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ABSTRACT

BACKGROUND AND PURPOSE: In cases of large-vessel-occlusion strokes due to an underlying tandem internal carotid artery occlu-
sion or intracranial atherosclerotic disease, concomitant stent placement may be needed. Immediate platelet inhibition is necessary,
but to date, a standardized approach for antiplatelet inhibition in acute settings is still missing. Here we report our single-center
experience about the safety and efficacy of periprocedural administration of cangrelor in patients with acute ischemic stroke due
to intracranial or cervical artery occlusion undergoing stent placement.

MATERIALS AND METHODS:We retrospectively evaluated all cases of acute ischemic stroke that needed acute stent implantation
and were treated with periprocedural administration of cangrelor between January 2019 and April 2020 at our institution. All
patients who needed either extracranial or intracranial artery stent placement (in either the anterior or posterior circulation) were
included.

RESULTS: We evaluated 38 patients in whom cangrelor was administered IV periprocedurally. Their mean age was 64 years (range,
26–85 years), with 25/38 male subjects and 13/38 female patients. In 26 patients (68.4%), a tandem occlusion was present and was
treated with carotid artery stent placement, while 12 patients (31.6%) required an intracranial stent implantation. In 4 subjects
(10.5%), an intracerebral hemorrhage occurred after the procedure. All patients in the series were alive 1 week after the procedure.

CONCLUSIONS: Although larger, multicentric randomized studies are strongly warranted, our results support the hypothesis of a
possible role of cangrelor as a valuable therapeutic option in the management of platelet inhibition in acute ischemic stroke proce-
dures after intra- or extracranial stent placement.

ABBREVIATIONS: AIS ¼ acute ischemic stroke; DAPT ¼ dual-antiplatelet therapy; GP ¼ glycoprotein; ICH ¼ intracerebral hemorrhage; PCI ¼ percutaneous
coronary intervention; STEMI ¼ ST-segment elevation myocardial infarction

Endovascular treatment has become the standard care of acute
ischemic stroke (AIS) due to large-vessel occlusion, which

results most often from a cardioembolic event (mainly atrial fi-
brillation).1 Nevertheless, 15%–20% of large-vessel strokes have
an underlying tandem internal carotid artery occlusion or intra-
cranial atherosclerotic disease2, with the latter showing a higher
incidence in the Asian population.3 Patients with AIS due to an
underlying atherosclerotic extracranial or intracranial stenosis

frequently need concomitant stent placement to maintain vessel
patency.

Thrombosis is a known and serious complication following
stent implantation. Indeed, both bare metal and drug-eluting
stents can increase the thrombogenicity of atherosclerotic plaque,
inducing platelet adhesion, activation, and thrombus formation
directly on or near the stent.4 Thus, dual-antiplatelet therapy
(DAPT) is long considered mandatory in patients undergoing
endovascular stent placement, to reduce the risk of thromboem-
bolic complications.

In emergency settings, when stent placement is required in
patients without preadmission DAPT, the choice of the right
antiplatelet treatment among all those available could be prob-
lematic. Thus, inhibitors of glycoprotein IIb/IIIa (GP IIb/IIIa) are
known to be safe and efficient, being widely used in clinical
practice.5

Nevertheless, in patients with AIS, the risk of intracranial hem-
orrhage is considerably higher, especially if intravenous fibrinolytic
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therapy has been administered, either if oral P2Y12 receptor inhib-
itors or IV GP IIb/IIIa inhibitors are administered or not.6 In the
unfortunate case of the occurrence of an intracerebral hemorrhage,
the long half-life of these medications may represent a disadvant-
age in patient management. Nonetheless, this risk is generally out-
weighed by the potentially more severe consequences of vessel
occlusion due to in-stent thrombosis.

Most of the antiplatelet strategies used in neurointerventions
come from experience in interventional cardiology. Indeed, the
use of DAPT in the emergency department has been extensively
investigated in patients with ST-segment elevation myocardial in-
farction (STEMI) and without it. According to current guide-
lines,7 in patients with STEMI and in subjects referred to
percutaneous coronary intervention (PCI), pretreatment with a
P2Y12 inhibitor is generally recommended in addition to aspirin
(Bayer). In particular, ticagrelor administration is recommended
on top of aspirin, regardless of the initial treatment strategy and
also in patients already undergoing clopidogrel administration.
According to the same guidelines,7 when patients undergoing a
PCI are not pretreated with a P2Y12 inhibitor, cangrelor can be
safely used in the catheterization laboratory and ticagrelor can be
administered any time before, during, or at the end of cangrelor
infusion.

