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Abstract

A novel enoxaparin regimen consisting of intra-arterial bolus (0.75 mg/kg) followed by intrave-

nous infusion (0.75 mg/kg/6 hours) has been developed as a possible solution to the delayed 
absorption of oral P2Y12 inhibitors in opiate-treated ST-elevation myocardial infarction (STEMI) 

patients undergoing primary angioplasty. We aimed to study the feasibility of this regimen as an 
alternative to standard-of-care treatment (SOC) with unfractionated heparin ± glycoprotein IIb/IIIa 
antagonist (GPI). One hundred opiate-treated patients presenting with STEMI and accepted for 

primary angioplasty were randomized (1:1) to either enoxaparin or SOC. Fifty patients were 
allocated enoxaparin (median age 61, 40% females) and 49 allocated SOC (median age 62, 22% 
females). One developed stroke before angiography and was withdrawn. One SOC patient had 

a gastrointestinal bleed resulting in 1 g drop in hemoglobin and early cessation of GPI infusion. 
Two enoxaparin patients had transient minor bleeding: one transient gingival bleed and one 

episode of coffee ground vomit with no hemoglobin drop or hemodynamic instability. Two SOC 
and no enoxaparin group patients had acute stent thrombosis. These preliminary data support 
further study of this novel 6-hour enoxaparin regimen in opiate-treated PPCI patients.
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Introduction

Dual antiplatelet therapy is essential to safely perform percutaneous 

coronary intervention (PCI) [1]. Potent P2Y12 inhibitors (ticagrelor/ 

prasugrel) are preferred to clopidogrel in acute coronary syndrome 

(ACS) patients [1–3] in view of their more rapid and consistent 

antiplatelet effect [4–6]. However, in opiate-treated patients under-

going primary PCI (PPCI) for ST-elevation myocardial infarction 

(STEMI), absorption and, therefore, onset of action can be delayed 

by up to 6–8 hours [7–9]. This can increase the risk of acute thrombotic 

complications and so strategies to deal with this issue are needed 

[10,11]. The negative interaction between opiates and oral P2Y12 

inhibitors was also noted in patients with non-ST-elevation ACS 

undergoing early catheterization and this may have resulted in 

increased thrombotic risk [12]. Available solutions have been limited 

by added cost and increased risk of bleeding [13,14]. For example, we 

have recently demonstrated a reduction in acute stent thrombosis with 

an institutional protocol employing routine use of a 6-hour regimen of 

tirofiban in opiate-treated patients undergoing PPCI but at the expense 

of more bleeding [10,11]. Enoxaparin, in conjunction with antithrom-

bin, directly inhibits thrombin-induced platelet activation and also 

inhibits thrombin generation through inhibition of factor Xa, thus 

indirectly reducing thrombin-induced platelet activation in vivo [15]. 

A novel regimen consisting of a bolus intra-arterial (IA) enoxaparin 

(0.75 mg/kg) followed by an intravenous (IV) enoxaparin infusion 

(0.75 mg/kg/6 hours) has been shown to result in sustained antithrom-

botic effects 6 hours post-PPCI [15]. We hypothesize that this enox-

aparin-based regimen is sufficient to circumvent the risk associated 

with delayed absorption of oral antiplatelet therapy. A bolus dose of 

enoxaparin (0.5 to 0.75 mg/kg) is acceptable as an alternative to a bolus 

of unfractionated heparin (UFH) in patients undergoing PPCI [3,16]. 

Similarly, the safety and efficacy of subcutaneous enoxaparin (1 mg/kg 

twice daily) are well established in patients with non-ST-elevation 

ACS [17]. An infusion of enoxaparin following the bolus dose in the 

context of PPCI is more desirable than a subcutaneous approach, given 

the more rapid onset of action and avoidance of excessive peak anti-Xa 

levels [18]. In this study, we aimed to assess the feasibility of using this 

enoxaparin regimen (IV/IA bolus enoxaparin 0.75 mg/kg + IV infu-

sion 0.75 mg/kg/6 hours) as an alternative to the local SOC, which 

consists of IV/IA UFH bolus ± the glycoprotein IIb/IIIa inhibitor 

(GPI) tirofiban in opiate-treated patients undergoing PPCI.

