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Despite the lack of rigorous studies designed to assess the 
effect of morphine administration in patient with acute 

myocardial infarction, clinical practice guidelines for the 
management of patients with ST-segment–elevation myocar-
dial infarction (STEMI) strongly recommend morphine for 
analgesia.1,2 This recommendation derives only from expert 
opinion.

In patients with STEMI undergoing primary percutaneous 
coronary intervention (PPCI), a significant number of drugs 
are usually administered, thereby raising the potential risk for 
drug-to-drug interaction. Antiplatelet agents are the mainstay 

of pharmacological treatment in patients presenting with an 
acute coronary syndrome, including STEMI. In a recent small 
randomized study aimed to investigate the onset time of the 
novel P2Y

12
 receptor inhibitors (ie, prasugrel and ticagrelor) 

in STEMI, a delayed antiplatelet effect caused by morphine 
use in the first hours of STEMI has been hypothesized.3

There may be a biologically plausible cause–effect rela-
tion in this association, given that morphine inhibits gastric 
emptying, thereby delaying absorption and possibly result-
ing in decreased peak plasma levels of orally administered 
drugs.4 To corroborate this hypothesis, the present multicenter 
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study sought to assess platelet inhibition after a loading dose 
(LD) of prasugrel and ticagrelor, after stratification by use of 
morphine.

Methods

Study Design
This study was a patient-level integrated analysis exploring the effect 
of morphine on platelet reactivity in STEMI patients undergoing PPCI 
treated with ticagrelor or prasugrel from 5 studies in which residual 
platelet reactivity was assessed by VerifyNow after LD. This study in-
cluded published trials by Parodi et al3,5 and Alexopoulos et al6,7 and an 
unpublished study from Catania University. The studies were approved 
by the local ethical committees. All patients gave informed consent. We 
asked the study principal investigators to stratify each enrolled patient 
according to morphine use before antiplatelet agent LD and to look for 
occurrence of vomit (defined as forceful expulsion of gastric content by 
the mouth within 2 hours from prasugrel or ticagrelor LD).

Patient Population
A diagnosis of STEMI within 12 hours of symptoms onset was re-
quired for study entry. Exclusion criteria were (1) age <18 year, (2) ac-
tive bleeding or bleeding diathesis, (3) any previous transient ischemic 
attack or stroke, (4) administration of ticlopidine, clopidogrel, prasug-
rel, ticagrelor, or glycoprotein IIb/IIIa inhibitors in the week before the 
index event, (5) need for chronic anticoagulant therapy, (6) known rele-
vant hematologic deviations, (7) life expectancy <1 year, (8) known se-
vere liver or renal disease, and (9) hemodynamic instability. The study 
flow chart is reported in Figure 1. At 3 participating institutions, out of 
496 STEMI patients, we analyzed 300 subjects who were P2Y

12
 in-

hibitor naïve and received prasugrel 60 mg (n= 95) or ticagrelor 180 or 
360 mg LD (n= 205) before PPCI. Patients who received an increased 
ticagrelor LD were included in 2 randomized studies approved by the 
local Ethic Committees.5,7 The LD was given as soon as possible in the 
emergency room or in the Cath-Laboratory. Dual antiplatelet therapy 
(aspirin 100 mg OD in combination with prasugrel 5–10 mg OD or 
ticagrelor 90 mg BID) was recommended for 12 months.

Concomitant Antithrombotic Medications
The following antithrombotic agents were given on top of prasug-
rel or ticagrelor at the time of PPCI: (a) aspirin 300 to 500 mg LD 

followed by 100 mg OD; (b) bivalirudin 0.75 mg/kg bolus followed 
by 1.75 mg/kg/h infusion during PPCI or unfractionated heparin 70 
UI/kg bolus followed by additional boluses to achieve an activated 
clotting time of 250 to 300 seconds during PPCI; (c) the use of glyco-
protein IIb/IIIa inhibitors was not allowed.

Platelet Function Tests
Residual platelet reactivity was assessed 1, 2, and 4 hours after LD 
by means of the VerifyNow assay. High residual platelet reactivity 
(HRPR) was defined as a P2Y

12
 reactivity units (PRU) ≥208.8 We also 

evaluated the number of patients with suboptimal platelet inhibition 
according to the previously adopted cut-off of 230.

End Points
The primary study end-point was residual platelet reactivity by PRU 
VerifyNow 2 hours after LD. Secondary end-points were (1) the per-
centage of patients with HRPR at 2 hours from administration of the 
LD and (2) incidence of vomit.

