
 

 

2275 Upper Middle Rd. E, Suite 101 Oakville ON L6H 0C3 ω www.evidencebasedmarketing.ca 

 

 

 

 

Annual Cardiovascular Conference at Lake Louise  

2010 Conference Report 

Overview 

he Annual Cardiovascular 

Conference (ACC) at Lake 

Louise is a premier continuing 

medical education event that combines 

an outstanding scientific program 

covering a wide spectrum of topics in 

cardiology with a relaxed, collegial 

atmosphere that encourages 

collaborative discussions and 

knowledge translation. This yearôs 

conference built on its 25-year legacy 

of excellence by offering participants 

increased opportunities for interactivity 

and for exploring key topics through a 

series of challenging, real-life case 

presentations and panel discussions 

with internationally recognized thought 

leaders.  

The Residents Research Competition, 

sponsored by Boehringer Ingelheim 

Canada Ltd., was expanded this year to 

include a Poster Competition in 

addition to the original Oral 

Presentation Competition. Both 

sessions were well-attended, 

generating considerable interest and 

lively discussion. Congratulations to 

Dr. Jonathan Afilalo, winner of the 

Oral Presentation Competition, and Dr. 

Sara Partington, winner the Poster 

Competition; both are pictured with 

Barry Hachey of Boehringer Ingelheim 

(left) and ACC Lake Louise Co-

Director Dr. Jacques Genest (right). 

Also new this year was the ñMedical 

Hall,ò where delegates had the 

opportunity to engage in scientific 

discussions with medical personnel 

(Medical Liaisons and Clinical 

Research personnel) from the 

conferenceôs pharmaceutical sponsors 

to learn more about new agents in the 

research pipeline and to discuss recent 

key papers and their relevance to 

clinical practice.  

As a value-added component, 

participants were invited to provide a 

fasting blood sample to obtain their 

individual high-sensitivity C-reactive 

protein (hsCRP) values and lipid 

profile. The summary data were 

included in a subsequent presentation 

by Dr. Jacques Genest, who concluded 

from the impressive results that the 

participants must be a highly self-

selected group of individuals. 

The ACC Lake Louise Organizing 

Committee instigated this conference 

summary report, which highlights 

selected presentations from this yearôs 

meeting, with the aim of affording 

participants an opportunity to reflect 

on the information and knowledge 

gained during the conference in March 

and spur continued discussion of 

important new topics in cardiovascular 

medicine.  
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Antithrombotic drug development ï balancing risk and benefit 

r. Robert Welsh, from the 

Mazankowski Alberta Heart 

Institute, discussed the 

controversial topic of risk-benefit 

analysis and anticoagulant drug 

development. In the absence of an 

ñidealò agent that has a predictable 

biological effect, is efficacious, has a 

proven safety profile, is easy to use, 

cost-effective, and applicable across a 

wide spectrum of patients with 

coronary artery disease (CAD) who 

require anticoagulation, optimal patient 

management relies on an 

individualized risk-benefit assessment. 

While drug development in this area 

has successfully focused on reduction 

of ischemic events, the minimization of 

bleeding events is now gaining 

increasing attention. Bleeding has 

clearly been established as a major risk 

factor that significantly increases the 

risk of death, myocardial infarction 

(MI) and stroke. ñThere is now no 

doubt that major bleeding leads to bad 

outcomes in the current era,ò stated Dr. 

Welsh.   

Whether the cause of bleeding is 

procedure-related or spontaneous, there 

is a clear dose-response for the severity 

of bleeding with the risk of adverse 

outcomes, including, but not limited to, 

mortality. Clinicians should remember 

that there are a number of indirect 

associations between bleeding and 

adverse outcomes, including 

discontinuation of antithrombotic 

agents and evidence-based medications 

such as beta-blockers and angiotensin-

converting enzyme (ACE) inhibitors.  

Applying a risk-benefit analysis to 

GpIIb/IIIa receptor blockers in 

percutaneous coronary interventions 

(PCI) during acute coronary syndromes 

(ACS), it becomes apparent that the 

cost of reduction in risk of mortality 

(approximately 28% in a large meta-

analysis) is offset by its increased risk 

of major bleeding (approximately 

30%) and minor bleeding (up to 80%). 

As a result, the role of GpIIb/IIIa 

receptor blockers has decreased in 

importance.  