Materials and Methods

Study Design and Ethical Considerations

This was a single-center, open-label, feasibility, randomized con-

trolled trial. All study patients provided informed consent accord-

ing to a protocol approved by the local research ethics committee 

(18/YH/0108) and the Medicines and Healthcare Products 

Regulatory Agency (MHRA), UK. The trial was registered at 

http://clinicaltrials.gov (unique identifier NCT03568838).
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Study Population, Randomization, and Intervention

Patients presenting with STEMI, pre-treated with opiates and 

accepted for PPCI were recruited if they met the inclusion and 

exclusion criteria as detailed in the supplement. Patients were 

randomized, after witnessed informed verbal consent, to either 

SOC or enoxaparin. Randomization was undertaken using sealed 

envelopes. Envelopes were opaque, tamper-proof, and prepared 

independently using random numbers from the Documenta Geigy 

scientific tables. Treatment was administered after insertion of the 

IA (intra-arterial) sheath if the diagnosis was confirmed. Patients 

allocated enoxaparin received IA bolus of enoxaparin (0.75 mg/ 

kg) followed by an IV enoxaparin infusion (0.75 mg/kg/6 h), as 

previously described [15]. We planned to stop the infusion at 

3 hours in patients with significant renal impairment 

(eGFR<30 ml/min/1.73 m2). GPI use was prohibited unless for 

bailout (no-reflow).

Patients allocated SOC received treatment at the discretion 

of the treating cardiologist. This consisted of weight-adjusted 

bolus dose of UFH 50–70 IU/kg + a 6-hour regimen of 

tirofiban (or UFH 70 IU/kg alone if concerns about bleeding 

risk). This regimen of tirofiban consisted of tirofiban 25 mcg/ 

kg over 3 minutes (or 6 minutes if weight > 120 kg) followed 

by maintenance dose of 0.15 mcg/kg/min for patients with 

eGFR ≥30 ml/min/1.73 m2 for 6 hours and half these doses 

if eGFR<30 ml/min/1.73 m2.

As soon as possible following PPCI, written informed consent 

was obtained. If a patient died before obtaining written consent, 

data obtained under verbal consent were retained, as approved by 

the research ethics committee.

Patients were followed up at 24 hours and 30 days. The 

primary feasibility outcome was recruitment rate. The primary 

clinical outcome was bleeding events of at least type 2 severity as 

classified by the Bleeding Academic Research Consortium 

(BARC) [19]. Secondary endpoints included death, definite or 

probable stent thrombosis as defined by the Academic Research 

Consortium [20], and ST-segment resolution post-PPCI. Clinical 

events were adjudicated by two investigators independently (WS 

and RFS). ST-segment resolution was calculated within 1 hour of 

PPCI by an investigator (WAEP) blinded to treatment allocation, 

using standard criteria [21,22].

Statistical Analysis

Continuous data are presented as median (quartile 1, quartile 3) 

and compared using the Mann–Whitney test. Categorical data are 

presented as number (%) and compared using the Chi-square test. 

Results with P-values < 0.05 were considered statistically signif-

icant. Statistical analyses were performed using GraphPad Prism 

7 for Mac OS X. This was a feasibility study and clinical data are 

only reported as pilot data since the study was not powered for 

clinical outcomes.

Results

Baseline, Procedural Characteristics, and Feasibility 
Outcomes

One hundred and eighty-nine patients were screened between end 

of June 2018 and beginning of March 2019. Thirty-three patients 

did not meet the eligibility criteria, two declined to participate, 

and the dedicated research team were not available to obtain 

verbal consent in 54 patients. Patients meeting eligibility criteria 

and able to provide consent (n = 100) were recruited: 50 in the 

enoxaparin group, 49 in the SOC group, and one was withdrawn 

as he developed stroke after verbal consent but before coronary 

angiography or receiving any treatment (Figure 1). All patients 

had received morphine and/or diamorphine (Table I). Baseline 

demographics, risk factors, and procedural characteristics were 

well matched between the two treatment groups (Table I). There 

were slightly more females in the enoxaparin group compared to 

the SOC group (P = .06). All patients received oral aspirin and 

either ticagrelor (98 patients) or prasugrel (1 patient). Radial 

artery access was used in the majority of patients (Table I). 

Three enoxaparin patients were switched to tirofiban for bailout 

(poor or no re-flow). Forty of the 49 SOC patients received 

tirofiban, three of whom had poor or no re-flow.

Clinical Outcomes and ST-segment Resolution

Bleeding events: One out of 49 SOC patients had a type 2 BARC 

bleeding event. The patient vomited fresh blood resulting in 1 g/ 

dL fall in hemoglobin. The tirofiban infusion was stopped.