Although characterized by these valuable features, cangrelor use
is still off-label in the setting of neuroendovascular interventions.

Given the relative lack of evidence about cangrelor efficacy in
the setting of acute neuroendovascular interventions, the aim of
this study was to report a single-center experience about the
effects of periprocedural IV administration of this drug in
patients with AIS due to intracranial or cervical artery occlusion,
who needed stent placement.

MATERIALS AND METHODS
Patient Population
This retrospective study was approved by Niguarda Cà Granda
Hospital review board. Informed consent was secured from each
patient, if possible, or from his or her next of kin.

At our institution, standard informed consent for emergency
endovascular procedures includes consent to use antiplatelet
drugs, if needed, even if off-label. Our institution approved the
off-label use of cangrelor for neuroendovascular procedures.

Our single-center prospectively maintained data base was
searched to evaluate all patients with AIS who underwent an
endovascular procedure requiring acute stent implantation and
who were treated with periprocedural administration of cangre-
lor. All patients who needed either extracranial or intracranial
stent placement, both in the anterior and posterior circulations
between January 2019 and April 2020, were included.

Cangrelor Administration Protocol
Our approach in the presence of AIS due to tandem occlusions is
to treat the patient in a “retrograde fashion,” performing intracra-
nial thrombectomy first and stent placement afterward, with the
patient under conscious sedation, if possible.

Imaging protocol for patient selection was achieved by the ac-
quisition of a nonenhanced CT scan followed by multiphasic CTA
and CT perfusion. Choice of an adequate thrombectomy technique

(ie, a direct aspiration first-pass technique, stent-retriever, or a
combination of both) was then made by each neuroradiologist
according to the site of the occlusion. Balloon-guided catheters
were used only in cases of intracranial ICA or cervical ICA occlu-
sions with no concomitant intracranial occlusions.

The choice to implant a stent was made in the neurointerven-
tional suite if no hemorrhagic complications occurred after throm-
bectomy and a good recanalization (TICI 2b–3) was achieved,
according to the decision process shown in the Figure.

The only exclusion criterion for cangrelor administration was
intracranial bleeding, ruled out by a conebeam CT performed in
the angiosuite.

As soon as the operator deemed it necessary to implant a stent,
in patients with no ongoing antiplatelet therapy and not receiving
rtPA administration, a loading dose of 500mg of aspirin was
administered intravenously at the beginning of the procedure.
After stent placement, its patency was monitored for about
30minutes, with the patient remaining in the angiosuite and
angiograms were obtained every 10 minutes.

If no intrastent thrombosis occurred, cangrelor administra-
tion was avoided. On the other hand, in the case of intrastent
thrombosis a 30-mg/kg bolus of cangrelor was administered, fol-
lowed by a 4.0-mg/kg/min IV infusion, until the transition to the

FIGURE. Stent placement and cangrelor administration decision pro-
cess. CBCT indicates conebeam CT.
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oral P2Y12 inhibitor ticagrelor was deemed possible according to
the treating physician. A loading dose of ticagrelor, 180mg, was
administered 30minutes before cangrelor infusion was discontin-
ued. No blood assay was performed to evaluate the effectiveness
of antiaggregation, according to our institutional protocol. The
postprocedural dual-antiplatelet therapy was performed with
ticagrelor, 90mg twice a day, and aspirin, 100mg, except for indi-
vidualized modifications.

In patients who were initially treated with rtPA with no ongoing
antiplatelet therapy, after ruling out hemorrhagic complications of
the thrombectomy, cangrelor was administered immediately before
stent placement, as described above. If during cangrelor infusion,
patients showed a clinical deterioration due to hemorrhagic compli-
cations, cangrelor administration was stopped and ticagrelor admin-
istration was avoided.

Follow-Up and Study Outcomes
All patients received close clinical monitoring in a Stroke Unit or in
a Neurologic Intensive Care Unit for at least 24hours after the pro-
cedure. A nonenhanced brain CT scan was scheduled 24hours after
the procedure for all patients in the absence of signs of neurologic
deterioration. Cervical carotid artery stent patency was assessed
with a Doppler sonographic examination performed 24hours after
the procedure, while intracranial stent patency was assessed with an
intracranial CTA. Finally, a brain CT perfusion scan was performed
only in selected cases in which doubts about stent patency and/or
signs of cerebral ischemia occurred.