Statistical Analysis
Categorical data are presented as frequencies and group percentages. 
Continuous data with normal and skewed distribution are presented 
as means±SD and medians (first to third quartile), respectively. The 
Kolmogorov–Smirnov test was used to examine data distribution nor-
mality. For the purpose of the current analysis, patients’ characteris-
tics are presented by morphine use.

The multivariable analysis used to evaluate the independent contri-
bution of clinical characteristics to HRPR at 2 hours was performed 
by forward stepwise binary logistic regression. A significance level 
of 0.05 was required for a variable to be included in the multivariate 
model, whereas 0.20 was the cut-off value for exclusion. Moreover, 
variables known to affect platelet reactivity were forced into the final 
model. Candidate variables entered into the model were age (years), 
body mass index, diabetes mellitus, systolic blood pressure, bivali-
rudin administration, ticagrelor use, and morphine use. Odds ratios 
and 95% confidence intervals (CI) were calculated. A propensity 
score analysis was also performed with a logistic regression mod-
el from which the probability for morphine use was calculated for 
each patient to compensate for the nonrandomized administration 
of morphine. Variables that were significantly different between the 
2 groups and those that are known to affect platelet reactivity were 
incorporated in the model: age (years), sex, body mass index, dia-
betes mellitus, smoking, killip class, systolic blood pressure, heart 
rate, anterior infarct location, and bivalirudin.9,10 Model discrimina-
tion was assessed with the c-statistic and goodness of fit with the 
Hosmer–Lemeshow test. Thereafter, a logistic regression analysis 
was performed to adjust HRPR for the propensity score used as a con-
tinuous covariate. PRU differences between groups were analyzed via 
a mixed linear model with time and morphine use as fixed effects, 
propensity score as covariate, patient and study as random effects to 
account for within-study correlation. To account for within-study cor-
relation of participants, we also modeled the study as a random in-
tercept.11 Adjusted estimates for HRPR (presented as risk ratios with 
corresponding P values) were derived from a generalized estimating 
equations model using log-Poisson function with robust variance esti-
mator, with time as within-subject effect, morphine treatment as fixed 
effect, and propensity score as a covariate, using an autoregressive 
correlation matrix. All tests were 2-tailed, and statistical significance 
was considered for P values <0.05. All statistical analyses were per-
formed using SPSS for Windows (version 16.0, SPSS Inc, Chicago, IL)  
and NCSS 8 (NCSS, Kaysville, Utah).

Results
Baseline and Procedural Characteristics
Overall, we analyzed 95 and 205 STEMI patients treated 
with or without morphine, respectively, according to the deci-
sion of the attending physicians in the ambulance or in the 

WHAT IS KNOWN

•	 In acute ST-segment–elevation myocardial infarc-
tion, both antiplatelet agents and morphine are 
recommended therapies in the first few hours. A 
drug-to-drug interaction has been postulated but not 
established.

WHAT THE STUDY ADDS

•	This study demonstrate a drug-to-drug interaction 
between morphine and the new P2Y12 platelet in-
hibitors: prasugrel and ticagrelor. Morphine use is 
associated with delayed onset of action of these oral 
antiplatelet agents.

•	The association between morphine and delayed 
onset of action of orally administered antiplatelet 
agents persisted after adjusting for the propensity to 
receive morphine and after excluding patients with 
vomiting.
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emergency room. Median total morphine dose per patient was 
4 (2–6) mg with a range of 2 to 12 mg. Demographic and clini-
cal characteristics of patients by morphine use are presented in 
Table 1. Prasugrel or ticagrelor LD was given in 24% patients 
in the emergency room and in 76% patients in the Cath Lab-
oratory, without differences between the 2 groups. During 
PPCI, bivalirudin was used in 204 (68%) patients; the remain-
ing subjects received unfractionated heparin. There were no 
significant difference in the baseline characteristics between 
patients with and without morphine, but a lower body mass 
index, a more prevalent bivalirudin use, and a trend toward 
a higher systolic blood pressure in morphine-treated patients 
(Table 1). As expected, patients treated with morphine had a 
higher incidence of vomit (15% versus 2%; P=0.001) as com-
pared with those without.