Major bleeding has emerged as a 

primary endpoint in large randomized 

controlled trials (RCTs). The 

REPLACE-2 trial was one of the first 

to include major bleeding as one of 

four factors in a quadruple composite 

endpoint. Although the composite 

endpoint (which included death, MI, 

urgent revascularization, and major 

bleeding) was not significantly 

different between patients receiving 

heparin with a GpIIb/IIIa antagonist or 

bivalirudin, the incidence of major 

bleeding was significantly lower in the 

bivalirudin group.  

Many trials followed this example, 

whereby bleeding played a major role 

in defining the utility of a new agent. 

In the OASIS-5 study, the incidence of 

major bleeding at 9 days was the 

primary safety endpoint. In this low-

risk population, there was no 

difference between enoxaparin and 

fondaparinux in the ischemic triple 

endpoint but a major reduction in 

bleeding. Importantly, 95% of the 

difference in death at 6 months was 

attributed to a significantly higher rate 

of bleeding with enoxaparin. This 

supports the importance of considering 

long-term outcomes of major and 

minor bleeding when balancing the 

efficacy and safety of new agents. In a 

recently published sub-study of the 

OASIS-5 trial, fondaparinux was 

associated with a lower intensity of 

anticoagulant effect that likely 

accounted for its lower bleeding risk.  

In summary, Dr. Welsh suggested that 

we are entering an era where one size 

does not fit all. Patients may benefit 

from high potency anticoagulants for 1 

to 3 months before down-titration to 

obtain efficacy up front and a less 

potent approach with a decreased risk 

of bleeding in the long term. Although 

tailored therapy will not be as easy to 

implement as a standard dose for all 

patients, it may be the best strategy to 

improve outcomes in patients with 

ACS. 

D 



 
 

 
3 

2275 Upper Middle Rd. E, Suite 101 Oakville ON L6H 0C3 ω www.evidencebasedmarketing.ca 

Rate and rhythm control and ablation in the management of atrial fibrillation ï 

importance of cardiovascular outcomes 

trial fibrillation (AF) has been 

an underappreciated topic of 

cardiovascular medicine for a 

long time, even though it is 

well known that AF is associated with 

a poor prognosis, independent of other 

conditions. According to Dr. Stuart 

Connolly from McMaster University, 

ñWe had a rather blas® attitude towards 

antiarrhythmic drugs up until the 

1990s.ò At that time, the CAST trial 

showed that these drugs were not 

saving lives, and were in fact 

associated with a higher risk of sudden 

death. Subsequent trials, including the 

AFFIRM trial and the Canadian AF-

CHF trial, attempted to answer the 

question, is rate control or rhythm 

control more effective in reducing 

mortality? Results from both trials 

showed no significant difference in 

mortality with the addition of a rhythm 

control agent to an existing rate control 

regimen. There was, however, a 

significantly higher rate of re-

hospitalization in the rhythm control 

arm.  

 By 2008, it seemed clear that 

antiarrhythmic drugs were associated 

with potential risks without evidence 

for improved outcomes. The main goal 

of treatment, therefore, was to suppress 

symptoms of AF. To this end, rate 

control offered a simpler and safer 

approach. ñThis paradigm changed 

with the introduction of dronedarone, 

which is challenging us to think that 

itôs not just about rate or rhythm 

control, but there appear to be other 

goals we can achieve with 

antiarrhythmic therapy,ò stated Dr. 

Connolly. 

Two large phase III studies 

demonstrated that dronedarone reduces 

the risk of AF recurrence by 

approximately 25%. It has also been 

shown to be an effective rate control 

drug in patients with permanent AF. 

These promising results were tempered 

by the ANDROMEDA study, which 

showed an increased risk of all-cause 

mortality with dronedarone in a high-

risk population with congestive heart 

failure (CHF). Despite these findings, 

clinical evaluation of the drug was 

continued, and the ATHENA study 

supported the concept that AF patients 

can benefit from more than just 

symptom reduction: patients receiving 

dronedarone had a significantly lower 

risk of re-hospitalization or 

cardiovascular death than placebo. An 

unexpected finding was that the 

incidence of cardiac arrhythmic death 

was significantly reduced by 45% with 

dronedarone. Further, the incidence of 

stroke was also significantly reduced 

with dronedarone.  

Adding to the rate or rhythm control 

debate is pulmonary vein ablation, a 

new invasive procedure that has been 

suggested as a ócureô for AF. A meta-

analysis of several small trials suggests 

that this procedure reduces recurrence 

of AF by 25-30% compared with 

antiarrhythmic drugs. However, these 

impressive treatment effects are offset 

by a high rate of complications, with a 

retrospective survey suggesting a rate 

of serious complications of up to 5%. 