Figure 1. Study flowchart STEMI: ST-elevation 
myocardial infarction; PPCI: primary percuta-
neous coronary intervention; UFH: unfractio-
nated heparin.
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Two out of 50 enoxaparin patients had type 1 BARC bleeding 

events. One had a transient gingival bleed and another had an 

episode of coffee ground vomit. These did not result in a fall in 

hemoglobin, hemodynamic instability, or change of treatment.

Acute stent thrombosis: Two out of 49 SOC patients developed 

acute stent thrombosis. One had successful PPCI to the right 

coronary artery (RCA) and was treated with UFH without GPI; 

approximately 40 minutes after UFH, the patient developed recur-

rent chest pain and ST-elevation, diagnosed as acute stent throm-

bosis, and died following decision to manage this conservatively 

due to age and co-morbidities that had not been appreciated at the 

time of emergency angiography. The other patient had PPCI to an 

ectatic RCA but had TIMI-2 flow with high thrombus burden that 

was treated with UFH and a 48-hour tirofiban infusion. About 

8 hours following PPCI, this patient developed further chest pain 

with recurrent ST-elevation, and repeat angiography confirmed 

stent thrombosis. However, this was not treated as, by the time 

repeat angiography was performed, the patient was pain-free and 

had already developed collateral supply. No patient in the enox-

aparin group suffered an acute thrombotic event.

30-day outcomes: Except for the 2 SOC patients with acute 

stent thrombosis who had evidence of recurrent STEMI, no 

patients suffered recurrent ACS within 30 days and no patient 

suffered a stroke. In the SOC group, there were no further deaths 

in addition to the one patient who died as a result of acute stent 

thrombosis. In the enoxaparin group, one patient was re-admitted 

with heart failure approximately 2 weeks after discharge and 

subsequently died from left ventricular failure.

Clinical outcomes are summarized in Figure 1.

There was no significant difference in % of ST segment reso-

lution between enoxaparin and SOC groups (P = .44) (Figure 2).

Discussion

In previous work, we demonstrated that an enoxaparin regimen 

consisting of 0.75 mg/kg bolus followed by intravenous infusion 

of 0.75 mg/kg over 6 hours resulted in sustained antithrombotic 

effects throughout the infusion, up to 6 hours post PPCI [15]. This 

is the first randomized feasibility trial to suggest feasibility of this 

novel regimen in opiate-treated STEMI patients undergoing PPCI, 

in comparison with standard parenteral antithrombotic therapy, 

and provides reassuring pilot data to support future trials.

Bolus enoxaparin (0.5–0.75 mg/kg) is approved as an alter-

native to bolus UFH to support the PPCI procedure [3,16]. IV 

enoxaparin half-life is 1–2 hours [23]. The novel approach to 

follow the bolus dose with an infusion has been designed to 

bridge the gap in antithrombotic therapy shortly after PPCI. 

This may represent an inexpensive solution to the delayed anti-

platelet effect of oral therapy. As an anticoagulant, enoxaparin 

inhibits thrombin generation and, in conjunction with plasma 

antithrombin, thrombin-induced platelet activation [15].

It should be emphasized that clinical outcomes described here 

are only hypothesis-generating, as our study lacks sufficient 

power to demonstrate efficacy or safety. Furthermore, the rate 

of stent thrombosis in the SOC patients (4%) was higher than 

expected and likely due to chance since we have recently shown 

that introduction of our institutional guideline for the use of 

a 6-hour tirofiban regimen in opiate-treated patients undergoing 

PPCI was associated with a reduction in 30-day stent thrombosis 

rates to 0.6% [11]. These results, however, highlight the potential 

caveats with current SOC. Although the risk of stent thrombosis is 

small, consequences, as was the case in one of our patients, can be 

catastrophic. Furthermore, one patient developed stent thrombosis 

despite treatment with GPI, indicating that GPI may not be 

successful at preventing stent thrombosis in poor flow conditions. 

We also observed one patient developed fresh hematemesis while 

receiving GPI. This highlights the potential risk of using routine 

GPI in combination with heparin and dual oral antiplatelet ther-

apy in view of the expected severe effect on hemostasis of this 

combination.

The open-label design of the study is another limitation. 

However, due to the nature of the study recruiting STEMI 

patients, it was logistically challenging to blind investigators/ 

patients from treatment allocation and no pharmaceutical com-

pany support was available to support a double-blind approach.

