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2015	ACC/AHA/SCAI	focused	update	on	primary	percutaneous	coronary	intervention	for	patients	with	ST-elevation	myocardial	Infarction:	An	update	of	the	2011	ACCF/AHA/SCAI	guideline	for	percutaneous	coronary	intervention	and	the	2013	ACCF/AHA	guideline	for	the	management	of	ST-elevation	myocardial	infarction:	A	report	of	the	American
College	of	Cardiology/American	Heart	Association	Task	Force	on	Clinical	Practice	Guidelines	and	the	Society	for	Cardiovascular	Angiography	and	Interventions.	Endorsed	by	the	Latin	American	Society	of	Interventional	Cardiology;	PCI	WRITING	COMMITTEE;	Levine	GN,	Bates	ER,	Blankenship	JC,	Bailey	SR,	Bittl	JA,	Cercek	B,	Chambers	CE,	Ellis	SG,
Guyton	RA,	Hollenberg	SM,	Khot	UN,	Lange	RA,	Mauri	L,	Mehran	R,	Moussa	ID,	Mukherjee	D,	Ting	HH;	STEMI	WRITING	COMMITTEE;	O'Gara	PT,	Kushner	FG,	Ascheim	DD,	Brindis	RG,	Casey	DE	Jr,	Chung	MK,	de	Lemos	JA,	Diercks	DB,	Fang	JC,	Franklin	BA,	Granger	CB,	Krumholz	HM,	Linderbaum	JA,	Morrow	DA,	Kristin	Newby	L,	Ornato	JP,	Ou
N,	Radford	MJ,	Tamis-Holland	JE,	Tommaso	CL,	Tracy	CM,	Joseph	Woo	Y,	Zhao	DX;	ACC/AHA	TASK	FORCE	MEMBERS;	Halperin	JL,	Levine	GN,	Anderson	JL,	Albert	NM,	Al-Khatib	SM,	Birtcher	KK,	Bozkurt	B,	Brindis	RG,	Cigarroa	JE,	Curtis	LH,	Fleisher	LA,	Gentile	F,	Gidding	S,	Hlatky	MA,	Ikonomidis	J,	Joglar	J,	Kovacs	RJ,	Magnus	Ohman	E,	Pressler
SJ,	Sellke	FW,	Shen	WK,	Wijeysundera	DN.	Endorsed	by	the	Latin	American	Society	of	Interventional	Cardiology,	et	al.	Catheter	Cardiovasc	Interv.	2016	May;87(6):1001-19.	doi:	10.1002/ccd.26325.	Catheter	Cardiovasc	Interv.	2016.	PMID:	26489034	No	abstract	available.	Mar	29,	2016			|		Debabrata	Mukherjee,	MD,	FACC	Authors:	Levine	GN,	Bates
ER,	Bittl	JA,	et	al.	Citation:	2016	ACC/AHA	Guideline	Focused	Update	on	Duration	of	Dual	Antiplatelet	Therapy	in	Patients	With	Coronary	Artery	Disease:	A	Report	of	the	American	College	of	Cardiology/American	Heart	Association	Task	Force	on	Clinical	Practice	Guidelines.	An	Update	of	the	2011	ACC/AHA/SCAI	PCI	Guideline,	2011	ACC/AHA	CABG
Guideline,	2012	ACCF/AHA/ACP/AATS/PCNA/SCAI/STS	SIHD	Guideline,	2013	ACC/AHA	STEMI	Guideline,	2014	ACC/AHA	NSTE-ACS	Guideline,	and	2014	ACC/AHA	Perioperative	Guideline.	J	Am	Coll	Cardiol	2016;Mar	29:[Epub	ahead	of	print].	The	following	are	key	points	to	remember	about	the	updated	guideline	on	duration	of	dual	antiplatelet
therapy	(DAPT)	in	patients	with	coronary	artery	disease	(CAD):	The	scope	of	this	focused	update	is	limited	to	addressing	recommendations	on	duration	of	DAPT	(aspirin	plus	a	P2Y12	inhibitor)	in	patients	with	coronary	artery	disease	(CAD).	Intensification	of	antiplatelet	therapy,	with	the	addition	of	a	P2Y12	inhibitor	to	aspirin	monotherapy,	and
prolongation	of	DAPT,	necessitate	a	fundamental	tradeoff	between	decreasing	ischemic	risk	and	increasing	bleeding	risk.	Decisions	regarding	treatment	with	and	duration	of	DAPT	require	a	thoughtful	assessment	of	the	benefit/risk	ratio,	integration	of	study	data,	and	patient	preference.	Recommendations	in	the	document	apply	specifically	to
duration	of	P2Y12	inhibitor	therapy	in	patients	with	CAD	treated	with	DAPT.	Aspirin	therapy	should	almost	always	be	continued	indefinitely	in	patients	with	CAD.	Lower	daily	doses	of	aspirin,	including	in	patients	treated	with	DAPT,	are	associated	with	lower	bleeding	complications	and	comparable	ischemic	protection	compared	with	higher	doses	of