These results might be an 

underestimation of the true incidence 

of complications. Furthermore, recent 

reports suggest that the short-term 

efficacy of ablation might not extend 

during longer-term follow-up, with less 

than half of patients free of AF 

recurrence at 3 years follow-up in one 

case report. CABANA is a mortality 

study that is expected to provide 

further insight into the risk to benefit 

ratio of pulmonary vein ablation. Until 

more evidence is available, ablation 

should be reserved for younger patients 

with paroxysmal AF with well 

documented symptoms who are not 

responsive to antiarrhythmic therapy, 

and who are well informed as to the 

potential risks associated with the 

procedure. 

Dr. Connolly concluded with the 

observation that we have advanced 

from thinking only in terms of rate and 

rhythm control. Symptom control is 

also an important and achievable goal. 

Further, there is also clear evidence we 

can reduce important CV outcomes in 

the way we manage patients, and that 

these considerations should be 

incorporated into clinical decision 

making.   
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The role of cardiac resynchronization therapy and optimization of its benefits  

yocardial contraction and 

relaxation is a complex 

phenomenon even in a 

normal, healthy heart. When the effects 

of scarring, MI, and regional fibrosis 

related to dilated cardiomyopathy are 

added to the picture, it can become 

very difficult to restore synchrony and 

normal contractility of the heart. 

ñGiven this complexity, itôs amazing 

how well cardiac resynchronization 

therapy [CRT] works,ò suggested Dr. 

Derek Exner, from the Libin 

Cardiovascular Institute.  

Early trials that established the utility 

of CRT pacing suggested a 13% 

absolute risk reduction of mortality for 

CRT pacing versus medical therapy, 

but the downside was that there 

remained a 25% mortality rate at 3 

years. More recent evidence is 

provided by the REVERSE and 

MADIT CRT trials, which have longer 

follow-up than earlier trials and 

included patients who were less 

symptomatic (i.e., class I and II heart 

failure). These trials support a benefit 

of implementing CRT earlier in the 

disease process to reduce patient 

morbidity, although no survival 

benefits have been demonstrated.   

 Predicting which patients will  benefit 

from CRT is a challenge. QRS 

duration is the best measure currently 

available for predicting response to 

CRT, yet it provides only modest 

correlation with clinical outcomes. 

Given the limitations of QRS duration, 

how can response to CRT be 

optimized? Dr. Exner suggests that 

clinicians go ñback to the basicsò and 

consider pulse pressure, hemodynamic 

response, and other clinical indicators 

of a good response to therapy. A recent 

study suggests that some simple 

electrocardiographic (ECG) findings 

can predict response to CRT, such as 

delayed left ventricular (LV) activation 

pre-CRT and fusion pacing post-CRT. 

Using these two simple ECG 

predictors may increase response rates 

significantly. Pre-operative magnetic 

resonance imaging (MRI) can also help 

in terms of optimizing target lead 

position and providing information 

confirming the presence of 

dysynchrony and minimal scarring, 

which generally predict better 

response.  

It is important to take the time to 

obtain a reasonable lead position, since 

a suboptimal position can reduce 

response rates by up to half. Other 

reasons for poor response include 

device-related issues (e.g., suboptimal 

biventricular pacing and timing issues, 

particularly in patients with AF) or 

non-device issues (e.g., medications, 

ischemic episodes or MI, changes in 

renal function). By optimizing some of 

these factors, ñThere is some 

suggestion that you can turn patients 

who havenôt benefited from CRT into 

responders,ò stated Dr. Exner. Another 

important consideration is that some 

patients might require devices to be 

programmed outside of the ónormalô 

setting. Therefore, a structured 

approach to evaluating device- and 

non-device-related factors is needed 

when considering non-responders. 

Dr. Exner concluded his presentation 

by predicting that the new guidelines 

are likely to recommend 

implementation of CRT earlier in the 

disease process. Realistic expectations 

in terms of the potential benefit of 

CRT and a structured approach to 

managing non-responsive patients are 

both important elements to be 

maintained.  

