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ABSTRACT

OBJECTIVES This study assessed whether the choice of vascular access site influenced outcomes among non–ST-

segment elevation myocardial infarction (NSTEMI) patients enrolled in the ACCOAST (A Comparison of prasugrel at the

time of percutaneous Coronary intervention Or as pre-treatment At the time of diagnosis in patients with non–ST-

segment elevation myocardial infarction NCT01015287).

BACKGROUND Transfemoral access (TFA) has been associated with the risk of bleeding and increased mortality that is

elevated compared to transradial access (TRA) in acute coronary syndromes, although less consistently in NSTE acute

coronary syndrome (NSTE-ACS) than in STE-ACS.

METHODS The ACCOAST study evaluated a prasugrel loading dose of 60 mg given at the start of percutaneous coronary

intervention (PCI) versus a split loading dose of 30 mg given at the time of diagnosis of NSTE-ACS (prior to coronary angi-

ography), followed by 30mg given at the start of PCI. In the study, choice of access site was at the investigator’s discretion.

We compared ischemic and bleeding outcomes with TFA versus those with TRA, using propensity score correction.

RESULTS Of 4,033 patients, 1,711 (42%) underwent TRA. Use of TRA varied widely by country. TFA was not associated with

significant increases innoncoronarybypassgraft (CABG)-related thrombolysis inmyocardial infarction (TIMI) (hazard ratio [HR]

for TFA ¼ 1.46; 95% confidence interval [CI]: 0.59 to 3.62; p ¼ 0.42), nor in GUSTO (Global Utilization Of Streptokinase

and Tpa for Occluded arteries) or STEEPLE (Safety and Efficacy of Enoxaparin in PCI) major bleeding after propensity score

correction. TFA, however, increased combined non-CABG TIMI major or minor bleeding (HR for TFA ¼ 2.34; 95% CI: 1.17

to 4.69; p ¼ 0.017). Primary ischemic outcomes did not differ by access site, albeit individual endpoint analysis suggested

an association between TFA with an increase in urgent revascularizations and reduced risk of procedure-related stroke.

CONCLUSIONS In the ACCOAST trial, TFA did not significantly increase TIMI major bleeding, although TRA was

associated with a reduction in TIMI major or minor bleeding. Further study is needed to determine whether wider

application of radial approach to NSTE-ACS patients at high risk for bleeding improves overall outcomes.

(A Comparison of Prasugrel at PCI or Time of Diagnosis of Non-ST Elevation Myocardial Infarction [ACCOAST]; NCT01015287)

(J Am Coll Cardiol Intv 2016;9:897–907) © 2016 by the American College of Cardiology Foundation.
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B leeding related to either access site
or non-access site is an important
adverse event in patients with

acute coronary syndromes (ACS) undergoing
cardiac catheterization and percutaneous
coronary intervention (PCI) (1–3). Whereas
non–access site-related hemorrhages carries
an independent prognostic value, there is
more controversy over the relevance of ac-
cess site-related bleeding and on the role of
transradial access (TRA), a strategy associ-
ated with a marked decrease in access site-
related bleeding and vascular complications

compared to transfemoral access (TFA) (2,4–6). In

particular, there is relative agreement on the benefits
of TRA in ST-segment elevation-ACS (STE-ACS) (7–10),
whereas no clear picture emerges in the field of non–
STE-ACS (NSTE-ACS). Indeed, in NSTE-ACS, the avail-
able randomized data do not show a beneficial impact
of TRA on ischemic and hemorrhagic major endpoints
(11), whereas registry derived publications (12,13) and
subanalysis of randomized trials (14–17) are limited in
their conclusions by the tendency of operators to
adopt TRA in patients at lower bleeding risk and by

the small size of the TRA group (as many of these trials
were conducted mainly in the United States where
TRA has only recently become popular) (18,19).

The ACCOAST (A Comparison of prasugrel at the
time of percutaneous Coronary intervention Or as
pre-treatment At the time of diagnosis in patients
with non–ST-segment elevation myocardial infarc-
tion) study was a multicenter, randomized trial con-
ducted to appraise the efficacy (using ischemic
endpoints) and safety (using bleeding endpoints) of
pre-treatment with prasugrel, a potent P2Y12 inhibi-
tor, in NSTE-ACS patients (20). Main results of the
trial (21) and outcomes in the patients who underwent
PCI (22) were published previously.

In a pre-specified subanalysis, we took advantage
of the ACCOAST database to analyze ischemic and
bleeding outcomes according to the access site used,
with the aim of clarifying the role of TFA versus that of
TRA in modern treatment of NSTE-ACS patients.

METHODS

PATIENT POPULATION. The ACCOAST trial was a
prospective, randomized trial involving 4,033 pa-
tients with a diagnosis of NSTE-ACS and an elevated
troponin level, who were randomized to receive either
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ABBR EV I A T I ON S

AND ACRONYMS

ACS = acute coronary

syndrome(s)

HR = hazard ratio

MI = myocardial infarction

NST-ACS = non–ST-segment

elevation ACS

PCI = percutaneous coronary

intervention

TRA = transradial access

TFA = transfemoral access
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