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NSTE-ACS in the Real World of All-comers
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BENEFIT OF PRE-TTT ?
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Selection of NSTE-ACS treatment strategy
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Oral Antiplatelet Therapy in NSTE-ACS

Recommendations Antiplatelet therapy Classa Levelb

Oral Antiplatelet Therapy 

A P2Y12 inhibitor is recommended, in addition to aspirin, for 12 months unless there are 

contra-indications*
I A

It is not recommended to administer prasugrel in patients in whom coronary

anatomy is not known.

III B

*Contra-indications for ticagrelor: previous intracranial haemorrhage or ongoing bleeds. Contra-indications for prasugrel: 

previous intracranial haemorrhage, previous stroke or transient ischaemic attack, or ongoing bleeds; prasugrel is 

generally not recommended for patients aged 75 years or more or with body weight <60 kg.

Recommendations Antiplatelet therapy in patients in need for OAC Classa Levelb

Oral Antiplatelet Therapy 

Itnitial DAPT with aspirin plus a P2Y12 inhibitor in addition to OAC before coronary

angiography is not recommended

III C

ESC 2015 NSTE-ACS Guidelines

http://www.escardio.org/guidelines


Pre-treatment in NSTE-ACS + PCI (Rx trials)

Bellemain-Appaix A, BMJ. 2014 Oct 24;349:g626

http://www.ncbi.nlm.nih.gov/pubmed/?term=bellemain-appaix,+BMJ
http://www.ncbi.nlm.nih.gov/pubmed/?term=bellemain-appaix,+BMJ
http://www.ncbi.nlm.nih.gov/pubmed/?term=bellemain-appaix,+BMJ
http://www.ncbi.nlm.nih.gov/pubmed/?term=bellemain-appaix,+BMJ


CURE vs. ACCOAST according to  PCI
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CURE vs. ACCOAST according to  PCI
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Ticagrelor data

●No dedicated study exists assessing early (i.e. 

before coronary angiography) vs. delayed (i.e. 

after coronary angiography) ticagrelor 

●A drug approach instead of a Strategy



The only dedicated study for ticagrelo is

ongoing : Dubius study





www.escardio.org/guidelines

Antiplatelet therapy for STEMI undergoing PCI 

Recommendations Classa Levelb

Antiplatelet therapy

P2Y12 inhibitors should be given at time of first medical contact. I B

ESC 2014 MYOCARDIAL REVASC Guidelines

http://www.escardio.org/guidelines
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1·56 [0·57-4·25]
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15/171
10/930

25/1101
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86%, p=0.008

0%, p=0.32

19%, p=0.53

0%, p=0.003

0%, p<0.00001

I2, p value 

OR=0·50 CI 95% [0·26-0·96] p=0·04

OR=0·54 CI 95% [0·36-0·81] p=0·003

OR=0·57 CI 95% [0·48-0·67] p<0·00001
CLOPIDOGREL

A. Bellemain-Appaix et al.,JAMA2012;308(23):2507-2517

CLOPIDOGREL – Metanalysis

Méta-analyse pPCI STEMI Vlaar et al. Circulation 2008, 118:1828-1836



Major adverse CV events up to 
30 days: Kaplan–Meier curves
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Major adverse CV events: death, myocardial infarction, stroke or urgent revascularisation
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Definite acute stent thrombosis up to 
30 days: Kaplan–Meier curves

Ticagrelor pre-hospital 2/906 (0.2%) versus
ticagrelor in-hospital 11/952 (1.2%) 
OR 0.19 (95% CI 0.04, 0.86), p=0.0225
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Biases of interpretation

 Most of the benefit derives from secondary PCI

 Most of the benefit derives from old clopidogrel data

Bellemain-appaix et al. JACC Int (submitted)



CONCLUSIONS

Outdated, Ineffective, Harmful in NSTE-ACS

 No access to a cath lab/need to wait several days for a cath → Apply
CURE/PLATO and be ready for the safety consequences.

 Treating after the angiogram → flexibility, avoids over-treatment & 

select the right treatment for the right patient.

Recommended in STEMI when there is no doubt

with respect to the diagnosis