The lack of difference in ST resolution between the two 

strategies suggests a lack of differential effect on impairment of 

the microvascular circulation. Other work has shown that potent 

P2Y12 inhibition at the time of PPCI with cangrelor did not 

translate into improvement in infarct size or microvascular circu-

lation [24]. As such, it appears that antithrombotic treatment is 

needed as a preventative therapy rather than as an intervention to 

aid microvascular circulation. Although cangrelor may be an 

attractive option to circumvent the delayed absorption of ticagre-

lor or prasugrel, it has only been studied as a 2–4 hour infusion, 

which may not be sufficient to cover the delayed onset of action 

of oral P2Y12 inhibitors in all patients [14,24]. Furthermore, it 

may not be affordable in many healthcare settings to offer can-

grelor as a routine 6-hour infusion to opiate-treated STEMI 

Table I. Baseline and procedural characteristics.

Enoxaparin 
(n = 50)

Standard-of-Care 
(n = 49) P value

Demographics
Age (yrs) 61 (55–73) 62 (35–71) 0.52
Female sex 20 (40%) 11 (22%) 0.06
BMI (kg/m2) 28 (25–30) 28 (26–30) 0.54
Race 0.22
White 49 (98%) 47 (96%)
Black 1 (2%) 0 (0%)
Asian 0 (0%) 2 (4%)
Background history

Current or past smoker 33 (66%) 36 (73.5%) 0.42
Hypertension 25 (50%) 21 (43%) 0.48
Dyslipidaemia 20 (40%) 19 (39%) 0.9
Diabetes mellitus 12 (24%) 10 (20%) 0.67
Previous MI 8 (16%) 5 (10%) 0.39
Previous PCI 7 (14%) 3 (6%) 0.19
Previous CABG 0 (0%) 1 (2%) 0.31
Cardiac failure 1 (2%) 1 (2%) 0.98
Cerebrovascular disease 2 (4%) 1 (2%) 0.57
Peripheral arterial disease 1 (2%) 0 (0%) 0.32
Procedural characteristics
Anterior territory 22 (45%) 17 (35%) 0.3
Radial access 44 (88%) 44 (90%) 0.78
Ticagrelor 180 mg 50 (100%) 48 (98%) 0.3
Prasugrel 60 mg 0 (0%) 1 (2%)
GPI use (tirofiban) 3 (6%) 40 (82%) <0.0001
Slow or no re-flow 3 (6%) 3 (6%) 0.97
Morphine (mg) 6.5 (4.75–10) 7.5 (5–10) 0.41
Diamorphine (mg) 5 (5–7.5) 3.75 (2.5–5) 0.08
Antiemetic treatment 42 (84%) 40 (82%) 0.75
Pain to balloon (mins) 176 (148–250) 210 (157–330) 0.23
Call to balloon (mins) 128 (110–161) 126 (105–182) 0.75
Door to balloon (mins) 44 (32–58) 42 (30–57) 0.72
Number of stents 1 (1–2) 1 (1–2) 0.87
Stent diameter (mm) 3 (3–3.5) 3.5 (3–4) 0.16
Stent length (mm) 23 (15–26) 23 (18–30) 0.17

Data presented as median (interquartile range) for continuous variables 
and number (%) for categorical variables. BMI: body mass index; MI: 
myocardial infarction; PCI: percutaneous coronary intervention; 
CABG: coronary artery bypass graft surgery; GPI: glycoprotein IIb/ 
IIIa inhibitor. P values were calculated using Chi-square or Mann– 
Whitney test as appropriate. 
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patients undergoing PPCI. Selatogrel is a subcutaneous P2Y12 

inhibitor with rapid onset of action that is in phase II development 

and may provide an alternative treatment in the future [25].

Strategies to expedite absorption of oral therapy have been 

explored. These include using higher loading doses, chewing 

tablets, or using prokinetic antiemetic drugs [26–29]. However, 

these have only resulted in marginal acceleration of absorption, 

suggesting that parenteral treatment is still needed to cover the 

critical period following PPCI.

Conclusions

An IA bolus of enoxaparin (0.75 mg/kg) followed by IV enox-

aparin infusion (0.75 mg/kg/6 hours), in STEMI patients under-

going PPCI, appears to be suitable for further study to assess its 

efficacy and safety.