The primary outcomes were the occurrence of in-stent throm-
bosis and the evidence of intracrerebral hemorrhage (ICH) both
periprocedurally and during the first week after the treatment in
in patients stented acutely.

Statistical Analysis
For this report, only descriptive statistics were performed. As for
demographic data and baseline patient population characteristics,
continuous variables were presented as mean or median, and cat-
egoric values, as absolute values and percentages. Statistical analy-
ses were performed using R, Version 3.6.1 (http://www.r-project.
org/).8

RESULTS
Between January 2019 and April 2020, four hundred thirteen
endovascular procedures for AIS were performed in our center.
Among these, 65 patients, 15.7%, required stent implantation, with
38 subjects (59%) administered IV cangrelor periprocedurally. A
complete list of patient demographics, procedural characteristics,
and posttreatment complications is presented in the On-line Table.

In this series, the average age was 64613 years (range, 26–85
years). Five patients received endovascular treatment under gen-
eral anesthesia, while the remaining 33 were treated under con-
scious sedation. Furthermore, 10 patients (26.3%) were treated
with an aspiration technique and 19 subjects (50%) underwent a
combination of aspiration and stent retriever, while in 6 patients
(15.8%), both aspiration and a combined technique were used.
Finally, in the 3 subjects without intracranial occlusions (7.9%),
cervical ICA stent placement was performed.

Six patients were treated during the coronavirus disease 2019
(COVID-19) pandemic, and 1 tested positive for this condition.
In 11 patients (28.9%), the onset time of the stroke was unknown,
while for the remaining patients, the mean onset-to-groin time
was 3056 116.8 minutes (range, 120–776minutes). At the time
of the endovascular treatment, 10 patients (26.3%) were under
single- or dual-antiplatelet therapy for concomitant pathologies,
while only 1 subject (2.6%) was under oral anticoagulation for
atrial fibrillation. Of the 38 subjects, 16 patients (42.1%) received
IV thrombolysis, while 11 subjects (28.9%) also received intrapro-
cedural aspirin in anticipation of stent placement.

Twenty-six patients (68.4%) presented with tandem occlusions
and were treated with cervical or intrapetrous carotid artery stent
placement. In this subgroup, 25 Carotid Wallstents (Boston
Scientific) were implanted, and only 1 PRO-Kinetic Energy cobalt
chromium coronary stent (Biotronik) was implanted for the treat-
ment of a cervical vertebral artery occlusion. The remaining 12
patients (31.6.%) required intracranial stent implantation, due to ei-
ther atherosclerotic disease or dissection of intracranial arteries. In
this group, we implanted 7 PRO-Kinetic Energy cobalt chromium
coronary stents (Biotronik), 4 Solitaire AB stents (Medtronic), and
1 Neuroform Atlas Stent System (Stryker Neurovascular).

With the exception of a single case (2.6%, TICI 2a), in all
patients (97.4%), a good or complete recanalization was achieved
(TICI 2b/3).

At the short-term imaging follow-up, no intraprocedural stent
occlusion occurred, and no postprocedural stent occlusion occurred
within the first 24 hours except for 3 cases (7.9%). Two of these
patients, already under oral antiplatelet therapy with clopidogrel,
were not switched to ticagrelor and experienced occlusion of the
stent when cangrelor infusion was discontinued. One of them
underwent a second endovascular procedure during which tirofiban
administration and subsequent ticagrelor transition were per-
formed, and the stent was proved patent at 1-week follow-up. The
second patient, who was treated with stent placement for an MCA
occlusion with an underlying stenosis, did not undergo a second
endovascular procedure because he was transferred to a spoke hos-
pital after the procedure; and by the time clinical deterioration was
noticed, an ischemic lesion affected the entire MCA territory. The
third patient, who underwent basilar artery stent placement for an
atherosclerotic stenosis, experienced early postprocedural stent
occlusion due to clot progression from the contralateral vertebral ar-
tery despite the correct administration of ticagrelor 30minutes
before stopping cangrelor infusion.

