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Antiplatelet therapy for Acute Coronary Syndrome  

NELC&SN guidance for Ticagrelor following NICE publication. 

At the previous network meeting, the group agreed to initially introduce ticagrelor to those that would gain the 
greatest absolute benefit (i.e. those with the greatest absolute risk) taking into consideration that ticagrelor is 
a new drug and a new class of drug with adverse effects not seen with previous agents (e.g. dyspnoea) and 
the need for clinicians to gain experience and build confidence in using this agent.  As such, the group 
proposes the following: 

 Accident and Emergencies (A&Es) to continue with clopidogrel loading dose of 600mg to patients 
selected for primary PCI (and high risk transfers as per HACX proposal). 

 Ticagrelor is to be initiated in the cath lab at physicians discretion for patients transferred for 
immediate percutaneous coronary intervention for acute coronary syndrome who are deemed at high 
risk (e.g. GRACE risk scoring of >140) and who are at low risk of bleeding. 

Background 

Following NICE publication in October 2011(TA 236); Ticagrelor in combination with low-dose aspirin is 
recommended for up to 12 months as a treatment option in adults with acute coronary syndromes (ACS) that 
is, people: 

 with ST-segment-elevation myocardial infarction (STEMI) – defined as ST elevation or new left 
bundle branch block on electrocardiogram – that cardiologists intend to treat with primary 
percutaneous coronary intervention (PCI) or 

 with non-ST-segment-elevation myocardial infarction (NSTEMI) or 

 admitted to hospital with unstable angina – defined as ST or T wave changes on electrocardiogram 
suggestive of ischaemia plus one of the following characteristics (age 60 years or older; previous 
myocardial infarction or previous coronary artery bypass grafting (CABG); coronary artery disease 
with stenosis of 50% or more in at least two vessels; previous ischaemic stroke; previous transient 
ischaemic attack, carotid stenosis of at least 50%, or cerebral revascularisation; diabetes mellitus; 
peripheral arterial disease; or chronic renal dysfunction, defined as a creatinine clearance of less 
than 60 ml per minute per 1.73 m

2
 of body-surface area)  

 before ticagrelor is continued beyond the initial treatment, the diagnosis of unstable angina should 
first be confirmed, ideally by a cardiologist. 

How and where does ticagrelor fit in? 

Efforts in reducing the incidence and improving outcomes of ACS have been a major focus in recent years.  
Despite improvements in the treatment of ACS, re-events and premature mortality still occur. 

Ticagrelor is indicated for the prevention of thrombotic events for patients with acute coronary syndrome 
including unstable angina, non ST - elevation myocardial infarction and ST - elevation myocardial infarction 
who are to be managed medically or invasively.  Similar to the thienopyridines, aspirin is to be used 
concomitantly at a dose of 75mg daily.  

Why the need to define high risk (for CV death) 

Not all patients with ACS have the same risk of an adverse cardiovascular event, either in the short or longer 
term.  Also, whilst the relative risk reduction of treatment is constant across the population, the absolute 
number of events avoided is highest for patients at highest risk of an event.  This can be seen with the 
original CURE trial evaluating clopidogrel in UA/NSTEMI in comparison to placebo.  The figure below shows 
an increase of event rate with increasing risk score and thus greatest absolute benefit.  This indicates that 
although all categories of patients will benefit from clopidogrel, the greatest absolute benefit will be in the 
high-risk subjects. 
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Figure showing rates of the primary outcome in the clopidogrel and placebo groups as stratified by 
TIMI risk score (ref - Circulation. 2002;106:1622-1626). 

 

GRACE is a well validated risk scoring system already in practice at LCH that uses multiple risk components 
to predict mortality.  The GRACE risk score was derived from the larger GRACE registry of patients with ACS 
to predict death, death or MI, both in hospital and at six months.  

What constitutes high risk of major bleeding  

GRACE registry data associated the following independent predictors of major bleeding as advanced age, 
female sex, history of bleeding, history of renal insufficiency, and use of glycoprotein inhibitors.  The group 
proposes to consider carefully the risks vs benefits of prescribing more potent antiplatelet agents in this 
group.   

What will this mean in practice? 

An assessment following PCI will be undertaken by the consultant assessing both cardiovascular and 
bleeding risk in the above patients with considerations for ticagrelor maintenance therapy (90mg twice daily) 
in these patients (assuming twice daily compliance will not be an issue for the patient).  

 