Residual Platelet Reactivity
Patients who received morphine had higher PRU during study 
measurements as compared with those who did not: 182.3 PRU 
(95% CI, 164.2–200.3) versus 140.3 PRU (95% CI, 128.2–
152.4), with a mean difference of 42.0 PRU (95% CI, 19.8–
64.1), P<0.001 (Figure 2). The PRU values at 2 hours (primary 
end-point) were 187.3 (153.4–221.2) and 133.7 (102.3–165.0) 
in patients with and without morphine (P<0.001); the differ-
ence between the 2 study groups persisted after excluding 
patients with vomit (222.0 [89.0–282.0] versus 107.0 [29.5–
225.5]; P<0.0001). The PRU difference was still present at 
4 hours (P=0.04). In ticagrelor-treated patients (excluding 
patients who received prasugrel), PRU 2 hours after LD was 
231 (114–287) and 110 (33–226) in patients with and without 
morphine (P<0.001). Overall, HRPR at 2 hours was found in 
53% and 29% patients with and without morphine (P<0.001; 
Table 2), without differences between prasugrel and ticagrelor 
patients (39% versus 37%; P=0.72). Generalized estimating 
equations modeling revealed that morphine use was overall 
associated with an increased risk of HRPR using either the 
208 or the 230 threshold: risk ratio=1.55 (95% CI, 1.28–1.87), 
P<0.001 and risk ratio=1.44 (95% CI: 1.20–1.86), P<0.001 
respectively.

The independent predictors of HRPR at 2 hours were mor-
phine use (odds ratio, 2.91 [1.71–4.97]; P<0.0001) and age 
(odds ratio, 1.03 [1.01–1.05]; P=0.010). Morphine remained 
significantly associated with HRPR (odds ratio, 1.89 [1.40–
2.56]; P<0.001) after propensity score adjustment (c-statistic, 
0.68; 95% CI, 0.66–0.70; P=0.879 for Hosmer–Lemeshow 
test).

In-Hospital Outcome
Clinical events observed during the hospital stay are reported 
in Table 3. Possibly reflecting the small sample size and the 
limited time of observation, there was no significant differ-
ence in event rates between the 2 study groups.

Discussion
The study results can be summarized as follow:

1. In patients with STEMI, morphine use is associated with a 
delayed onset of action of the oral antiplatelet agents.

2. The drug-to-drug interaction persisted after adjusting for the 
probability to receive morphine and after excluding patients 
with vomit.

3. The effect of morphine on platelet inhibition was consistent in 
prasugrel and ticagrelor patients.

In the present multicenter pharmacodynamic study, mor-
phine use was associated with a delayed onset activity of 
the new oral antiplatelet agents, prasugrel and ticagrelor. 
In fact, morphine-treated patients showed higher residual 
platelet reactivity values 1, 2, and 4 hours after drug LD. 
Of note, morphine has a half live of ≈2 hours, and 3 half-
lives are needed to decrease by ≈90% the plasma concentra-
tion. Thus, >6 hours are needed to spontaneously reverse 
morphine effect. Naloxone (morphine synthetic reversal 
agent) was not used in our study patients. The negative 
effect of morphine on platelet inhibition is not only con-
fined when vomit occurs as a side effect of its use because 
after excluding patients with vomit, morphine-treated sub-
jects still clearly have higher residual platelet reactivity as 
compared with subjects who did not receive morphine. The 
effect was consistent with the P2Y

12
 receptor irreversible 

inhibitor prasugrel and the nonthienopyridine reversible 

Assessed for eligibility

n = 496

Enrolled

n=300

Received Prasugrel (n= 33) or Ticagrelor (n=62 )

Morphine (n=95) No-Morphine (n=205)

Received Prasugrel (n= 62) or Ticagrelor (n=143)Treatment 

Clinical follow-up (n=95) Clinical follow-up (n=205)
In-hospital
Follow-up

PRU 2 hours after Loading Dose (n = 89) PRU 2 hours after Loading Dose (n = 202)
Primary
Analysis

Excluded (n=196), reasons:

Previous Clopidogrel use (n=71)

Life expectancy < 1 year (n=2)

Previous TIA/stroke (n = 17)

Unable to consent/refused to partecipate (n=17)

Warfarin therapy (n=18)

Glycoprotein IIb/IIIa inhibitor  use (n=12)

Anatomy non suitable for revascularization (n= 16)

Haemodynamic instability (n=39)

Creatinine clearence< 30 ml/min (n= 4)
Figure 1. Study flow-chart. Number of 
patients screened and finally enrolled. 
PRU indicates P2Y12 reactivity units; and 
TIA, transient ischemic attack.
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antiplatelet agent ticagrelor. Given the well-known delayed 
onset of action and effect variability of clopidogrel as com-
pared with prasugrel and ticagrelor,12,13 it is easy to antici-
pate a similar and even more clinically evident interaction 
between morphine and clopidogrel. However, the use of 
the more effective new oral antiplatelet agents is strongly 
recommended and increasing in the setting of STEMI. 
The morphine–antiplatelet agent interaction is likely a non 
drug-specific phenomena and related to the inhibition of the 

normal muscular activity of the stomach and the intestines, 
which may lead to vomit or delayed gastric emptying, which 
in turn delays absorption and decreases peak plasma levels 
of orally administered drugs.