During the first week after the procedure, only 1 stent occlusion
occurred (2.6%). This patient was under dual-antiplatelet therapy
with ticagrelor and aspirin and was switched to ticlopidine and as-
pirin 24 hours before neurologic symptoms relapsed. The patient
underwent a second endovascular procedure, with subsequent can-
grelor administration and ticagrelor transition, obtaining stent pat-
ency at 1-week follow-up.

In 2 patients (5.2%), a vessel perforation with minimal subse-
quent subarachnoid hemorrhage occurred, but it was stable after
the end of the procedure. In 4 subjects, a small amount of con-
trast media was found in the Sylvian fissure due to stent retriever
traction, without clinical consequences. In such cases, there was
no clinical deterioration and no need to stop cangrelor infusion.
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In 4 subjects (10.5%), a basal ganglia reperfusion ICH occurred
after the procedure. None of these patients received intravenous
thrombolysis, with 1 subject (2.6%) requiring surgical evacuation.
The immediate withholding of cangrelor infusion allowed the per-
formance of a safe operation. In the remaining 3 cases, the ICH
induced a clinical deterioration, but no surgical evacuation was
required, with a subsequent nonenhanced CT scan showing no
progression of the ICH after cangrelor discontinuation. All 4
patients were not switched to ticagrelor oral antiplatelet therapy.

All hemorrhagic complications occurred in the ischemic terri-
tory. No new hemorrhagic complications, either systemic or in-
tracranial, occurred in the first postprocedural week.

DISCUSSION
This is one of the few reports regarding the intraprocedural use of
cangrelor in patients with AIS treated with stent implantation.
Although they are being characterized by a descriptive evaluation
of data, obtained without a control group, our results seem to sug-
gest that cangrelor could be an effective drug in preventing stent
thrombosis, not increasing the risk of hemorrhagic transformation,
especially compared with other intraprocedural antiplatelet thera-
pies.9,10 Furthermore, the very short half-life of cangrelor could
allow an immediate interruption of the antiplatelet action if its dis-
continuation is needed in case of a hemorrhagic event.

To date, very few studies have been performed to evaluate can-
grelor efficacy during emergency neuroendovascular procedu-
res.11-14 Indeed, only 27 patients with AIS eligible for stent implanta-
tion and subsequently treated with cangrelor administration have
been described in literature,11-13 and to the best of our knowledge,
our study describes, to date, the largest series of patients with AIS
undergoing acute stent placement and cangrelor administration.

Until the end of 2018, ReoPro (abciximab) has been the main
antiplatelet drug used in our center after stent placement during AIS
endovascular procedures. Shortly thereafter, this treatment option
was withdrawn from the italian drug market, and there was a need
for a new antiplatelet therapy. Although valuable alternatives to abcix-
imab (namely, tirofiban or eptifibatibe, both GP IIb/IIIa inhibitors)
were considered at the time, cangrelor gained particular attention due
to its promising results in endovascular cardiology procedures.

Cangrelor is a reversible inhibitor of the P2Y12 receptor, being
a nonthienopyridine adenosine triphosphate analog. The main
pharmacokinetic features of this drug are summarized in the Table.

In particular, compared with other P2Y12 inhibitors, cangrelor
has a rapid onset of action, a short half-life, and a predictable phar-
macokinetic profile, and it is extensively metabolized by plasma de-
phosphorylation to inactive metabolites.15 It has been approved by
the Food and Drug Administration for IV periprocedural use in
patients undergoing PCI not treated with a P2Y12 platelet inhibitor
or glycoprotein IIb/IIIa inhibitors. For this indication, cangrelor is
administered as a 30 -mg/kg bolus, followed by a continuous infu-
sion of 4mg/kg/min for the PCI duration or at least for 2hours. The
A Clinical Trial Comparing Cangrelor to Clopidogrel Standard of
Care Therapy in Subjects Who Require Percutaneous Coronary
Intervention (CHAMPION-PHOENIX) trial showed that the
occurrence of adverse events at 48 hours (including myocardial in-
farction, ischemia-driven revascularization, stent thrombosis, and,
in some cases, death) is lower in patients treated with cangrelor
compared with those receiving clopidogrel.16

Given the growing evidence supporting the use of this drug in
patients with STEMI undergoing PCI, some investigators have
started to test its efficacy and safety in neurointerventional proce-
dures.11-14

