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%le di RIVASCOLARIZZAIONE PERCUTANEA
IN CORSO DI NSTEMI

PRATO ACS PRATO ACS 2

58% 61%

Toso A et al. JACC 2014; ACC 2017
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Unadjusted Kaplan–Meier survival curves for different 
categories of acute myocardial infarction

two-fold
increase
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TERAPEUTICHE

NSTEMI

PRETRATTAMENTO

RIVASCOLARIZZAZIONE





CARATTERISTICHE FARMACOCINETICHE E 
FARMACODINAMICHE DEGLI INIBITORI ORALI DEL 

RECETTORE PIASTRINICO P2Y12



Antiplatelet Therapy
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PRETREATMENT IS INTENDED AS ANY 
TREATMENT GIVEN BEFORE THE 
CORONARY ANATOMY HAS BEEN 
DEFINED AND A DECISION ABOUT 

REVASCULARIZATION IS UNDERTAKENNSTE
MI D

IAGNOSIS



UPSTREAM P2Y12 LOADING 
(PRETREATMENT)

Potential advantages

q More time for the drug to achieve full antiplatelet effects

q More ischemic protection while waiting for coronary 
angiography

q Less acute stent thrombosis

q Less need for bailout glycoprotein IIIb/IIIa inhibitors



UPSTREAM P2Y12 LOADING 
(PRETREATMENT)

Potential disadvantages

q Increased bleeding

q Useless for patients who ultimately show no coronary 
artery disease

q Harmful for patients who need immediate coronary
artery bypass grafting

q Increased cost due to prolonged hospitalization if surgical 
revascularization required







1� Efficacy End Point @ 7 + 30 days
(All Patients) 

Montalescot et al. NEJM 2013; epub Sept 1
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It is not recommended to administer 
prasugrel in patients in whom 
coronary anatomy is not known



A P2Y12 inhibitor should be added to aspirin as soon as
possible and maintained over 12 months, unless there are
contraindications such as excessive risk of bleeding
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A P2Y12 inhibitor is recommended, in addition to aspirin, for
12 months unless there are contraindications such as
excessive risk of bleeds

2015 ESC Guidelines2014 ESC Guidelines on

on myocardial

revascularization as soon as possibledisappeared
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In patients with NSTE-ACS undergoing invasive
management, ticagrelor administration (180 mg
loading dose, 90 mg twice daily), or clopidogrel
(600 mg loading dose, 75 mg daily dose) if
ticagrelor is not an option, should be considered
as soon as the diagnosis is established.

2017 ESC focused update2017 ESC focused update on
dual antiplatelet therapy



RISCHIO ISCHEMICO



RISCHIO EMORRAGICO
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An immediate invasive strategy (<2h) is
recommended in patients with at least one of the following
very-high-risk criteria



An early invasive strategy (<24 h) is recommended in
patients with at least one of the following high-risk
criteria
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An invasive strategy (<72 h) is recommended in patients
with at least one of the following intermediate-risk
criteria
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In patients with none of the above
mentioned risk criteria and no recurrent
symptoms, non-invasive testing for
ischaemia (preferably with imaging) is
recommended before deciding on an
invasive evaluation.
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SELECTIVE INVASIVE STRATEGY