Acknowledgements

We are grateful for the support we received from Prof Alistair Hall and 
Prof Chris Gale at the University of Leeds for their role in the data 
monitoring committee; and Dr Erica Wallis and Dr Nana Theodorou in 
the Clinical Research and Innovation Office, Sheffield Teaching 
Hospitals NHS Foundation Trust.

Disclosures

RFS: institutional research grants, consultancy fees, and honoraria from 
AstraZeneca; research grants and consultancy fees from GlyCardial 
Diagnostics and Thromboserin; consultancy fees and honoraria from 
Bayer and Bristol-Myers Squibb/Pfizer; consultancy fees from Amgen, 
Haemonetics, and Portola; and honoraria from Medscape. Other authors 
have nothing to disclose.

Funding

Medical Research Council Confidence in Concept Grant (MC/PC/16058) 
Medical Research Council [MC/PC/16058].

Statement of contribution

WS and RFS designed the study, supervised patient recruitment and drafted 
the manuscript. WAEP calculated ST-segment resolution. WAEP, HMJ, 
IRH, RCO, JDR, ZA, KPM, AMKR, and JPG contributed to patient recruit-
ment, critically revised the manuscript, and approved final submission.

ORCID

William A.E. Parker http://orcid.org/0000-0002-7822-8852

References

1. Neumann FJ, Sousa-Uva M, Ahlsson A, Alfonso F, Banning AP, 
Benedetto U, Byrne RA, Collet JP, Falk V, Head SJ, et al. ESC/ 
EACTS guidelines on myocardial revascularization. Eur Heart J 
2019;40:87-165. Epub 2018/ 08/31.

2. Amsterdam EA, Wenger NK, Brindis RG, Casey DE Jr., 
Ganiats TG, Holmes DR Jr., Jaffe AS, Jneid H, Kelly RF, 
Kontos MC, et al. 2014 AHA/ACC guideline for the management 
of patients with non-ST-elevation acute coronary syndromes: 
a report of the American College of Cardiology/American Heart 
Association task force on practice guidelines. J Am Coll Cardiol 
2014;64:e139–228. doi:10.1016/j.jacc.2014.09.017.

3. Ibanez B, James S, Agewall S, Antunes MJ, Bucciarelli-Ducci C, 
Bueno H, Caforio ALP, Crea F, Goudevenos JA, Halvorsen S, et al. 
2017 ESC guidelines for the management of acute myocardial 
infarction in patients presenting with ST-segment elevation: the 
task force for the management of acute myocardial infarction in 
patients presenting with ST-segment elevation of the European 
Society of Cardiology (ESC). Eur Heart J 2018;39:119–177. Epub 
2017/ 09/10. doi:10.1093/eurheartj/ehx393.

4. Gurbel PA, Bliden KP, Butler K, Tantry US, Gesheff T, Wei C, 
Teng R, Antonino MJ, Patil SB, Karunakaran A, et al. Randomized 
double-blind assessment of the ONSET and OFFSET of the anti-
platelet effects of ticagrelor versus clopidogrel in patients with 
stable coronary artery disease: the ONSET/OFFSET study. 
Circulation 2009;120:2577–2585. Epub 2009/ 11/20. doi:10.1161/ 
CIRCULATIONAHA.109.912550.

5. Brandt JT, Payne CD, Wiviott SD, Weerakkody G, Farid NA, 
Small DS, Jakubowski JA, Naganuma H, Winters KJ. 
A comparison of prasugrel and clopidogrel loading doses on platelet 

Figure 2. Percentage ST-segment resolution 
within 1 hour following primary percutaneous 
coronary intervention lines represent median 
and interquartile range. SOC: standard-of-care.

4                                                                                                                                      Platelets, Early Online: 1–5 

https://doi.org/10.1016/j.jacc.2014.09.017
https://doi.org/10.1093/eurheartj/ehx393
https://doi.org/10.1161/CIRCULATIONAHA.109.912550
https://doi.org/10.1161/CIRCULATIONAHA.109.912550


function: magnitude of platelet inhibition is related to active meta-
bolite formation. Am Heart J 2007;153:66 e69–16. doi:10.1016/j. 
ahj.2006.10.010.

6. Joshi RR, Hossain R, Morton AC, Ecob R, Judge HM, Wales C, 
Walker JV, Karunakaran A, Storey RF. Evolving pattern of platelet 
P2Y12 inhibition in patients with acute coronary syndromes. 
Platelets 2014;25:416–422. doi:10.3109/09537104.2013.836175.

