










































N Engl J Med 1998; 338:1488-1497

When administered with heparin & aspirin, the platelet 
glycoprotein IIb/IIIa receptor inhibitor tirofiban was associated 
with a lower incidence of ischemic events in patients with acute 
coronary syndromes than in patients who received only heparin 
& aspirin



Inhibition of platelet aggregation with eptifibatide reduced the 
incidence of the composite end point of death or nonfatal 
myocardial infarction in patients with acute coronary 
syndromes who did not have persistent ST-segment elevation
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A loading dose of a P2Y12 receptor inhibitor 

should be given as early as possible or at time of 

primary PCI to patients with STEMI. Options 

include: 

• Clopidogrel 600 mg; or 

I IIa IIb III

• Prasugrel 60 mg; or 

• Ticagrelor 180 mg 
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Maintenance dose of Antiplatelets

Clopidogrel • 75 mg daily; or 
I IIa IIb III

• Prasugrel 10 mg daily; or 

• Ticagrelor 90 mg twice a day* 

*The recommended maintenance dose of aspirin to be used with ticagrelor is 81 mg daily. 



It is reasonable to start treatment with an intravenous GP IIb/IIIa 

receptor antagonist at the time of primary PCI (with or without 

stenting or clopidogrel pretreatment) in selected patients with 

STEMI who are receiving UFH. 

• Double-bolus eptifibatide: 180 mcg/kg IV bolus, then 2 

mcg/kg/min; a 2nd 180-mcg/kg bolus is administered 10 min 

after the 1st bolus. 

• Abciximab: 0.25 mg/kg IV bolus, then 0.125 mcg/kg/min 

(maximum 10 mcg/min); or

• High-bolus-dose tirofiban: 25 mcg/kg IV bolus, then 0.15 

mcg/kg/min; or
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It may be reasonable to administer intravenous GP IIb/IIIa 

receptor antagonist in the precatheterization laboratory setting 

(e.g., ambulance, ED) to patients with STEMI for whom primary 

PCI is intended. 

It may be reasonable to administer intracoronary abciximab to 

patients with STEMI undergoing primary PCI.
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2012 ACC/AHA Guidelines for UA/NSTEMI



MEDICAL MANAGEMENT 

IN ACS



Adjunctive Antithrombotic Therapy to Support 

Reperfusion With Fibrinolytic Therapy in STEMI



ACC/ AHA 2012 UA/NSTEMI

 For UA/NSTEMI patients in whom an initial 
conservative (ie, noninvasive) strategy is selected, 
clopidogrel or ticagrelor (loading dose followed by 
daily maintenance dose) should be added to 
aspirin and anticoagulant therapy as soon as 
possible after admission and administered for up 
to 12 months





Antiplatelets in patients on anticoagulants





Conclusion

 Dual antiplatelet therapy with aspirin and P2Y12 antagonists is the 
cornerstone of therapy after ACS.

 Prasugrel reduces ischemic events, compared to clopidogrel, in pt 
undergoing PCI but at the cost of higher bleeding risk.

 Ticagrelor also reduces ischemic events and cardiovascular mortality 
while not increasing the overall bleeding risk but non CABG related 
bleeding was increased.

 Genetic polymorphism which can alter clopidogrel efficacy but does 
not influence clinical effectiveness of prasugrel or ticagrelor