Our results are in accordance with those reported by Aguilar-

Salinas et al11 describing, in a small case series, patients undergoing

emergency stent placement for acute ischemic stroke or sympto-

matic intracranial aneurysms treated with periprocedural cangrelor

at half of the standard dose for PCI. Similarly, another study14 also

reported the efficacy of a full dose of this drug in the antiplatelet

management of the acute stroke phase in either stent-assisted coiling

or flow-diverter treatment of intracranial aneurysms. Furthermore,

our results are also in accordance with those reported by 2 other

studies12,13 describing 2 case series of patients with AIS treated with

stent implantation and cangrelor infusion. Finally, and also in line

with previous evidence, the very low rate of symptomatic intracra-

nial hemorrhage we found in our cases is similar to those in other

reported series using cangrelor after stent placement.12,13

Nevertheless, some degree of heterogeneity exists in the litera-
ture regarding the administered cangrelor dose. In this study, we
have administered the standard cardiologic PCI dose, similar to
what happened in most of the previous case series.12,13 Nevertheless,
another study reported using a half-dose of cangrelor; although only
8 patients were enrolled in their series, the authors reported neither
hemorrhagic nor thromboembolic complications.11 In our study,
the full-dose decision was made because the vessels of patients with

Chemical and pharmacokinetic characteristics of P2Y12 receptor inhibitorsa

Compound Clopidogrel Prasugrel Ticagrelor Cangrelor
Marketed name Plavix Effient (US) Brilinta (US) Kengreal (US)

Efient (EU) Brilique or Possia (EU) Kengrexal (EU)
Reversibility Irreversible Irreversible Reversible Reversible
Administration route Oral Oral Oral Intravenous
Frequency of administration Once daily Once daily Twice daily Bolus plus infusion
Onset of effect 2–8 hours 30min to 4 hours 30min to 4 hours Immediate
Duration of effect 5–7 days 7–10 days 3–5 days 30–60min
Halflife 6 hours 7 hours 8 hours 3–5min
Apparent volume of distribution 6–72 L 44–68 L 88 L 3.9 L
Plasma protein binding 98% 98% 99.7% 97%–98%
Prodrug Yes Yes No No
Influenced by genetic variation Yes No No No

aModified from Aguilar-Salinas et al,11 2019, with permission from BMJ Publishing Group Ltd.
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AIS are likely to have unstable atheromatic plaques, similar to the
atheromatous coronary arteries that are PCI targets. On the other
hand, ruptured aneurysms (predominantly dissecting if acute stent
placement is required) entail an intrinsically higher risk of hemor-
rhagic complications compared with AIS. Although the main pur-
pose of this study was to report our experience with cangrelor in the
treatment of patients with AIS without giving directives about dos-
age and administration protocol, we think that future studies focus-
ing on different doses of this drug are warranted to find the right
balance between efficacy in avoiding thromboembolic complications
and reduction of hemorrhagic complications and, in the future, also
obtaining tailored drug doses in different patients.

As previously mentioned, cangrelor has a pharmacokinetic pro-
file, especially compared with GP IIb/IIIa inhibitors, that is particu-
larly fitted for its use in acute interventions, when fast, effective
treatment and a short half-life are desired. Indeed, its infusion can
be started during the procedure and immediately before stent place-
ment without any premedication, a great advantage in neuroendo-
vascular procedures in which a risk of intracranial vessel injury
resulting in hemorrhagic complications is present. In fact, due to
the fast effect of cangrelor, the operator can rapidly opt for stent
placement and antithrombotic therapy up until the end of the intra-
cranial maneuvers, after ruling out any intracranial hemorrhage.

Furthermore, in those few cases in which hemorrhagic compli-
cations occur during cangrelor infusion, its short half-life makes
the case management easier, given that its antiplatelet activity sub-
sides in less than an hour after the end of the infusion.16 This fea-
ture is of great importance, especially in cases in which a rapid
hematoma evacuation is needed, eliminating the need for platelet
transfusion. On the other hand, if hemorrhagic complications
occur during either GP IIb/or P2Y12 inhibitor treatment, a platelet
transfusion may be needed to correct platelet activity, with subse-
quent time loss and a higher risk of hemorrhage progression.17

In our series, only 1 patient needed emergency surgical evacua-
tion because of a large basal ganglia hematoma ruled out immedi-
ately after the procedure, while cangrelor infusion was still ongoing
and promptly discontinued for surgical purposes. A similar case has
been recently described,13 with a patient who received cangrelor as
bridging therapy and required an urgent operation 72hours after
the procedure due to an enlarging infarction. Although some differ-
ences between the 2 cases exist (eg, indications or time of surgery),
in both cases, the management of the antiplatelet therapy with can-
grelor proved to be a safe treatment, avoiding platelet transfusion.

