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CURRENT−OASIS 7

• No difference between low- and high-dose ASA 

• No difference in primary endpoint between 
standard & high-dose clopidogrel

• Benefit noted in high-dose arm undergoing PCI 

• Major bleeding similar in both ASA arms, but 
higher in high-dose clopidogrel arm 

Patients presenting with ACS were randomized in a 2 x 2 factorial design to either low-dose 

or high-dose aspirin (ASA), and standard-dose or high-dose clopidogrel. Patients were 

followed for 30 days.

Results

Conclusions

CURRENT-OASIS 7 Investigators. NEJM 2010;363:930-42

(p = 0.61)
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• Treatment with high-dose ASA and high-dose 

clopidogrel not associated with significant 

clinical benefit at 30 days in ACS patients

• Possible benefit in high-dose clopidogrel arm 

undergoing PCI, higher bleeding
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Serebruany VL. JACC 2005.
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Primary Efficacy 
Outcome

Mega JL. NEJM 2009.
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Price MJ. JAMA 2011.



2014 ACCF/AHA UA/NSTEMI guidelines

Recommendation
CO

R
LOE

Clopidogrel loading dose followed by daily maintenance dose in patients 

unable to take aspirin
I B

P2Y12 inhibitor, in addition to aspirin, for up to 12 mo for patients 

treated initially with either an early invasive or initial ischemia-guided 

strategy:

- Clopidogrel

- Ticagrelor

I B

P2Y12 inhibitor therapy (clopidogrel, prasugrel or ticagrelor) should 

be given for at least 12 months in patients receiving a stent (BMS or 

DES) during PCI for ACS 

I B

Ticagrelor in preference to clopidogrel for patients treated with an early 

invasive or ischemia-guided strategy
IIa B

Amsterdam EA. JACC 2014.



2011 ACCF/AHA/SCAI PCI Recommendations: 
P2Y12 Inhibitor Therapy with Coronary Stents

Recommendation
CO

R
LOE

Clopidogrel should be given for a minimum of 1 month and ideally up to 

12 months in patients receiving a BMS for a non-ACS indication 

(unless the patient is at increased risk of bleeding; then it should be 

given for a minimum of 2 weeks) 

I B

Clopidogrel should be given for at least 12 months in patients treated 

with a DES for a non-ACS indication, if patients are not at high risk of 

bleeding

I B

P2Y12 inhibitor therapy (clopidogrel, prasugrel or ticagrelor) should be 

given for at least 12 months in patients receiving a stent (BMS or DES) 

during PCI for ACS 

I B

Earlier discontinuation (eg, <12 months) of P2Y12 inhibitor therapy after 

stent implantation is reasonable if the risk of morbidity from bleeding 

outweighs the anticipated benefit afforded by a recommended duration 

of P2Y12 inhibitor therapy

IIa C

Continuation of DAPT beyond 12 months may be considered in patients 

undergoing DES implantation
IIb C

Levine GN. JACC 2011.



2014 ESC P2Y12 Recommendations in Patients 
Undergoing PCI

Recommendation COR LOE
Stable CAD

Clopidogrel is recommended for elective stenting I A
Treatment with clopidogrel in patients with known anatomy, 
600 mg preferably ≥2 hours before procedure I A

NSTE-ACS
Prasugrel in patients in whom coronary anatomy is known 
and who are proceeding to PCI if no contraindication I B

Ticagrelor in patients at moderate-to-high risk of ischaemic
events, regardless of treatment strategy including those pre-
treated with clopidogrel if no contraindication

I B

Clopidogrel (only when prasugrel or ticagrelor are not 
available or contraindicated) I B

STEMI

Prasugrel if no contraindication I B

Ticagrelor if no contraindication I B
Clopidogrel (only when prasugrel or ticagrelor are not 
available or contraindicated) I B

Task Force on Myocardial Revascularization of the European Society of Cardiology (ESC) and the 
European Association for Cardio-Thoracic Surgery (EACTS). EHJ. 2014.











• Thromboxane A2 inhibitors

– Aspirin

• P2Y12 inhibitors

– Clopidogrel

– Ticlopidine

– Prasugrel

– Ticagrelor

• GPI

– Sibrafiban

Classes of antiplatelet agents

• Thrombin receptor antag

– Vorapaxar

– Atovapaxar

• PDE inhibitors

– Cilostazol

– Dipyridamole

• Miscellaneous

– NCX-4016 (ASA + NO)

– CTRP (collagen/platelet 

adhesion inhibitor)

Kumbhani DJ. Arch Med Sci 2009.



Platelet biology 101

Meadows T. Circ Res. 2007; 100:1261-75 



Schömig A. NEJM 2009;361:1108-11



Bhatt DL et al. NEJM 2006;354:1706-17
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Montalescot G, et al. N Engl J Med. 2013.
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