Along with morphine, age was confirmed to be a strong pre-
dictor of HRPR.14,15 On the other hand, the type of antiplate-
let agent did not result as an independent predictor of HRPR. 
Thus, ticagrelor, even if it is adsorbed as an active compound 
without the need for a metabolic activation at the liver level, 

Table 1. Demographic and Clinical Characteristics of Study Patients

Overall Population 
N=300

No Morphine 
Use N=205

Morphine Use 
N=95 P Value

Male sex 232 (77.3) 162 (79.0) 70 (73.3) 0.30

Age, y 61.4±12.7 61.1±12.6 62.0±13.0 0.50

BMI, kg/m2 27.7±4.7 28.1±5.0 26.8±3.9 0.025

Hyperlipidemia 106 (35.3) 77 (37.6) 29 (30.5) 0.23

Hypertension 157 (52.3) 111 (54.1) 46 (48.4) 0.36

Diabetes mellitus 37 (12.3) 23 (11.2) 14 (14.7) 0.39

Smoking 162 (54.0) 108 (52.7) 54 (56.8) 0.50

Familiar history of CAD 87 (29.0) 56 (27.3) 31 (32.6) 0.34

Prior myocardial infarction 22 (7.3) 14 (6.8) 8 (8.4) 0.62

Prior CABG 3 (1.0) 2 (1.0) 1 (1.1) 0.95

Prior PCI 18 (6.0) 11 (5.4) 7 (7.4) 0.50

Systolic blood pressure (mm Hg) 135.7±26.9 133.9±26.2 139.9±28.2 0.08

Heart rate, bpm 79.1±17.6 78.9±16.9 79.5±19.1 0.78

Killip class >2 6 (2.0) 3 (1.5) 3 (3.1) 0.80

Hemodynamic instability 7 (2.3) 4 (2.0) 3 (3.2) 0.52

Vomiting 19 (6.3) 5 (2.4) 14 (14.7) <0.001

Anterior infarction location 133 (44.3) 86 (41.9) 47 (49.5) 0.22

Bivalirudin 204 (68.0) 131 (63.9) 73 (76.8) 0.025

P2Y12 inhibitor 0.44

Prasugrel 60 mg 95 (31.7) 62 (30.2) 33 (34.7)

Ticagrelor 180 mg 134 (44.7) 94 (45.9) 40 (42.1)

Ticagrelor 360 mg 71 (23.7) 49 (23.9) 22 (23.2)

Radial access site 32 (10.7) 24 (11.7) 8 (8.4) 0.39

Coronary artery disease 0.87

  1 vessel 164 (54.7) 110 (53.7) 54 (56.8)

  2 vessels 87 (29.0) 61 (29.8) 26 (27.4)

  3 vessels 49 (16.3) 34 (16.6) 15 (15.8)

Creatinine clearance, mL/min 99 (74–122) 96 (73–125) 100 (75–122) 0.89

Creatinine clearance <60 mL/min 42 (14.0) 27 (13.2) 15 (15.8) 0.60

Hemoglobin, mg/dL 14.1±1.8 14.2±1.5 14.0±1.9 0.49

LVEF, % 47.3±8.7 47.7±8.7 46.3±8.8 0.20

Study 0.11

Rapid 13 50 (16.7) 29 (14.1) 21 (22.1)

Rapid 25 50 (16.7) 29 (14.1) 21 (22.1)

Alexopoulos et al6 56 (18.7) 42 (20.5) 14 (14.7)

Alexopoulos et al7 82 (27.3) 60 (29.3) 22 (23.2)

Catania study (unpublished) 62 (20.7) 45 (22.0) 17 (17.9)