 

Novel anticoagulants for stroke prevention in AF ï can we RE-LY on dabigatran? 

r. Stuart Connolly, from 

McMaster University, 

discussed the role of novel 

oral anticoagulants for stroke 

prevention in AF. Dabigatran, a direct 

thrombin inhibitor, is expected to be 

the first new agent to become 

commercially available. Dr. Connolly 

expects that warfarin will be gradually 

phased out over the next 5 to 8 years. 

ñAlthough warfarin has been very 

useful, it is less effective and safe than 

dabigatran.ò 

Warfarin has been the standard 

guideline-recommended anticoagulant 

for almost 20 years for patients with 

AF at moderate to high risk of stroke. 

However, despite its demonstrated 

efficacy in stroke reduction, there is a 

clear treatment gap with only 50% of 

patients who would benefit from 

warfarin actually receiving the drug, 

and less than 60% of these patients 

achieving therapeutic doses. Most 

importantly, real-world studies suggest 

that approximately one quarter of 

patients discontinue warfarin within 

one year.  

Several new oral anticoagulants are in 

development to address the challenges 

associated with warfarin. Phase III data 
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are available for one of these agents, 

dabigatran. The safety and efficacy of 

dabigatran was evaluated in RE-LY, a 

phase III  trial enrolling over 18,000 

patients with AF and at least one 

additional risk factor for stroke. Two 

doses of dabigatran, 110 mg bid and 

150 mg bid, were compared against 

dose-adjusted warfarin using a non-

inferiority trial design.  

Results from the RE-LY trial show that 

both doses of dabigatran were non-

inferior to warfarin and the 150 mg 

dose was superior to warfarin in the 

prevention of stroke or systemic 

embolism, the primary efficacy 

endpoint. Importantly, both doses 

significantly reduced the risk of 

hemorrhagic stroke and intracranial 

(both intracerebral and subdural) 

hemorrhage (ICH).  

The 110 mg dose showed a 

significantly lower risk of major 

bleeding, the primary safety endpoint; 

the 150 mg dose was similar to 

warfarin. Both doses significantly 

reduced the risk of life-threatening 

bleeding and total bleeding. The risk of 

major gastrointestinal bleeding was 

increased with the 150 mg dose of 

dabigatran compared to warfarin.  

Other important observations included 

an increased rate of MI with the 150 

mg dose of dabigatran over warfarin 

and, conversely, a trend towards a 

mortality reduction with the 150 mg 

dose. Dyspepsia was the only adverse 

event occurring more frequently with 

dabigatran than warfarin, although it 

led to relatively few discontinuations. 

There were no differences in results 

observed between warfarin-naïve and ï

experienced patients, suggesting that 

patients can benefit from dabigatran 

whether or not they have previously 

been exposed to warfarin. The only 

predictive factor that was found to be 

associated with risk of major bleeding 

was age, independent of renal function, 

suggesting that dabigatranôs benefits 

over warfarin in reducing major 

bleeding are greatest in younger 

patients. 

A subgroup analysis confirmed that the 

main study findings were maintained 

after stratifying patients as low, 

moderate or high risk according to 

CHADS2 scoring. Notably, 

dabigatranôs benefits in markedly 

reducing intracranial hemorrhage were 

consistent across patients CHADS2 

category. 

Dr. Connolly noted that the 

complementary risk/benefit profiles of 

the two doses of dabigatran will be 

important for clinicians to consider, as 

each offers important benefits over 

warfarin. He concluded that 

ñDabigatran will be a new chapter in 

antithrombotic therapy that is going to 

change how we treat patients.ò  
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Properties / mechanisms of action of antiplatelet agents and impact of genes, proton 

pump inhibitors and CURRENT dose? 

r. Erick Schampaert, 

Associate Professor, 

Université de Montréal and 

Head of the Division of Cardiology, 

Hôpital du Sacré-Coeur de Montréal, 

discussed new data on the impact of 

gene polymorphisms, concomitant use 

of proton pump inhibitors (PPIs), and 

dosing on the efficacy of 

acetylsalicylic acid (ASA) and 

clopidogrel in patients with ACS. 

Platelet function testing suggests that 

2.8 to 59% of patients with stable CAD 

have ASA resistance, depending on the 

specific assay used, and that up to 15% 

of patients may be resistant to 

clopidogrel. Numerous trials have 

demonstrated that poor clopidogrel 

responders have a higher incidence of 

cardiovascular events. Potential 

mechanisms of clopidogrel resistance 

include genetic variables, under-dosing 

or inappropriate dosing, or drug-drug 

interactions involving CYP 2C19, the 

enzyme required to activate the pro-

drug into the active agent. Indeed, 

genetic polymorphisms have been 

identified that can reduce clopidogrel 

absorption and others have been shown 

to limit metabolic activation at the 

hepatic level, both of which are 

associated with increased event rates.  