Thus, cangrelor might be a valuable treatment option also as a
bridging strategy (also at the low 0.75-mg/kg/min dose), as
recently reported.18 Indeed, in a case series recently reported by
Godier et al19 on patients undergoing an unplanned operation af-
ter intracranial stent placement, the bridging protocol succeeded
in achieving and maintaining platelet inhibition during DAPT
discontinuation, with a return to baseline platelet function within
1 hour after cangrelor withdrawal.

Finally, cangrelor might be considered a first-line agent in
patients with chronic kidney disease.20 Indeed, it is known that
renal function does not alter the pharmacokinetic profile of the
drug,21 even if clinical studies selectively performed on this popu-
lation of patients have not been published yet. In this context, in
several patients with AIS, there is usually a concomitant presence

of renal dysfunction. Given that these patients usually receive
high contrast media doses, both during the diagnostic workflow
and the endovascular procedure, having a treatment option that
does not affect the renal function is desirable.

Once cangrelor is infused or suspended, ticagrelor (loading dose,
180mg) has been found to be the safest drug for maintaining anti-
platelet activity; it binds competitively to the P2Y12 receptors, thus
allowing a continuous and more predictable antiplatelet effect.22,23

Different studies have shown a possible benefit of ticagrelor
when switching from cangrelor.22,23 In our series, 2 subjects were
under clopidogrel treatment at the time of the procedure. Given
the lack of studies on patients treated simultaneously with clopi-
dogrel and cangrelor, we refrained from switching to ticagrelor in
these 2 patients to avoid an increase in the risk of intracranial
hemorrhage. Furthermore, previous studies postulated a compet-
itive effect of cangrelor on clopidogrel antiplatelet activity, thus
inducing a blockage of P2Y12, making it unavailable for the
active metabolite of clopidogrel itself.23,24

These considerations are also indirectly confirmed and sub-
stantiated by some of our results. In particular, in 2 cases of early
in-stent thrombosis we experienced, the relapse of neurologic
symptoms was documented approximately 50minutes after the
switch from cangrelor to aspirin and clopidogrel, which inciden-
tally appears to be the duration of cangrelor effect.

The 4 patients showing postprocedural ICH in our series
had poor blood pressure control following the endovascular
treatment. Although there is no clear correlation between poor
blood pressure control and hemorrhagic complications, existing
data suggest that uncontrolled blood pressure might be a rele-
vant risk factor for ICH development after carotid artery steno-
sis correction. Strict monitoring of blood pressure (with systolic
blood pressure values of ,140mm Hg) is therefore recom-
mended in the angiosuite as well as during the first postopera-
tive week to avoid reperfusion hemorrhage.25

On the other hand, if a small and self-limiting subarachnoid
hemorrhage suffusion occurs, cangrelor could be safely continued
under clinical and imaging monitoring because this complication
is often self-limiting.

This study has several limitations, mostly related to its retro-
spective, single-center nature, with a relatively small number of
patients enrolled, with short follow-up, and without comparison
with a control group. In addition, we did not perform any test to
evaluate the platelet response to P2Y12 inhibition. Finally, in our
group, there was a clear under-representation of patients already
treated with oral anticoagulants, which usually represent a signifi-
cant proportion of patients undergoing emergent neuroendovascu-
lar procedures, therefore limiting the generalizability of our results.

CONCLUSIONS
Although it is characterized by these limitations, we here report
a relatively large case series about periprocedural administration
of cangrelor in patients with AIS following the occlusion of an
intracerebral or cervical artery and requiring extracranial or in-
tracranial stent placement. Even though larger and randomized
studies are recommended, our results are in line with other pre-
liminary observations suggesting that cangrelor might be a valu-
able therapeutic option in the management of emergency
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neuroendovascular interventions, given its efficacy in rapid pla-
telet function inhibition and its fast resolution in cases of hem-
orrhagic complications.
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