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Revascularization in Elderly: Key considerations 

1. Technically more challenging procedures associated with higher complication 

rates (arterial tortuosity, extensive coronary calcium or tortuosity) 

2. Comorbidity (particularly kidney disease) 

3. Life expectancy/frailty/functional status 

4. Risk/benefit ratio  strictly depending on clinical presentations (STEMI vs 

stable/asymptomatic) 

5. Increased bleeding risk (periprocedural and associated with antithrombotic 

therapy) 
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Pre-PCI 

• Is coronary 
angiography 
really needed? 

• Is CCTA vailable?

• Consider using 
scores 
(alternatively 
use clinical 
sense)

• Avoid overlaps 
in 
antithrombotic 
therapies

• Use the best 
anticoagulant 
agent

• Use the best 
aniplatelet agent



Galli et al. Rev Cardiovasc Med. 2022 

During-PCI 
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After-PCI 



Cao et al, European Heart Journal 2021

1. Prognostic relevance of bleeding 
2. Availability of stent platforms with low thrombogenicity 
3. Understanding that ischemic risk varies over time 



Modulation of antiplatelet therapy over time

Galli et al. IJC 2024 



Angiolillo and Galli et al, Eurointervention 2022



Galli et al. EHJ-CVP 2025 



- 2712 patients with ACS from South Korea 
- DAPT with clopidogrel in 80% of patients 
- 37% STEMI, 31% NSTEMI, 31% Unstable angina 
- Mean age= 62 
- Diabetes mellitus= 27% 
- Multivessel intervention= 20% 
- Stent per patient= 1.4 





Aspirin-free strategy: NEO-MINDSET

- 3410 patients with ACS from Brazil 
- Stop aspirin within 4 days of hospitalization 

and continue P2Y12 inhibitor monotherapy 
(prasugrel 70%; ticagrelor 28%) or standard 12-
months DAPT (same P2Y12 inhibitors) 

- 62% STEMI, 31% NSTEMI, 7% Unstable angina 
- Mean age= 60 
- Diabetes mellitus= 27% 



Unguided-de-esclation after 1-month DAPT

Angiolillo and Galli et al. Eurointervention 2022



Valgimigli et al. Lancet 2024 

Ticagrelor monotherapy 1-3 months after DAPT



Guided versus unguided de-escalation

1) Precision medicine (is the opposite of evidence based medicine)

2) Clopidogrel is the most commonly used P2Y12 inihibitor wordwide  

3) Ticagrelor 90 mg monotherapy is not approved for use 12 months after ACS 

4) Reduced dose of ticagrelor (60 mg bid) or prasugrel (5 mg od) are not approved for use

Why can’t we just de-escalatate to DAPT with clopidogrel or ticagrelor 
monotherapy 1-3 months after ACS/PCI?

5) Unguided de-escalation occurs 1-3 months after ACS/PCI!



Modulation of antiplatelet therapy over time

Galli et al. IJC 2024 



Angiolillo and Galli et al. JACC Cardiov Interv. 2024

PFT and GT in clinical practice: III Clinical Framework



Galli M et al. Pharmacogenomics. 2022 

Background and rationale



Angiolillo and Galli et al. JACC Cardiov Int 2024

Background and rationale



Claassens et al. NEJM. 2019

POPular Genetics

Red flags: 
• Non-inferiority 

design 
• Primary endpoint 

including both 
ischemic and 
bleeding outcome



Galli et al. Lancet. 2021

Meta-analyses may increase statistical power

Limitations of 
individual trials:  
- Non-inferiority 
design 
- Primary 
endpoint 
including both 
ischemic and 
bleeding outcome 
- Low statistical 
power for hard 
endpoints

Results consistent at 
secondary analyses 
according to: 
- RCTs vs 

observational 
studies 

- PFT vs genetic 
testing 

- Proportion of ACS 
- Proportion of DES 
- Exclusion of 

cilostazol of double 
dose clopidogrel 

- Duration of follow-
up



Galli et al. EHJ. 2022

Meta-analyses may increase statistical power



Galli et al. JACC Cardiov Interv. 2026Galli et al. Lancet. 2021

• IPD-MA of POPular Genetics 
and TAILOR-PCI 

• Only ACS patients without 
AF 

• TOT= 6,734 patients 

IPD-Meta-analyses are the highest level of evidence
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IPD-Meta-analyses are the highest level of evidence

0-3 months 3-12 months

• IPD-MA of POPular Genetics and TAILOR-PCI 
• Only ACS patients without AF 
• TOT= 6,734 patients 



YES

Galli et al. Lancet. 2021

RCTs meeting their primary endpoints 
(NEJM 2019 and JAMA 2020) 

Study level meta-analysis (Lancet 2021) 

Network meta-analysis (EHJ 2022) 

- Non-inferiority design 
- Primary endpoint including both ischemic 
and bleeding outcomes 
- Low statistical power for hard endpoints

BUT

- High baseline etherogeneity 
- Pivotal RCTs provide more solid evidence 

- Evidence from indirect 
comparisons is weak 

????????????????? 

Overview of supporting evidence

Patient-level meta-analysis  
(JACC Cardiov Int 2026) 



4. Availability of rapid and easy to use tools 

Sample 
Collection

• Buccal Sample 
• Stable for 20hrs

Fast
• ~1 hour turnaround time 
• Direct PCR results 
• Alleles *1, *2, *3, and *17

Accurate
• 99.1% accuracy vs. bidirectional 

sequencing  
• Irreversible tube sealing 

prevents contamination



2025 North American GL2023 European GL

Guidelines



Angiolillo and Galli et al. JACC Cardiov Int 2024 and Pereira et al. Circulation 2024



Angiolillo and Galli et al. JACC Cardiov Int 2024



Angiolillo and Galli et al. JACC Cardiov Int 2024

1) Clopidogrel monotherapy  

    a) after short course of DAPT;  

    b) long term therapy (also in PAD and stroke patients); 

    c) DAT with clopidogrel in those with concomitant OAC 



IS ASPIRIN BETTER THAN CLOPIDOGREL?



IS ASPIRIN BETTER THAN CLOPIDOGREL?

Laudani and Galli et al, EHJ, 2026



Conclusions

Thanks

• Elderly patients are characterized by increased bleeding but also 
thrombotic risk.

• Bleeding reduction strategies may be implemented pre-, intra- or 
post-procedurally.

• Clinical judgment and common sense remain paramount and 
should prevail over risk scores. The goal is to provide the necessary 
treatment while avoiding overtreatment and the risk of potentially 
serious adverse events.

• Antithrombotic therapy should be intensive during the early high-
risk phase and progressively de-escalated thereafter. 

• Guided strategies are the only approach that can reduce bleeding 
risk from the early phase after ACS.