Concomitant drug interactions may 

also explain some of the poor response 

to clopidogrel. For example, PPIs 

metabolized by CYP 2C19, such as 

omeprazole, were hypothesized to 

interfere with the liverôs ability to 

metabolize clopidogrel to its active 

metabolite. However, the COGENT 

trial prospectively evaluated 

clopidogrel with or without 

omeprazole and provides reassurance 

to clinicians that there is no increased 

risk of ischemic events with the 

combination treatment, suggesting 

adequate antiplatelet activity. 

Studies to date indicate that pre-

treatment of patients undergoing 

planned PCI with antiplatelet therapy 

is effective. The strategy is being 

evaluated with other antiplatelet 

agents, such as prasugrel. The 

CURRENT OASIS-7 study evaluated 

different clopidogrel and ASA dosing 

strategies in patients with ACS 

undergoing an early invasive strategy 

with intent for PCI. Patients were 

randomized to double-dose clopidogrel 

for 7 days followed by standard 

dosing, or to standard clopidogrel 

dosing, with high- or low-dose ASA. 

Results showed that double-dose 

clopidogrel significantly reduced the 

composite risk of cardiovascular death, 

MI or stroke, but only in patients 

undergoing PCI. These benefits were 

offset by a modestly higher risk of 

major and severe bleeding, as well as a 

significantly higher proportion of 

patients requiring transfusions, but not 

TIMI major bleeds, intracranial 

hemorrhage, fatal bleeds or CABG-

related major bleeds. Dr. Schampaert 

noted that ñThe 0.5% absolute increase 

in risk of major bleeding is comparable 

to the 0.6% increase we accepted when 

we switched from using ASA to using 

clopidogrel.ò Notably, there was no 

significant effect of concomitant use of 

a PPI, nor of receiving high- or low-

dose ASA.  

The effect of a ñtailored therapyò using 

higher loading and maintenance doses 

of clopidogrel in patients with verified 

clopidogrel resistance is currently 

being evaluated in the GRAVITAS 

study.  
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The potential clinical benefit of the novel antiplatelet agent ticagrelor ï  

the PLATO project(s) 

r. Lars Wallentin, co-

principal investigator of the 

PLATO trial and professor 

of cardiology at the University 

Hospital in Uppsala, Sweden, 

presented via satellite the results of 

the PLATO trial comparing the 

reversible antiplatet inhibitor, 

ticagrelor, versus clopidogrel. Unlike 

the thienopyridines, ticagrelor inhibits 

platelets independently from 

adenosine diphosphate (ADP) 

receptor binding, producing allosteric 

inhibition of platelet activation that is 

reversible. This provides a faster 

onset and offset of action than 

clopidogrel, with functional recovery 

of all circulating platelets once 

plasma concentrations of ticagrelor 

fall. Additional benefits include its 

direct action without requiring 

metabolism to an active compound, 

more pronounced platelet inhibition, 

and a óforgivingô pharmacokinetic 

profile that allows a dose to be missed 

without a clinically important 

compromise in platelet inhibition. 

The clinical effects of ticagrelor were 

compared with clopidogrel in the 

PLATO trial, which enrolled 

moderate-to-high-risk non-ST-segment 

elevation (NSTE) ACS patients or ST-

segment elevation myocardial 

infarction (STEMI) patients with a 

planned PCI procedure, including 

those who had already received a 

clopidogrel loading dose of 300 mg 

within 24 hours of the index event 

before randomization. The primary 

outcome, a composite of CV death, MI 

or stroke, significantly favoured 

ticagrelor. Dr. Wallentin noted that 

separation of the curves begins later 

than was observed in TRITON, 

probably due to difficult to diagnose 

early peri-procedural reinfarction in the 

PLATO trial with its very early 

inclusion of patients when biomarkers 

were rising. After this acute phase, 

ticagrelor was shown to consistently 

reduce the rates of MI and CV death, 

as reflected by the continued 

separation of the curves over the entire 

study period of up to one year. 

