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Antitromboticka IéCba ACS : souCasna vybava

Table &6 Dose regimen of antiplatelet and anticoagulant drugs in acute coronary syndrome patients

I. Antiplatelet drugs

Aspirin LD of 150-300 mg orally or 75-250 mg i.v. if oral ingestion is not possible, fol ed by oral MD of 75-100 mg o.d.; no specific justment in

CKD patients.

P2Y,; receptor inhibitors (oral or i.v.)

y, followed by an MD of 10 mgo.d. Inp

d be used with caution, but a MD of 5 m;

1 of the procedur

e administered immedia

lowed by an infusion of 2

); maintenance infusion, 1 m

Il. Anticoagulant drugs

UFH Initial treatment: iv. bolus 70-100 U

Enoxaparin itial t nit: for treatment g/kg b.i.d. subcutaneously for a minimum of 2 days and continued until cl stabilization. In patients
uft equation), the enoxaparin dos should edu to 1 per
parin was given less than 8 h on inflation, no additional d

n more than 8 h before balloon infl an iv. bolu 3 4 aparin sodium s

Bivalirudin ) - 0. i . 'h for 4 h after the procedure.
tion), maintenance infu:

Fondaparinux




Antitromboticka lécba STEMI : akutni faze

1. kyselina acetylsalicylova (ASA)
nasycovaci davka (LD) : 400 mg p.o. nebo lysin salicylat i.v.

2. inhibitor P2Y12 receptoru (pri SKG!)
LD (p.o.) : prasugrel 60 mg / 180 mg ticagrelor / 600 mg clopidogrel
l.V. CANGRELOR

3. nefrakcionovany heparin (UFH)
Davka pri transportu spise nizsi, pro PCl podle ACT (250 — 300 s)



Antitromboticka |écba 'STEMI : akutni faze, SKG do 24 hodin

1. kyselina acetylsalicylova (ASA)
nasycovaci davka (LD) : 400 mg p.o. nebo lysin salicylat i.v.

2. inhibitor P2Y12 receptoru
LD (p.0.) az po provedeni koronarografie

3. nefrakcionovany heparin (UFH)
UFH 70-100 1U/kg i.v. a poté dle aPTT 60-80 s
LMWH (enoxaparin)



Antitromboticka Iécba ' 'STEMI : akutni faze, SKG = 24 hodin

1. kyselina acetylsalicylova (ASA)
nasycovaci davka (LD) : 400 mg p.o. nebo lysin salicylat i.v.

2. inhibitor P2Y12 receptoru
LD (p.o.) ticagrelor nebo clopidogrel

3. nefrakcionovany heparin (UFH)
fondaparinux
LMWH (enoxaparin)



Antitromboticka leCba po akutnim koronarnim syndromu

Invasive Coronary Angiography

ACS

Prasugrel

Ticagrelor Proceeding to PCI

If prasugrel and ticagrelor Prasugrel >  Ticagrelor
are unavailable, contraindicated,
or cannot be tolerated (Class lla)

Clopidogrel
(Class I)

+

P2Y iz inhibitor

Time
(months)

(Class 1)




Antitromboticka lecba po ACS : zkraceni DAPT

P value for
interaction

HR (95% CI)
MI or ST 0.09

All patients 1.15(0.88-1.51)
Stable CAD patients 0.93 (0.65-1.35)
ACS patients 1.48(0.98-2.22)

Cardiac death, MI, or ST

Al patients 1.08(0.86-1.36)
Stable CAD patients 0.97(0.72- )
ALCS patients 1.22(0.87-1.71)

y bleeding
Al patients 0,67 (0.49-0.91)
Stable CAD patients 0.79(0.55-1.14)
ACS patients 0.45 (0.26-0.81)

Major bleeding
All patients 0.50 (0.30-0.83)
Stable CAD patients 0,52 (0.27-0.99)
ACS patients 0.47 (0.20-1.08

T |
0.1 10

Short DAPT better Long DAPT better

European Heart Journal (2017) 38, 1034-1043
doi:10.1093/eurheartj/ehwb2 7




Antitromboticka |éCba po ACS : deeskalace na clopidogrel

* Prokazana moznost snizeni krvacivych
komplikaci

* Neni prokazana srovnatelna
bezpecnost z hlediska ischemickych
komplikaci, zvlasteé u rizikovych
nemocnych

Aspirin + Prasugrel Aspirin + Ticagrelor

Lze zvazit po 30 dnech od ACS
pro snizeni rizika krvaceni

Aspirin + Clopidogrel




Antitromboticka leCba ACS : pacient s indikaci k OAC
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Lopes R et. al., Eur Heart J. 2022 Oct 7;43(37):3512-3527




NEO MINDSET: casne vysazeni ASA po PCIl pro ACS ?