aspirin.	The	recommended	daily	dose	of	aspirin	in	patients	treated	with	DAPT	is	81	mg	(range	75–100	mg).	In	patients	with	stable	ischemic	heart	disease	(SIHD)	treated	with	DAPT	after	drug-eluting	stent	(DES)	implantation,	P2Y12	inhibitor	therapy	with	clopidogrel	should	be	given	for	at	least	6	months	(Class	I).	In	patients	with	SIHD	treated	with
DAPT	after	bare-metal	stent	(BMS)	implantation,	P2Y12	inhibitor	therapy	(clopidogrel)	should	be	given	for	a	minimum	of	1	month	(Class	I).	In	patients	with	SIHD	treated	with	DAPT	after	BMS	or	DES	implantation	who	have	tolerated	DAPT	without	a	bleeding	complication	and	who	are	not	at	high	bleeding	risk	(e.g.,	prior	bleeding	on	DAPT,
coagulopathy,	oral	anticoagulant	use),	continuation	of	DAPT	with	clopidogrel	for	longer	than	1	month	in	patients	treated	with	BMS	or	longer	than	6	months	in	patients	treated	with	DES	may	be	reasonable	(Class	IIb).	In	patients	with	acute	coronary	syndrome	(ACS)	(non-ST	elevation	[NSTE]-ACS	or	ST	elevation	myocardial	infarction	[STEMI])	treated
with	DAPT	after	BMS	or	DES	implantation,	P2Y12	inhibitor	therapy	(clopidogrel,	prasugrel,	or	ticagrelor)	should	be	given	for	at	least	12	months	(Class	I).	In	patients	with	ACS	(NSTE-ACS	or	STEMI)	treated	with	coronary	stent	implantation	who	have	tolerated	DAPT	without	a	bleeding	complication	and	who	are	not	at	high	bleeding	risk	(e.g.,	prior
bleeding	on	DAPT,	coagulopathy,	oral	anticoagulant	use),	continuation	of	DAPT	(clopidogrel,	prasugrel,	or	ticagrelor)	for	longer	than	12	months	may	be	reasonable	(Class	IIb).	A	new	risk	score	(the	“DAPT	score”),	derived	from	the	Dual	Antiplatelet	Therapy	study,	may	be	useful	for	decisions	about	whether	to	continue	(prolong	or	extend)	DAPT	in
patients	treated	with	coronary	stent	implantation.	In	patients	with	ACS	(NSTE-ACS	or	STEMI)	treated	with	DAPT	after	coronary	stent	implantation	and	in	patients	with	NSTE-ACS	treated	with	medical	therapy	alone	(without	revascularization),	it	is	reasonable	to	use	ticagrelor	in	preference	to	clopidogrel	for	maintenance	P2Y12	inhibitor	therapy	(Class
IIa).	Among	those	who	are	not	at	high	risk	for	bleeding	complications	and	who	do	not	have	a	history	of	stroke	or	transient	ischemic	attack,	it	is	reasonable	to	choose	prasugrel	over	clopidogrel	for	maintenance	P2Y12	inhibitor	therapy	(Class	IIa).	In	patients	with	ACS	(NSTE-ACS	or	STEMI)	being	treated	with	DAPT	who	undergo	coronary	artery	bypass
grafting	(CABG),	P2Y12	inhibitor	therapy	should	be	resumed	after	CABG	to	complete	12	months	of	DAPT	therapy	after	ACS	(Class	I).	In	patients	with	STEMI	treated	with	DAPT	in	conjunction	with	fibrinolytic	therapy,	P2Y12	inhibitor	therapy	(clopidogrel)	should	be	continued	for	a	minimum	of	14	days	and	ideally	at	least	12	months	(Class	I).	Elective
noncardiac	surgery	should	be	delayed	30	days	after	BMS	implantation	and	optimally	6	months	after	DES	implantation.	In	patients	treated	with	DAPT	after	coronary	stent	implantation	who	must	undergo	surgical	procedures	that	mandate	the	discontinuation	of	P2Y12	inhibitor	therapy,	it	is	recommended	that	aspirin	be	continued	if	possible	and	the
P2Y12	platelet	receptor	inhibitor	be	restarted	as	soon	as	possible	after	surgery	(Class	I).	Clinical	Topics:	Acute	Coronary	Syndromes,	Anticoagulation	Management,	Cardiac	Surgery,	Cardiovascular	Care	Team,	Invasive	Cardiovascular	Angiography	and	Intervention,	Atherosclerotic	Disease	(CAD/PAD),	Anticoagulation	Management	and	ACS,
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