I AR O 1L 485 955 4%
Journal of Clinical Cardiology(China)

+ 406 -

2021,37
(5):406—410

PCI R J& 7 Y B 97t 1 /N AR 76 Y A T %2 By 40 22 5K B

EFxxw' LA xRE R

CRE] IR ML/NIRIT (DAPT) S H i 560 288 AT 28 B /AR 3 Bk AR 97 (PCD AR5 1Y ZERE IR Y7, 2
Ul /A 5 SR P AR T BT PN O I S i A P S B BR] D DG OBRORT— R P2Y 12 A7 A4 i ) BB A AR E 1k
L% (SACD) f 3 PCL ARG 4EFRE 6 1, 2 PR R 8 k28 G 18 CACO 4 +F 12 4~ 72 H BT 945 #E DAPT 3R % , {1
PG R S BRI AR v, 3043 2R R B M 38 AN L Y L DR R PR SR OR R RN R BB T 3Z AR o DAPT, S 3 A 4715
25 3 AN BB kL KUK . B G I PR S B KR X PCT AR JE AR ME DAPT AN i 32 16 4b B0 55 s 17 25558

[xgR] 4R sh kA AR YT s SUBEPLIN/MRIATT s B0 ] VC Ak s P2Y 12 32 (A4 il 571

DOI:10. 13201/j. issn. 1001-1439. 2021. 05. 004

[(hEHZES] R541.4 [xmtrBRE] A

Strategies for intolerance of standard dual antiplatelet therapy after PCI
WANG Yunyun ZHOU Qiang

(Department of Cardiology, Tongji Hospital, Tongji Medical College, Huazhong University of

Science and Technology, Wuhan, 430030, China)

Corresponding author: ZHOU Qiang, E-mail: thisiszhou@163. com

Summary Dual antiplatelet therapy(DAPT)is the basic therapy for patients with coronary artery disease un-

Wuyunqgidamugai

dergoing percutaneous coronary intervention (PCI),which is the key to reducing cardiovascular ischemic events in-
cluding stent thrombosis. DAPT is the standard of care consisting of aspirin and a P2Y12 receptor inhibitor for 6
months in stable coronary artery disease (SCAD) and 12 months in acute coronary syndromes (ACS). However,
in the clinical practice, some patients cannot tolerate standard DAPT because of gastrointestinal discomfort,
bleeding, dyspnea and other adverse reactions, which leads to self-discontinuation of the drug and increasing the

risk of cardiovascular adverse events. This article will review the strategies for intolerance of standard DAPT after

PCI based on clinical practice and evidence.

Key words percutaneous coronary intervention; dual antiplatelet therapy; aspirin; P2Y12 receptor inhibitor
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