7. Alexopoulos D, Xanthopoulou I, Gkizas V, Kassimis G, 
Theodoropoulos KC, Makris G, Koutsogiannis N, Damelou A, 
Tsigkas G, Davlouros P, et al. Randomized assessment of ticagrelor 
versus prasugrel antiplatelet effects in patients with ST-segment- 
elevation myocardial infarction. Circ Cardiovasc Interv 
2012;5:797–804. doi:10.1161/CIRCINTERVENTIONS.112.972323.

8. Kubica J, Adamski P, Ostrowska M, Sikora J, Kubica JM, 
Sroka WD, Stankowska K, Buszko K, Navarese EP, Jilma B, et al. 
Morphine delays and attenuates ticagrelor exposure and action in 
patients with myocardial infarction: the randomized, double-blind, 
placebo-controlled IMPRESSION trial. Eur Heart J 
2016;37:245–252. doi:10.1093/eurheartj/ehv547.

9. Parodi G, Bellandi B, Xanthopoulou I, Capranzano P, 
Capodanno D, Valenti R, Stavrou K, Migliorini A, Antoniucci D, 
Tamburino C, et al. Morphine is associated with a delayed activity 
of oral antiplatelet agents in patients with ST-elevation acute myo-
cardial infarction undergoing primary percutaneous coronary 
intervention. Circ Cardiovasc Interv 2015;8. Epub 2015/ 01/02. 
doi:10.1161/CIRCINTERVENTIONS.114.001593.

10. Gue YX, Spinthakis N, Farag M, Kubica J, Siller-Matula JM, 
Srinivasan M, Gorog DA. Impact of pre-admission morphine on 
re-infarction in patients with STEMI treated with PPCI: a 
meta-analysis. Clin Pharmacol Ther 2020. Epub 2020/ 01/29. 
doi:10.1002/cpt.1798.

11. Zwart B, Yazdani M, Ow KW, Richardson JD, Iqbal J, Gunn JP, 
Storey RF. Use of glycoprotein IIb/IIIa antagonists to prevent stent 
thrombosis in morphine-treated patients with ST-elevation myocar-
dial infarction. Platelets 2020;31:174-178. Epub 2019/ 09/11.

12. Furtado RHM, Nicolau JC, Guo J, Im K, White JA, Sabatine MS, 
Newby LK, Giugliano RP. Morphine and cardiovascular outcomes 
among patients with non-ST-segment elevation acute coronary syn-
dromes undergoing coronary angiography. J Am Coll Cardiol 
2020;75:289–300. Epub 2020/ 01/25. doi:10.1016/j. 
jacc.2019.11.035.

13. Siller-Matula JM, Specht S, Kubica J, Alexopoulos D, De 
Caterina R, Hobl EL, Jilma B, Christ G, Lang IM. Abciximab as 
a bridging strategy to overcome morphine-prasugrel interaction in 
STEMI patients. Br J Clin Pharmacol 2016;82:1343–1350. Epub 
2016/ 07/02. doi:10.1111/bcp.13053.

14. Franchi F, Rollini F, Rivas A, Wali M, Briceno M, Agarwal M, 
Shaikh Z, Nawaz A, Silva G, Been L, et al. Platelet inhibition with 
cangrelor and crushed ticagrelor in patients with ST-segment- 
elevation myocardial infarction undergoing primary percutaneous 
coronary intervention. Circulation 2019;139:1661–1670. Epub 
2019/ 01/12. doi:10.1161/CIRCULATIONAHA.118.038317.

15. Sumaya W, Parker WAE, Fretwell R, Hall IR, Barmby DS, 
Richardson JD, Iqbal J, Adam Z, Morgan KP, Gunn JP, et al. 
Pharmacodynamic effects of a 6-hour regimen of enoxaparin in 
patients undergoing primary percutaneous coronary intervention 
(PENNY PCI study). Thromb Haemost 2018;118:1250–1256. 
Epub 2018/ 06/07. doi:10.1055/s-0038-1657768.

16. Montalescot G, Zeymer U, Silvain J, Boulanger B, Cohen M, 
Goldstein P, Ecollan P, Combes X, Huber K, Pollack C Jr., et al. 
Intravenous enoxaparin or unfractionated heparin in primary percuta-
neous coronary intervention for ST-elevation myocardial infarction: the 
international randomised open-label ATOLL trial. Lancet 
2011;378:693–703. Epub 2011/ 08/23. doi:10.1016/S0140-6736(11) 
60876-3.