Data are expressed as means±SD, medians (first to third quartiles) or n (%). Creatinine clearance was 
calculated using the Cockcroft-Gault equation. BMI indicates body mass index; CABG, coronary-artery 
bypass grafting; CAD, coronary artery disease; LVEF, left ventricular ejection fraction; MI, myocardial 
infarction; and PRU indicates P2Y12 reaction units.
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showed a similar delayed of action, suggesting a similar 
delayed adsorption as compared with prasugrel. This fact is 
also reinforced by the fact that some patients enrolled in this 
study received an increased ticagrelor LD. As a matter of fact, 
in the administration of ticagrelor in the cath laboratory or 
in the ambulance for new ST-elevation myocardial infarction 
to open the coronary artery (ATLANTIC) Trial, patients who 
did not receive morphine had a significant improvement in 
the ECG-based primary end point, with a significant P value 
for interaction between morphine use and time of ticagrelor 
administration.16

We may also hypothesize that patients who received mor-
phine might be subjects at higher risk. However, after adjust-
ing for the baseline clinical characteristics, morphine use 
remained associated with HRPR 2 hours after drug LD. This 
association was confirmed after the calculation of the probabil-
ity for each patient to receive morphine and using the obtained 
propensity score in the multivariable model. However, it is 
not possible to rule out that in sicker patients, hemodynamic 
disarrangement, adrenergic activation, systemic vasoconstric-
tion with the reduction of blood volume to the abdomen may 
contribute to the delayed drug adsorption and to the reduced 
platelet inhibition.

Recent data suggest that suboptimal platelet inhibition 
early after PPCI may be associated with thrombotic complica-
tions, including stent thrombosis.17 Given the key importance 
of platelet inhibition in patients treated by PPCI for STEMI 
and the absence of data that may support a potential clinical 
benefit of morphine in patients with acute myocardial infarc-
tion, more caution should be used regarding morphine admin-
istration in STEMI patients and a restricted morphine use 
seems to be reasonably recommended. Other strategies beside 
morphine may reduce chest pain levels in STEMI patients. 
It has been documented since a long time that β-blockers18 
and nitrates19 are able to reduce acute myocardial infarction–
related chest pain. Aspirin itself has relevant analgesic proper-
ties, and alternative analgesics might be considered in STEMI 
patients. Finally, myocardial ischemia relief (ie, reperfusion) 
is the definitive chest pain control strategy.

Our study must be evaluated in light of some limitations. 
First, this was not a randomized comparison, and a further 
randomized study is needed to confirm the potential effect of 
morphine use in STEMI patients undergoing PPCI. Second, 
this is a pharmacodynamic study and the small sample size 
does not allow to assess the potential effect of morphine 
on clinical end-points. HRPR is not precisely equivalent 
to reduced antiplatelet effect: pretreatment aggregability 
may also be important. Moreover, to confirm impaired drug 
absorption, a pharmacokinetic analysis should have been per-
formed. However, a small recent study, obtained in 24 healthy 
volunteers, documented that morphine delays clopidogrel 
absorption and decreases plasma levels of clopidogrel active 
metabolite.20 Finally, unmeasured residual bias and the risk 
of overfitting cannot be excluded even in our parsimonious 
multivariable model. These limitations notwithstanding the 
present study provides several unique and potentially impor-
tant insights in the treatment of STEMI patients by PPCI and 
newer antiplatelet agents.
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Figure 2. Platelet reactivity over time of patients who received 
morphine or non-morphine. PRU was significantly higher in the 
morphine group than in the non-morphine group (P<0.001). 
There was also a significant effect in platelet reactivity over time 
(P<0.001). No significant morphine-by-time interaction was 
observed. Means and 95% confidence intervals are displayed. 
PRU indicates P2Y12 reactivity units.

Table 2. High Residual Platelet Reactivity Rates at Study 
Time Points

No Morphine 
Use

(n=205)
Morphine Use

(n=95)
Adjusted RR 

(95% CI) P Value

Hour 1 (N=154) (N=67)

  ≥208 PRU 92 (59.7) 53 (79.1) 1.32 (1.10–1.59) 0.003

  ≥230 PRU 84 (54.5) 44 (65.7) 1.17 (0.93–1.49) 0.23

Hour 2 (N=202) (N=89)

  ≥208 PRU 59 (29.2) 47 (52.8) 1.89 (1.40–2.56) <0.001

  ≥230 PRU 49 (24.3) 42 (47.2) 2.06 (1.46–2.89) <0.001

Hour 4 (N=126) (N=70)

  ≥208 PRU 12 (9.5) 17 (24.3) 2.11 (1.06–4.21) 0.03

  ≥230 PRU 7 (5.6) 13 (18.6) 2.77 (1.14–6.73) 0.03

Data are expressed as n (%). CI indicates confidence interval; PRU, P2Y12 
reaction units; and RR, risk ratio.

