Antiplaquettaires post SCA (et post-PCI!): un peu de clarté
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Oral antiplatelets!

N\

itis DOUBLE, ALWAYS, and
MANDATORY at least 1

MONTH!



Early ASA removal in ACS/PCI: nO!
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It is DOUBLE, at least 1-MONTH, with POTENT P2Y12i.
Unless exceptions!




ACS in the elderly (exception) ~CTION
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NCB : clopidogrel [28%] vs. ticagrelor [32%)]
(p=0-03 for non-inferiority)

Adherence : Premature drug discontinuation
occurred in 47% of ticagrelor patients and 22%
of clopidogrel patients

(main reasons: bleeding and dyspnea)

POPular AGE trial Lancet 2020
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It is DOUBLE, with POTENT P2Y12i.,
but it should be shorter

than 12 months!
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Meta-analysis in PCI of ACS/MI (7 vs.12 months)
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Metaanalysis of PCl trials in MIZ/ACS for 1-month versus 12-month DAPT. Gilles Montalescot — ESC 2025, Madrid.
Events from 1 to 12 months (except for T-PASS from PCI to 12 months)



Guidelines vs. Evidence SHCTION
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Default strategy should be DOUBLE, 1-3 MONTHS
(HBR or LIR: 80% of patients)

unless exceptions!




DAPT beyond one year in HIR
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Primany outcome
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BARC type 2-5 bleeding: 1.4% vs. 1.5%; HR 0.89 [95% CI: 0.61, 1.30]

X. Peng et al. AHA2025



DAPT! “Ycron

It is DOUBLE, 1-3 MONTHS, (except HIR+LBR patients : 20%)

-2 What SAPT?




Indirect comparisons in ACS patients (Dicron

Group
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Stenting de SCA:
DAPT: 1 mois OBLIGATOIRE avec Prasu/Tica

DAPT, stratégie par défaut basée sur I’évidence (mais pas

sur guidelines) : 1-3 mois (HBR et/ou LIR)

DAPT, exception: 12 mois ou plus (HIR et LBR)

SAPT: P2Y12 i > aspirin

SAPT: soyez prét a changer pour aspirin pour des raisons

extracardiaques