17. Petersen JL, Mahaffey KW, Hasselblad V, Antman EM, Cohen M, 
Goodman SG, Langer A, Blazing MA, Le-Moigne-Amrani A, de 
Lemos JA, et al. Efficacy and bleeding complications among 
patients randomized to enoxaparin or unfractionated heparin for 
antithrombin therapy in non-ST-Segment elevation acute coronary 
syndromes: a systematic overview. JAMA 2004;292:89–96. Epub 
2004/ 07/09. doi:10.1001/jama.292.1.89.

18. Sanchez-Pena P, Hulot JS, Urien S, Ankri A, Collet JP, Choussat R, 
Lechat P, Montalescot G. Anti-factor Xa kinetics after intravenous 

enoxaparin in patients undergoing percutaneous coronary interven-
tion: a population model analysis. Br J Clin Pharmacol 
2005;60:364–373. Epub 2005/ 09/29. doi:10.1111/j.1365- 
2125.2005.02452.x.

19. Mehran R, Rao SV, Bhatt DL, Gibson CM, Caixeta A, Eikelboom J, 
Kaul S, Wiviott SD, Menon V, Nikolsky E, et al. Standardized 
bleeding definitions for cardiovascular clinical trials: a consensus 
report from the bleeding academic research consortium. Circulation 
2011;123:2736–2747. Epub 2011/ 06/15. doi:10.1161/ 
CIRCULATIONAHA.110.009449.

20. Cutlip DE, Windecker S, Mehran R, Boam A, Cohen DJ, van 
Es GA, Steg PG, Morel MA, Mauri L, Vranckx P, et al. Clinical 
end points in coronary stent trials: a case for standardized 
definitions. Circulation 2007;115:2344–2351. Epub 2007/ 05/02. 
doi:10.1161/CIRCULATIONAHA.106.685313.

21. van ‘T Hof AW, Liem A, Suryapranata H, Hoorntje JC, de Boer MJ, 
Zijlstra F. Angiographic assessment of myocardial reperfusion in 
patients treated with primary angioplasty for acute myocardial 
infarction: myocardial blush grade. Zwolle Myocardial Infarction 
Study Group. Circulation 1998;97:2302–2306. Epub 1998/ 06/25. 
doi:10.1161/01.CIR.97.23.2302.

22. Fabris E, van ‘T Hof A, Hamm CW, Lapostolle F, Lassen JF, 
Goodman SG, Ten Berg JM, Bolognese L, Cequier A, Chettibi M, 
et al. Clinical impact and predictors of complete ST segment resolu-
tion after primary percutaneous coronary intervention: 
A subanalysis of the ATLANTIC Trial. Eur Heart J Acute 
Cardiovasc Care 2019;8:208–217. Epub 2017/ 08/26. doi:10.1177/ 
2048872617727722.

23. Bruno R, Baille P, Retout S, Vivier N, Veyrat-Follet C, 
Sanderink GJ, Becker R, Antman EM. Population pharmacoki-
netics and pharmacodynamics of enoxaparin in unstable angina 
and non-ST-segment elevation myocardial infarction. Br J Clin 
Pharmacol 2003;56:407–414. doi:10.1046/j.1365- 
2125.2003.01904.x.

24. Ubaid S, Ford TJ, Berry C, Murray HM, Wrigley B, Khan N, 
Thomas MR, Armesilla AL, Townend JN, Khogali SS, et al. 
Cangrelor versus ticagrelor in patients treated with primary percu-
taneous coronary intervention: impact on platelet activity, myocar-
dial microvascular function and infarct size: a randomized 
controlled trial. Thromb Haemost 2019l; 119:1171-1181. Epub 
2019/ 05/28.

25. Storey RF, Gurbel PA, Ten Berg J, Bernaud C, Dangas GD, 
Frenoux JM, Gorog DA, Hmissi A, Kunadian V, James SK, et al. 
Pharmacodynamics, pharmacokinetics, and safety of single-dose 
subcutaneous administration of selatogrel, a novel P2Y12 receptor 
antagonist, in patients with chronic coronary syndromes. Eur Heart J 
2019. Epub 2020/01/30. doi:10.1093/eurheartj/ehz807.