Table 3. In-Hospital Outcomes of Patients Treated With or 
Without Morphine

No Morphine Use 
(n=205)

Morphine Use 
(n=95) P Value

Death 7 (3%) 2 (2%) 0.53

Reinfarction 1 (1%) 1 (1%) 0.58

Stroke 2 (1%) 0 (0%) 0.33

TIMI major bleeding 4 (2%) 1 (1%) 0.57

TIMI minor bleeding 7 (3%) 7 (6%) 0.17

Dyspnea 8 (8%) 1 (1%) 0.10

Contrast induced 
nefropathy

7 (7%) 3 (5%) 0.66

TIMI indicates thrombolysis in myocardial infarction.

 by guest on January 6, 2015http://circinterventions.ahajournals.org/Downloaded from 

http://circinterventions.ahajournals.org/


6  Parodi et al  Morphine in STEMI

Disclosures
Dr Parodi reported receiving consulting or lecture fees from Daiichi 
Sankyo/Eli Lilly, AstraZeneca, Bayer, and The Medicine Company. 
Dr Capodanno reports receiving consulting or lecture fees from 
Daiichi Sankyo/Eli Lilly, AstraZeneca, and The Medicine Company 
and serving on the advisory board of Daiichi Sankyo/Eli Lilly. Dr 
Capranzano reports receiving consulting or lecture fees from Daiichi 
Sankyo/Eli Lilly, Bayer, Boehringer Ingelheim, and The Medicine 
Company and serving on the advisory board of Daiichi Sankyo/Eli 
Lilly. Dr Antoniucci reported receiving consulting fees from Daiichi 
Sankyo/Eli Lilly and The Medicines Company. Dr Alexopoulos re-
ported receiving lecture fees from AstraZeneca. The other authors 
report no conflict.

References
 1. O’Gara PT, Kushner FG, Ascheim DD, Casey DE Jr, Chung MK, de 

Lemos JA, Ettinger SM, Fang JC, Fesmire FM, Franklin BA, Granger 
CB, Krumholz HM, Linderbaum JA, Morrow DA, Newby LK, Ornato 
JP, Ou N, Radford MJ, Tamis-Holland JE, Tommaso JE, Tracy CM, Woo 
YJ, Zhao DX; CF/AHA Task Force. 2013 ACCF/AHA guideline for the 
management of ST-elevation myocardial infarction: executive summary: 
a report of the American College of Cardiology Foundation/American 
Heart Association Task Force on Practice Guidelines. Circulation. 
2013;127:529–555. doi: 10.1161/CIR.0b013e3182742c84.

 2. Task Force on the management of ST-segment elevation acute myocardial 
infarction of the European Society of Cardiology (ESC), Steg PG, James 
SK, Atar D, Badano LP, Blömstrom-Lundqvist C, Borger MA, Di Mario C, 
Dickstein K, Ducrocq G, Fernandez-Aviles F, Gershlick AH, Giannuzzi P, 
Halvorsen S, Huber K, Juni P, Kastrati A, Knuuti J, Lenzen MJ, Mahaffey 
KW, Valgimigli M, van ‘t Hof A, Widimsky P, Zahger D. ESC guidelines 
for the management of acute myocardial infarction in patients presenting 
with ST-segment elevation. Eur Heart J. 2012;33:2569–2619.

 3. Parodi G, Valenti R, Bellandi B, Migliorini A, Marcucci R, Comito V, 
Carrabba N, Santini A, Gensini GF, Abbate R, Antoniucci D. Comparison 
of prasugrel and ticagrelor loading doses in ST-segment elevation myo-
cardial infarction patients: RAPID (Rapid Activity of Platelet Inhibitor 
Drugs) primary PCI study. J Am Coll Cardiol. 2013;61:1601–1606. doi: 
10.1016/j.jacc.2013.01.024.

 4. Nimmo WS, Heading RC, Wilson J, Tothill P, Prescott LF. Inhibition of 
gastric emptying and drug absorption by narcotic analgesics. Br J Clin 
Pharmacol. 1975;2:509–513.

