[bookmark: _Hlk219453236]Antiplatelet advice (including dual and triple therapy with OAC)
	Dear [Dr ____],

Advice and guidance response pertaining to [Patient name].


	Initiation of antiplatelet therapy for patients with new-onset suspected angina 
· For patients with new-onset suspected angina please commence the patient on aspirin 75 mg daily, unless contraindicated. No loading dose is needed unless an acute coronary syndrome is suspected in which case give a stat dose of 300mg and refer urgently (see below).  
 
In addition, please assess the patient’s bleeding risk if:  
· Over 65 years, particularly but not exclusively in relation to patients who have frailty or in their last year of life.
· Have a history of peptic ulcer disease.  
· Are using medications that may increase bleeding risk (NSAIDs, SSRIs, corticosteroids, or anticoagulants).  
· If the patient is at high risk of gastrointestinal bleeding, please co-prescribe a proton pump inhibitor (PPI), of your choice.
· Clopidogrel 75mg daily can be used as an alternative particularly with patients who have a prior history of cerebrovascular disease.

Can I stop antiplatelet therapy when I start a patient on Oral Anticoagulation? 

Most patients should stop antiplatelet treatment when starting DOAC/VKA for AF.
The exception to this is if patients have had an acute coronary syndrome or coronary revascularisation (stent/PCI or bypass surgery) within the last year in which case tailored advice should be given to the patient. In these circumstances, it would be appropriate to seek individualised patient-specific advice and guidance from secondary care. In most situations, the additional antiplatelet treatment should be stopped by 1 year following acute coronary syndrome or coronary intervention but there will be instances where revascularisation has been complex and there is a need to continue both agents longer term.
Duration of Dual Antiplatelet Therapy (DAPT) following NSTEMI/STEMI

DAPT is usually given for a year following NSTEMI/STEMI, irrespective of revascularisation strategy, then aspirin 75g daily monotherapy then continued long-term. Common options for the second antiplatelet agent are:
· Clopidogrel 75mg daily.
· Ticagrelor 90mg twice a day for a year. In some patients with a higher ischaemic risk this is then continued for a further two years at a dose of 60mg twice a day.
· Prasugrel 10mg daily but reduced to 5mg daily if < 60kg or > 75yrs old. Do not use if there is a prior history of stroke or TIA.

Triple Therapy – Dual antiplatelet therapy and oral anticoagulation
Antiplatelet therapy reduces the risk of ischaemic cardiac events but not AF related thrombotic stroke, whereas oral anticoagulation (OAC) with warfarin/DOAC reduces stroke risk does not confer the same benefit in reducing ischaemic events/stent thrombosis. Patients requiring long term oral anticoagulation e.g. those with AF, mechanical heart valves or thromboembolism who have coexisting coronary artery disease will need an individualised approach taking into account overall ischaemic, thromboembolic and bleeding risk. Immediately after an ACS or stent, these patients may need a period of “triple therapy” , typically for 1-3 months, with a combination of DAPT and OAC. De-escalation to single antiplatelet agent + OAC, or even OAC alone should be decided on a patient by patient basis. The use of ticagrelor and oral anticoagulation is particularly potent and should not be used together. 

For further advice on the management of patients with AF in primary care see the AF pre-referral optimisation guide (link to be added when published).

	Advice and Guidance requests regarding antiplatelet therapy should be considered for patients when: 
· Bleeding occurs whilst on antiplatelet therapy. The risk of acute stent thrombosis is particularly high within the first few months of stent implantation. Stent thrombosis has been associated with mortality rates as high as 45%, so it is important not to stop antiplatelet therapy without discussion.  
· Timescales for DAPT or triple therapy have not already been clarified by secondary/tertiary care correspondence. 
· Switching a patient between anti-platelets due to side effects.


	Links to relevant national guidance, local guidelines and pathways:
· NICE CG95: Recent-onset chest pain of suspected cardiac origin: assessment and diagnosis    
· NICE BNF: Antiplatelet drugs & treatment summaries
· Specialist Pharmacy Service: Using Clopidogrel with proton pump inhibitors  
· Primary Care Cardiovascular Society

Resources for patients:
· Heart health angina leaflet  
· NHS: conditions Angina  
· BHF: Angina causes, symptoms & treatment 


	If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.

With kind regards,
[Responding clinician name and role]



