
Stefano De Servi

UO  Cardiologia

IRCCS Multinmedica, Sesto San Giovanni







Platelet Activation Mechanisms
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Cornerstones of DAPT in ACS

• 1) Prasugrel and ticagrelor are recommended 

instead of clopidogrel, the first P2Y12 inhibitor used 

for DAPT ( class I-A )

• 2) DAPT should be prolonged for 1 year unless 

there is an excessive bleeding risk ( class I-A ) 











How long should DAPT be 

administered in ACS patients ? 

• DAPT should be shortened ( 6 months ) in patients

with excessive/high risk of bleeding

(introduction of the PRECISE-DAPT score)                          





HIGH PRECISE DAPT SCORE => 25

Probability of TIMI major/minor bleeding

25%

75%



High ischemic risk/ High bleeding risk
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ISCHEMIC EVENTS OVER TIME : PRASUGREL 5 mg vs CLOPIDOGREL  
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BLEEDING EVENTS OVER TIME : PRASUGREL 5 mg vs CLOPIDOGREL  
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Design of the TWILIGHT trial. 























Final thoughts  

In ACS patients the duration of DAPT should be tailored 

to individual ischemic and bleeding risk .

Patients with high bleeding risk need to reduce the 

duration of DAPT ( 3-6 months ) . 

Switching from potent to less potent P2Y12 inhibitors is a 

good option in patients with both high ischemic and 

bleeding risk .  



Final thoughts  

When DAPT is discontinued , it is unknown whether 

aspirin or a P2Y12 inhibitor should be continued . Further 

studies are needed in ACS patients .

Patients with a high ischemic risk and without a high  

bleeding risk need to receive a dual antithrombotic 

treatment beyond 1 year or for lifetime .


