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Thienopyridiny



Triton-TIMI 38
prasugrel vs. clopidogrel

Wiviott S et al. NEJM 2007;357:2001.



TRITON TIMI-38 STEMI cohort

Montalescot et al. ESC 2008 

Efficacy endpoints at 15 months
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TRITON TIMI-38 STEMI cohort

Montalescot et al. ESC 2008 

Stent thrombosis
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ACCOAST
A Comparison of prasugrel at the time of PCI Or as pretreatment

At the time of diagnosis in patients with NSTEMI



Cyclopentyltriazolopyrimidiny 
Ticagrelor and Cangrelor

• Reversibilně inhibují P2Y12 
ADP-receptor. 

• Nepotřebují metabolickou 
aktivaci.

• Cangrelor pouze i.v. 



Ischemický endpoint
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Krvácení

PLATO studie
Ticagrelor vs Clopidogrel u AKS

Wallentin L et al. NEJM 2009;361:1045



PLATO studie
Ticagrelor vs Clopidogrel u AKS

Wallentin L et al. NEJM 2009;361:1045

Endpoint (% of patients) Ticagrelor

(n = 9333)

Clopidogrel

(n = 9291)

HR P-value

Primary composite 9.8 11.7 0.84 <0.001

Vascular death 4.0 5.1 0.79 0.001

MI 5.8 6.9 0.84 0.005

Stroke 1.5 1.3 1.17 0.22

Any death 4.5 5.9 0.78 <0.001

Severe recurrent ischemia 3.5 4.0 0.87 0.08

Stent thrombosis 2.2 2.9 0.75 0.01



PLATO – STEMI 
PE: CV death, MI or stroke
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STEMI
Hierarchical testing of major efficacy endpoints

Endpoint*
Ticagrelor
(n=4,201)

Clopidogr
el

(n=4,229)

HR for 
ticagrelor
(95% CI)

p-
value†

Primary endpoint, % 

CV death + MI + stroke 9.3 11.0 0.85 (0.74–0.97) 0.02

Secondary endpoints, %

Total death + MI + stroke 

CV death + MI + stroke +
ischaemia + TIA + arterial     
thrombotic events    

MI

CV death

Stroke

9.7

13.4

4.7

4.5

1.6

11.5

15.4

6.1

5.4

1.0

0.84 (0.73–0.96)

0.86 (0.76–0.96)

0.77 (0.63–0.93) 

0.84 (0.69–1.03)

1.45 (0.98–2.17)

0.01

0.01

0.01

0.09

0.07

All-cause mortality 4.9 6.0 0.82 (0.68–0.99) 0.04

The percentages are K-M estimates of the rate of the endpoint at 12 months. Patients could have had more 

than one type of endpoint. 

†By univariate Cox model



KEY EFFICACY ENDPOINT: CV Death/Non-fatal MI/Stroke

HR (P/T) 1.167; 95% CI 0.742 to 1.835, P=0.503 (Log Rank test) 

Motovska Z, Hlinomaz O, Kala P et al.: J Am Coll Cardiol. 2018 Jan 30;71(4):371-381

PRAGUE-18 trial



SAFETY ENDPOINT: Bleeding

Motovska Z, Hlinomaz O, Kala P et al.: J Am Coll Cardiol. 2018 Jan 30;71(4):371-381

PRAGUE-18 trial



Motovska Z, Hlinomaz O, Kala P et al.: J Am Coll Cardiol. 2018 Jan 30;71(4):371-381

PRAGUE-18 trial

Switch 659/1230 = 53,6%



Motovska Z, Hlinomaz O, Kala P et al.: J Am Coll Cardiol. 2018 Jan 30;71(4):371-381

PRAGUE-18 trial

Online Table 4 Reasons for switching to clopidogrel  

  Prasugrel Ticagrelor P-value 

Economic reasons (patient cost sharing) 216 (34.1%) 265 (44.4%) 0.003 

Chronic anticoagulation therapy 19 (3.0%) 21 (3.5%) 0.999 

Adverse effects 31 (4.9%) 24 (4.0%) 0.999 

Other 44 (7.0%) 39 (6.5%) 0.999 

Absolute and relative frequencies were used for categorical variables; statistical 

significance of differences between patient groups were tested using the Fisher exact 

test (Bonferroni correction was used).  



NSTEMI PCI

Mates M et al.: CorVasa 2018



STEMI pPCI

Mates M et al.: CorVasa 2018
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Schüpke S, Neumann FJ, Menichelli M et al.: N Engl J Med. 2019 Oct 17;381(16):1524-1534.

ISAR – REACT 5

• Nezaslepená, otevřená

• Telefonický follow up (83%)

• Ischem. PE překvapivě 6,9% v Pra (10,7% Triton)

• ↓ ischem. EP, bez vlivu na krvácení po Pra

• 2x více periproc. IM na Tic

• 2x vyšší nekardiovask. mortalita na Tic

• 19% nem. nebylo propuštěno na přidělené th.

• 34% nem. v Tic nebralo lék, 31,8% v Pra ve 12M

• Z analýzy bezpečnosti vyloučeno 233 pac. (11,6%) Pra vs 23 
pac. (1,1%) Tic

• STEMI 41% vs 89% v Prague 18



Schüpke S, Neumann FJ, Menichelli M et al.: N Engl J Med. 2019 Oct 17;381(16):1524-1534.

ISAR – REACT 5

• Ticagrelor vysazen dříve a častěji než prasugrel
(15.2% a 12.5%; P = 0.03) – více NÚ

• ISAR-REACT 5 studie podporuje strategii založenou 
na prasugrelu u nem. s AKS       

(bez rutinního předléčení u NSTE AKS)



Algorithm for the Choice of an Oral P2Y12 
Receptor Inhibitor in ACS  Patients 

Jneid H: NEJM 2019,381;16



AKS – prasugrel všem?

NE



Prasugrel

• AKS léč. PCI 

• Stenóza kmene ACS
• Stenóza prox. RIA
• MVD
• Trombóza stentu
• Suboptimálný výsledek PCI

• Ostatní AKS léč. PCI Pra - Tic



Ticagrelor
•AKS léč. konzervativně

•AKS léč. CABG (3-5 vs 7 dní)

•V anamnéze TIA, CMP

•CHRI

•Předpoklad léčby >12 měsíců

•Ostatní AKS léč. PCI Tic − Pra



Clopidogrel

•Vysoké riziko krvácení

• Ekonomické důvody

• Fibrilace síní (NOAK)



Cangrelor

•AKS s rizikovou PCI, nelze p.o. příjem