Pre-defined hierarchical testing of a 

series of secondary endpoints 

demonstrated superiority of ticagrelor 

over clopidogrel for additional 

composite endpoints as well as MI  and 

CV death. There was an impressive 

and highly significant 1.4% absolute 

reduction in total mortality in the 

ticagrelor group compared with 

clopidogrel. These results were 

maintained irrespective of the 

clopidogrel loading dose (300 vs. 600 

mg). Taken together, these findings 

suggest that treating 54 patients with 

ticagrelor for one year rather than 

clopidogrel can prevent one event of 

CV death, MI, or stroke. 

Results were very consistent in the 

subgroup of patients with a planned 

invasive approach. There was also a 

strongly significant reduction in the 

risk of stent thrombosis with ticagrelor 

in this subgroup. Similarly, ticagrelor 

demonstrated benefits in the subgroup 

of STEMI patients that were consistent 

with the main study findings.  

A substudy of patients undergoing 

CABG within 7 days of last intake of 

study drug demonstrated a similar 

reduction in the primary endpoint with 

ticagrelor. A striking finding in this 

substudy was the pronounced lower 

total mortality, which was reduced by 

approximately half in patients treated 

with ticagrelor versus clopidogrel. The 

incidence of major bleeding did not 

differ between the two study arms, in 

the overall population or in the CABG 

subgroup, while the incidence of 
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spontaneous non-CABG bleeds during 

long-term treatment was higher with 

ticagrelor. ñWe are further evaluating 

the results to determine if bleeding was 

a reason for the observed difference in 

mortality, but there is no clear data 

indicating this yet,ò stated Dr. 

Wallentin. There was a higher 

incidence of sinus arrests in the first 3 

days of treatment in patients treated 

with ticagrelor, although these were 

not associated with clinical 

consequences. Similarly, dyspnea was 

reported more frequently in patients 

treated with ticagrelor; less than 1% of 

ticagrelor patients discontinued the 

study early due to dyspnea.  

Dr. Wallentin commented that the 

overall reduction in mortality observed 

in the PLATO trial, which has not been 

observed in major trials involving 

thienopyridines, might suggest that 

ticagrelor has pleiotropic protective 

effects or, conversely, that 

thienopyridines might have additional 

downsides that preclude an overall 

survival advantage despite their 

demonstrated protection against MI. 

 

Can prasugrel calm the storm in acute coronary syndromes? 

rasugrel requires fewer steps for 

conversion to its active 

metabolite than clopidogrel and 

thereby provides a more consistent and 

potent antiplatelet effect with a more 

rapid onset of action. It has been 

proposed that this new antiplatelet 

agent could help address some of the 

unmet needs of patients with ACS. 

Importantly, metabolism of prasugrel 

is not affected by genetic 

polymorphisms that can limit the 

applicability of clopidogrel in some 

patients.  

The TRITON TIMI 38 trial directly 

compared prasugrel to clopidogrel in 

patients with ACS (STEMI or unstable 

angina/NSTE-MI) undergoing a 

planned PCI procedure. The results 

show a highly significant reduction of 

almost 30% in the combined primary 

endpoint of CV death, MI, or stroke at 

the end of treatment (up to 15 months), 

with a number-needed-to-treat (NNT) 

of 46. Importantly, the benefit of 

prasugrel was demonstrated early, with 

the curves separating as early as 0 to 3 

days. ñPrasugrel showed a potential 

long-term benefit, in addition to its 

upfront benefit, which would be 

expected because a lot of these patients 

at the time of their PCI would not have 

had an effective clopidogrel dose. So a 

faster onset of action might be 

attractive in those patients,ò 

summarized Dr. Robert Welsh. Many 

of the secondary outcomes also 

favoured prasugrel, including nonfatal 

MI, urgent target vessel 

revascularization and stent thrombosis, 

although the increased efficacy was 

offset by safety concerns related to 

increased risk of TIMI major, life 

threatening, and fatal bleeds.  

Subgroup analyses from the TRITON 

TIMI 38 trial suggest a very 

impressive benefit of prasugrel in 

STEMI patients undergoing primary 

PCI, with an absolute risk reduction of 

3% compared to clopidogrel. There 

was no difference in bleeding in this 

subgroup over 15 months, suggesting 

that prasugrel might be particularly 

attractive in younger patients with a 

lower risk of bleeding complications. 

Similarly, prasugrel demonstrated a 

5% absolute increased benefit over 

clopidogrel in the subgroup of patients 

with diabetes at baseline, a group that 

is known to be at higher baseline risk 

due to older age, higher body mass 

P 