 5. Parodi G, Bellandi B, Valenti R, Migliorini A, Marcucci R, Carrabba N, 
Giurlani L, Gensini GF, Abbate R, Antoniucci D. Comparison of double 
(360 mg) ticagrelor loading dose with standard (60 mg) prasugrel load-
ing dose in ST-elevation myocardial infarction patients: the Rapid Activity 
of Platelet Inhibitor Drugs (RAPID) primary PCI 2 study. Am Heart J. 
2014;167:909–914. doi: 10.1016/j.ahj.2014.03.011.

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

 7. Alexopoulos D, Gkizas V, Patsilinakos S, Xanthopoulou I, Angelidis C, 
Anthopoulos P, Makris G, Perperis A, Karanikas S, Koutsogiannis N, 
Davlouros P, Deftereos S, Chiladakis J, Hahalis G. Double versus stan-
dard loading dose of ticagrelor: onset of antiplatelet action in patients with 
STEMI undergoing primary PCI. J Am Coll Cardiol. 2013;62:940–941. 
doi: 10.1016/j.jacc.2013.05.021.

 8. Tantry US, Bonello L, Aradi D, Price MJ, Jeong YH, Angiolillo DJ, 
Stone GW, Curzen N, Geisler T, Ten Berg J, Kirtane A, Siller-Matula J, 
Mahla E, Becker RC, Bhatt DL, Waksman R, Rao SV, Alexopoulos D, 

Marcucci R, Reny JL, Trenk D, Sibbing D, Gurbel PA; Working Group on 
On-Treatment Platelet Reactivity. Consensus and update on the definition 
of on-treatment platelet reactivity to adenosine diphosphate associated 
with ischemia and bleeding. J Am Coll Cardiol. 2013;62:2261–2273. doi: 
10.1016/j.jacc.2013.07.101.

 9. Pirracchio R, Resche-Rigon M, Chevret S. Evaluation of the propensity 
score methods for estimating marginal odds ratios in case of small sample 
size. BMC Med Res Methodol. 2012;12:70. doi: 10.1186/1471-2288-12-70.

 10. Broookhart MA, Wang PS, Solomon DH, Schneeweiss S. Variable selec-
tion for propensity score models. Am J Epidemiol. 2006;163:1149–1156.

 11. Riley RD, Kauser I, Bland M, Thijs L, Staessen JA, Wang J, Gueyffier F, 
Deeks JJ. Meta-analysis of randomised trials with a continuous outcome 
according to baseline imbalance and availability of individual participant 
data. Stat Med. 2013;32:2747–2766. doi: 10.1002/sim.5726.

 12. Michelson AD, Frelinger AL, III, Braunwald E, Downey WE, Angiolillo 
DJ, Xenopoulos NP, Jakubowski JA, Li Y, Murphy SA, Qin J, McCabe 
CH, Antman EM, Wiviott SD; TRITON-TIMI 38 Investigators. 
Pharmacodynamic assessment of platelet inhibition by prasugrel vs. clopi-
dogrel in the TRITON-TIMI 38 trial. Eur Heart J. 2009;30:1753–1763. 
doi: 10.1093/eurheartj/ehp159.

 13. Storey RF, Angiolillo DJ, Patil SB, Desai B, Ecob R, Husted S, 
Emanuelsson H, Cannon CP, Becker RC, Wallentin L. Inhibitory effects 
of ticagrelor compared with clopidogrel on platelet function in patients 
with acute coronary syndromes: the PLATO (PLATelet inhibition and pa-
tient Outcomes) PLATELET substudy. J Am Coll Cardiol. 2010;56:1456–
1462. doi: 10.1016/j.jacc.2010.03.100.

 14. Parodi G, Marcucci R, Valenti R, Gori AM, Migliorini A, Giusti B, 
Buonamici P, Gensini GF, Abbate R, Antoniucci D. High residual platelet 
reactivity after clopidogrel loading and long-term cardiovascular events 
among patients with acute coronary syndromes undergoing PCI. JAMA. 
2011;306:1215–1223. doi: 10.1001/jama.2011.1332.

 15. Silvain J, Cayla G, Hulot JS, Finzi J, Kerneis M, O’Connor SA, 
Bellemain-Appaix A, Barthélémy O, Beygui F, Collet JP, Montalescot 
G. High on-thienopyridine platelet reactivity in elderly coronary patients: 
the SENIOR-PLATELET study. Eur Heart J. 2012;33:1241–1249. doi: 
10.1093/eurheartj/ehr407.