26. Franchi F, Rollini F, Cho JR, Bhatti M, DeGroat C, Ferrante E, 
Dunn EC, Nanavati A, Carraway E, Suryadevara S, et al. Impact of 
escalating loading dose regimens of ticagrelor in patients with 
ST-segment elevation myocardial infarction undergoing primary 
percutaneous coronary intervention: results of a prospective rando-
mized pharmacokinetic and pharmacodynamic investigation. JACC 
Cardiovasc Interv 2015;8:1457–1467. Epub 2015/ 09/26. 
doi:10.1016/j.jcin.2015.02.030.

27. Niezgoda P, Sikora J, Baranska M, Sikora A, Buszko K, 
Sieminska E, Marszall MP, Siller-Matula JM, Jilma B, 
Alexopoulos D, et al. Crushed sublingual versus oral ticagrelor 
administration strategies in patients with unstable angina. 
A pharmacokinetic/pharmacodynamic study. Thromb Haemost 
2017;117:718–726. Epub 2017/ 02/17. doi:10.1160/TH16-08- 
0670.

28. Rollini F, Franchi F, Hu J, Kureti M, Aggarwal N, Durairaj A, 
Park Y, Seawell M, Cox-Alomar P, Zenni MM, et al. Crushed 
prasugrel tablets in patients with STEMI undergoing primary per-
cutaneous coronary intervention: the CRUSH study. J Am Coll 
Cardiol 2016;67:1994–2004. Epub 2016/ 03/26. doi:10.1016/j. 
jacc.2016.02.045.

29. Sikora J, Niezgoda P, Baranska M, Buszko K, Skibinska N, Sroka W, 
Pstragowski K, Siller-Matula J, Bernd J, Gorog D, et al. 
METoclopramide administration as a strategy to overcome 
MORPHine-ticagrelOr interaction in patients with unstable angina 
pectoris-the metamorphosis trial. Thromb Haemost 
2018;118:2126–2133. Epub 2018/ 11/20. doi:10.1055/s-0038-1675605.

DOI: https://doi.org/10.1080/09537104.2020.1779925                                                                                                                                  5 

https://doi.org/10.1016/j.ahj.2006.10.010
https://doi.org/10.1016/j.ahj.2006.10.010
https://doi.org/10.3109/09537104.2013.836175
https://doi.org/10.1161/CIRCINTERVENTIONS.112.972323
https://doi.org/10.1093/eurheartj/ehv547
https://doi.org/10.1161/CIRCINTERVENTIONS.114.001593
https://doi.org/10.1002/cpt.1798
https://doi.org/10.1016/j.jacc.2019.11.035
https://doi.org/10.1016/j.jacc.2019.11.035
https://doi.org/10.1111/bcp.13053
https://doi.org/10.1161/CIRCULATIONAHA.118.038317
https://doi.org/10.1055/s-0038-1657768
https://doi.org/10.1016/S0140-6736(11)60876-3
https://doi.org/10.1016/S0140-6736(11)60876-3
https://doi.org/10.1001/jama.292.1.89
https://doi.org/10.1111/j.1365-2125.2005.02452.x
https://doi.org/10.1111/j.1365-2125.2005.02452.x
https://doi.org/10.1161/CIRCULATIONAHA.110.009449
https://doi.org/10.1161/CIRCULATIONAHA.110.009449
https://doi.org/10.1161/CIRCULATIONAHA.106.685313
https://doi.org/10.1161/01.CIR.97.23.2302
https://doi.org/10.1177/2048872617727722
https://doi.org/10.1177/2048872617727722
https://doi.org/10.1046/j.1365-2125.2003.01904.x
https://doi.org/10.1046/j.1365-2125.2003.01904.x
https://doi.org/10.1093/eurheartj/ehz807
https://doi.org/10.1016/j.jcin.2015.02.030
https://doi.org/10.1160/TH16-08-0670
https://doi.org/10.1160/TH16-08-0670
https://doi.org/10.1016/j.jacc.2016.02.045
https://doi.org/10.1016/j.jacc.2016.02.045
https://doi.org/10.1055/s-0038-1675605

	Abstract
	Introduction
	Materials and Methods
	Study Design and Ethical Considerations
	Study Population, Randomization, and Intervention
	Statistical Analysis

	Results
	Baseline, Procedural Characteristics, and Feasibility Outcomes
	Clinical Outcomes and ST-segment Resolution

	Discussion
	Conclusions
	Acknowledgements
	Disclosures
	Funding
	Statement of contribution
	References

