -0.98) 

0.34 0.69 (0.45 -1.05) 

STEMI 
NSTEMI 
UA 

0.85 (0.70 - 1.03) 

0.85 (0.68 - 1.06) 

0.82 (0.62 - 1.07) 

0.96 

<65 Years 

65 Years 
0.83 (0.70 - 0.99) 

0.84 (0.70 - 1.01) 

0.94 

Male 

Female 

0.87 (0.75 - 1.01) 

0.77 (0.60 - 0.99) 
0.40 

Weight <60 kg 
Weight  60 to <90 kg 
Weight  90 kg 

0.83 (0.56 - 1.25) 

0.85 (0.72 - 0.99) 

0.83 (0.64 - 1.08) 

0.98 

Prior MI 

No Prior MI 

0.83 (0.68 - 1.01) 

0.85 (0.72 - 1.01) 
0.80 

0.5 0.8 1.25 2.0 1.0 

Diabetes Mellitus 
No Diabetes Mellitus 

0.96 (0.77 - 1.20) 

0.78 (0.67 - 0.92) 
0.14 

Creatinine Cl <50  mL /min 

Creatinine Cl > 50  mL /min 

0.88 (0.62 - 1.26) 

0.84 (0.73 - 0.96) 
0.82 

0.57 (0.33 - 0.97) North America 

South America 
Western Europe 
Eastern Europe 

Asia 
Other 

0.89 (0.59 - 1.34) 

0.90 (0.59 - 1.37) 

0.83 (0.69 - 1.00) 

0.86 (0.63 - 1.17) 

0.92 (0.60 - 1.39) 

0.80 

Overall 0.84 (0.74 0.96) 

HR (95% CI) P interaction 

Rivaroxaban Better Placebo Better 



Safety Endpoints 

Placebo Rivaroxaban 

2.5 mg BID 

Rivaroxaban 

5 mg BID 

Non-CABG 

TIMI Major 

0.6% 1.8% 
(P<0.001) 

2.4% 
(P<0.001) 

 

ICH 0.2% 0.4% 
(P=0.04) 

 

0.7% 
(P=0.005) 

Fatal 0.2% 0.1% 
(P=NS) 

 

0.4% 
(P=NS) 

Fatal ICH 0.1% 0.1% 
(P=NS) 

 

0.2% 
(P=NS) 

2-yr KM event rates 

Mega JL, Braunwald E, Wiviott SD, Bassand JP, Bhatt DL, Bode C, Burton P, 

Cohen M, Cook-Bruns N, Fox KA, Goto S, Murphy SA, Plotnikov AN, Schneider D, 

Sun X, Verheugt FW, Gibson CM, NEJM 2012 

 



However... 
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Triple therapy with NOAS 

 



 



 



 



New studies 

 

 

Toward a paradigm shift? 



  



  



Conclusions 

• In the last two years some important issues on 
anti-thrombotic treatment have been elucidated 

• However, at the same time, some long lasting 
certainties have been “jeopardized” and several 
paradigm shift are on the move (length of 
treatment, pre-treatment, use of GPI and s.c. 
anticoagulants). 

• The field is in evolution, more novelties and , 
perhaps, surprises are to be expected 

• For the moment, follow guidelines, but with  an 
eye to new developments.. 



 