 16. Montalescot G, van ‘t Hof AW, Lapostolle F, Silvain J, Lassen JF, 
Bolognese L, Cantor WJ, Cequier A, Chettibi M, Goodman SG, Hammett 
CJ, Huber K, Janzon M, Merkely B, Storey RF, Zeymer U, Stibbe 
O, Ecollan P, Heutz WM, Swahn E, Collet JP, Willems FF, Baradat C, 
Licour M, Tsatsaris A, Vicaut E, Hamm CW; ATLANTIC Investigators. 
Prehospital ticagrelor in ST-segment elevation myocardial infarction. N 
Engl J Med. 2014;371:1016–1027. doi: 10.1056/NEJMoa1407024.

 17. Steg PG, van ‘t Hof A, Hamm CW, Clemmensen P, Lapostolle F, Coste P, 
Ten Berg J, Van Grunsven P, Eggink GJ, Nibbe L, Zeymer U, Campo dell’ 
Orto M, Nef H, Steinmetz J, Soulat L, Huber K, Deliargyris EN, Bernstein 
D, Schuette D, Prats J, Clayton T, Pocock S, Hamon M, Goldstein P; 
EUROMAX Investigators. Bivalirudin started during emergency trans-
port for primary PCI. N Engl J Med. 2013;369:2207–2217. doi: 10.1056/
NEJMoa1311096.

 18. Yusuf S, Sleight P, Rossi P, Ramsdale D, Peto R, Furze L, Sterry H, 
Pearson M, Motwani R, Parish S, Gray R, Bennett D, Bray C. Reduction 
in infarct size, arrhythmias and chest pain by early intravenous beta block-
ade in suspected acute myocardial infarction. Circulation. 1983;67(6 pt 
2):I32–I41.

 19. Kim YI, Williams JF Jr. Large dose sublingual nitroglycerin in acute myo-
cardial infarction: relief of chest pain and reduction of Q wave evolution. 
Am J Cardiol. 1982;49:842–848.

 20. Hobl EL, Stimpfl T, Ebner J, Schoergenhofer C, Derhaschnig U, Sunder-
Plassmann R, Jilma-Stohlawetz P, Mannhalter C, Posch M, Jilma B. 
Morphine decreases clopidogrel concentrations and effects: a random-
ized, double-blind, placebo-controlled trial. J Am Coll Cardiol. 2014;63: 
630–635. doi: 10.1016/j.jacc.2013.10.068.

 by guest on January 6, 2015http://circinterventions.ahajournals.org/Downloaded from 

http://circinterventions.ahajournals.org/


and Dimitrios Alexopoulos
Renato Valenti, Katerina Stavrou, Angela Migliorini, David Antoniucci, Corrado Tamburino 

Guido Parodi, Benedetta Bellandi, Ioanna Xanthopoulou, Piera Capranzano, Davide Capodanno,
Coronary Intervention

With ST-Elevation Acute Myocardial Infarction Undergoing Primary Percutaneous 
Morphine Is Associated With a Delayed Activity of Oral Antiplatelet Agents in Patients

Print ISSN: 1941-7640. Online ISSN: 1941-7632 
Copyright © 2014 American Heart Association, Inc. All rights reserved.

Avenue, Dallas, TX 75231
is published by the American Heart Association, 7272 GreenvilleCirculation: Cardiovascular Interventions 

doi: 10.1161/CIRCINTERVENTIONS.114.001593
2015;8:Circ Cardiovasc Interv. 

 http://circinterventions.ahajournals.org/content/8/1/e001593
World Wide Web at: 

The online version of this article, along with updated information and services, is located on the

  
 http://circinterventions.ahajournals.org//subscriptions/

is online at: Circulation: Cardiovascular Interventions  Information about subscribing to Subscriptions:
  

 http://www.lww.com/reprints
 Information about reprints can be found online at: Reprints:

  
document. Answer

Permissions and Rights Question andunder Services. Further information about this process is available in the
permission is being requested is located, click Request Permissions in the middle column of the Web page
Clearance Center, not the Editorial Office. Once the online version of the published article for which 

 can be obtained via RightsLink, a service of the CopyrightCirculation: Cardiovascular Interventionsin
 Requests for permissions to reproduce figures, tables, or portions of articles originally publishedPermissions:

 by guest on January 6, 2015http://circinterventions.ahajournals.org/Downloaded from 

http://circinterventions.ahajournals.org/content/8/1/e001593
http://www.ahajournals.org/site/rights/
http://www.ahajournals.org/site/rights/
http://www.lww.com/reprints
http://circinterventions.ahajournals.org//subscriptions/
http://circinterventions.ahajournals.org/