STUDY DESIGN oo

>
égggé ‘1 ?:\ < 4 days 3400 pts with ACS who undervx./er?t
J succesful PCl < 4 days from admission
R
1:1
* Prasugrel or ticagrelor were chosen at
investigator's discretion before randomization

MONOTHERAPY DAPT
Potent P2Y12 inhibitor* ASA + Potent P2Y12 inhibitor*

Unblinded @
DSMB review G
g kil PRIMARY ISCHEMIC OUTCOME (Noninferiority)

and all patients
with 30-day fup All-cause death, Ml, stroke, or urgent target vessel revascularization

‘ Hierarchical

PRIMARY BLEEDING OUTCOME (Superiority)
Major or clinically relevant nonmajor bleeding (BARC 2, 3, or 5)

ESC Congress W&Fl&fonqress
2025 Madrid of Cardiology




NEO MINDSET: ¢asné vysazeni ASA po PCI pro ACS ?

ISCHEMIC PRIMARY e F'S’;‘!‘.

All-cause death, M, stroke, or urgent target vessel revascularization

Difference, 1.47 percentage points Monothera py 7.0%
(95% Cl1-0.16 to 3.10)

=(0.11 for noninferiority

8
7
R
g 6
=
€ 5
=
;4
€3
=
B2
o
1
0

0 1 3 4 5 6 7 8 10 11 12
Months since randomization

No. at risk

DAPT 1698 1659 1652 1640 1631 1621 1616 1613 1608 1590 1577 1571 1546

Monotherapy 1712 1647 1637 1630 1620 1617 1610 1605 1595 1588 1577 1569 1543

ESC Congress W&FIH"Conqress
2025 Madrid of Cardiology




NEO MINDSET: ¢asné vysazeni ASA po PCI pro ACS ?

BLEEDINGPRIMARY il »c._,g_l;i.gm_

BARC 2, 3, or 5 bleeding

Difference, 2.97 percentage points
(95% Cl-4.20 to -1.73)

Monotherapy
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0 1 3 4 5 6 7 8 10 1
Months since randomization

No. at risk

DAPT 1698 1649 1639 1627 1613 1605 1596 1586 1577 1557 1540 1535

Monotherapy 1712 1668 1661 1658 1646 1641 1635 1629 1620 1611 1602 1598

ESC Congress W&trnla"Conqress
2025 Madrid of Cardiology




TACSI : DAPT po CABG pro akutni koronarni syndrom ?

Study design

)—(Stud;.-‘ treatment for 1 }'eaD—l

~ Ticagrelor + Aspirin
n =100

Randomization l

Aspirin alone
n =100

*HCSI-UI

= = = Standard of Care

./C\TEIEWD”E @Telephnne
*\_)inte rview ld

interview

12 months
open label
treatment with
ticagrelor 90
mg x 2 + aspirin
75-100 mg x 1)
or Aspirin only
(75-160 mg x 1)

—0
-11to -3 days 30 days

365 days

5years 10 years

Follow-up in registries or medical records

>

ESC Congress WE?IHHConqress
2025 Madrid  of Cardiology




TACSI : DAPT po CABG pro akutni koronarni syndrom ?

Primary efficacy outcome (MACE)

Ticagrelor + Aspirin

Aspirin alone
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Hazard ratio, 1.06 (95% Cl, 0.72-1.56)
P=0.77 (log-rank)

180 240 300 365
Time (days)
Number at risk
Aspirin alone 1097 1060 1054
Ticagrelor + Aspirin 1104 1056 1049

ESC Congress World Congress
2025 Madrid of Cardiology




TACSI : DAPT po CABG pro akutni koronarni syndrom ?

Primary safety outcome (major bleeding) wf*“'-m

Hazard ratio, 2.50 (950/0 CI, 1.52-4.1 1) T|Cagre|0r + Asp”'n
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Aspirin alone

180 300
Time (days)
Number at risk

Aspirin alone 1097 1078
Ticagrelor + Aspirin 1104 1043

ESC Congress World Congress
2025 Madrid of Cardiology




Antitromboticka lecba ACS : ukoncCeny vyvoj ?

TRIAL DESIGN

_ DAPT
‘ Aspirin+P2Y,, inhibitor

L1

randomisation First month after PCI

Standard therapy
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Experimental arm
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monotherapy
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Standard of care

Reference arm
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HBR: 3-month DAPT
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Standard of care

5-month follow-up
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NI margin 2%
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Allergy for aspirin and/or all
P2Y,-inhibitors
Chronic anticoagulant therapy

* PCI $6 months or ACS $12 months
* Planned surgery £12 months

control arm intervent

Primary bleeding endpoint

+ Major or minor bleeding defined
a5 BARC typ "
at 12 month

Primary Ischemic endpoint
Ischemic events defined as the
composite of all-cause death, MI
o stroke at 12 months
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Participation in other trial

ion arm
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Am Heart J 2023;265:114-120.




@ Polyvascular disease

@ Premature/accelerated C. ":

@ Systemic inflammatory dist

@ Renal disease

@ 2 3 stents implanted
@ 2 3lesion treated.
@ Total stent length

Antitromboticka lecba po ACS : zaver

Background

TN
\
Bleeding Risk criteria (‘ )
v
Major
bleeding

ASCVD patients
at bi-risk

Proportion
mediated= 8.2%
(p=0.001)

Proportion
mediated=5.5%
(p=0.006)

All-cause
death







