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Defining the problem: old strategies versus
new strategies

1-year DAPT




Trials on 1-year DAPT with clopidogrel
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Risk-Benefit of 1-Year DAPT After DES

Implantation in Patients Stratified by
Bleeding and Ischemic Risk

IPD meta-analysis with 7 RCTs and 15,083 patients

Palmerini et al; JACC 2021
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Twelve or 30 Months of Dual Antiplatelet
Therapy after Drug-Eluting Stents

— Thienopyridine Blacebo Patients Presenting Without Myocardial Infarction

Thienopyridine vs. Placebo, 4.4% vs. 5.3%;

Patients Presenting With Myocardial Infarction
Hazard Ratio 0.83, p=0.08

Thienopyridine vs. Placebo, 3.9% vs. 6.8%;
Hazard Ratio 0.56, p<0.001
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Cumulative Incidence

0 3 6 9 12 15
Months After Randomization

Thienopyridine 1805 1770 1741 1713 1687 1654 Thienopyridine 4057 3971 3906 3866 3805 3728
Placebo 1771 1712 1683 1643 1603 1559 Placebo 4015 3910 3839 3788 3720 3669

Yeh et al et al; JACC 2016




1-year or less versus longer than 1-year DAPT in
patients stratified by clinical presentation

Aggregate data based meta-analysis including 6 RCTs and 21,457 patients
14,132 patients with SIHD and 7,325 patients with ACS
Median follow up of 19.5 months
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' duplicate publications: ° DAPT tria'
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Palmerini et al; Circ Cv Int 2019
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HBR: 1 month DAPT

Patients With Acute or Recent MI

95% Cl: 0.61-1.12) Pinteraction

A&
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(1 month)
Smits PC, et al. J Am Coll Cardiol. 2022;80(13):1220-1237.
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1-year DAPT with new strategies

Meta-Analysis
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Tests for overall effect
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Reduced Mortality With Antiplatelet Therapy
Deescalation After Percutaneous Coronary
ntervention in Acute Coronary Syndromes: A
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Tests for overall effect
Fixed effect: z = 5.11, p < 0.0001
Random effects: z = 5.11; p < 0.0001
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NMA with 43 trials and 189,261 patients

V J .
Comparison CV mortality HR  95%-Cl omparison ajor bleeding

Experimental vs ‘Aspirin’
Experimental vs "Aspirin’

Apixaban + Aspirin + Clopidogrel 0.91 [0.67; 1.24] Apixaban + Aspirin + Clopidogrel —e—— 3.92 [2.15;7.13] *
Aspirin 1.00 Aspirin 1.00

Aspirin + Clopidogrel ;. 1.66 [0.48; 5.81] Aspirin + Clopidogrel ., - 1.21 [0.74; 1.97)
Aspirin + Clopidogrel y5.m 0.95 [0.82; 1.10] Aspirin + Clopidogrel 45.m - 1.40 [1.04; 1.89]*
Aspirin + Clopidogrel 3., —t 0.82 [0.50; 1.35) Aspirin + Clopidogrel 3., — 0.87 [0.42; 1.84]
Aspfrin + Clopidogrel 6-m 5 0.83 [059. 118] Aspirin + C|opidogre| i —— 1.02 [066. 157]
Aspirin + Pfasugrel - 0.86 [0.72; 1.04) . Aspirin + Prasugrel . 1.81 [1.26; 2.59) *
Aspirin + Ticagrelor gg mg -l-. 0.81 [0.67; 0.97] Aspirin + Ticagrelor go mg —— 1.84 [1.30; 2.59] *

-

Aspirin + VKA 1.03 [0.89; 1.19 e

Clgpidogrel — 0.82 {0_51; 1.32} Aspirin + VKA 1.56 [1.14; 2.14) *
Placebo 1 2.04 [0.96; 4.34) Clopidogrel 0.87 [0.51; 1.47]
Rivaroxaban ; s, + Aspirin + Clopidogrel —e— 0.63 [0.47; 0.85) * Rivaroxaban ; smg + Aspirin + Clopidogrel 3.50 [1.99;6.15]*
Rivaroxaban , 5 g + Clopidogrel — 1.25 [0.58; 2.71) Rivaroxaban ; 5 g + Clopidogrel 2.09 [0.78; 5.57]
Rivaroxaban ; 5 mg + Ticagrelor gg mg ——y 0.71 [0.30; 1.68] Rivaroxaban ; g me + TiCagrelor gg mg 2.86 [1.20; 6.85]*
Ticagrelor gg mg - 0.62 [0.45; 0.86] * Ticagrelor gg mg 1.21 [0.81; 1.81]

Experimental vs "Aspirin+Clopidogrel12-m' Experimental vs ‘Aspirin + Clopidogrel 12-m’
Apixaban + Aspirin + Clopidogrel 0.96 [0.73; 1.26) Apixaban + Aspirin + Clopidogrel 2.79 [1.66;4.70) *
Aspirin + Clopidogrel 4, 1.75 [0.50; 6.05) Aspirin + Clopidogrel ., i 0.86 [0_59j 1.27]

Aspirin + Clopidogrel 4, 1.00 s g
Aspirin + Clopidogrel 3_,,:" 0.86 [0.53; 1.39) Aspirin + Clopidogrel 15 m 1.00

Aspirin + Clopidogrel ¢.q . 0.87 [0.64; 1.20) Aspirin + Clopidogrel 5., 0.62 [0.32; 1.23]
Aspirin + Prasugrel 0.91 [0.81; 1.02) Aspirin + Clopidogrel .n 0.73 [0.53; 0.99] *
Aspirin + Ticagrelor go mg - 0.85 [0.76; 0.95] * Aspirin + Prasugrel 1.29 [1.05; 1.58]*
Aspirin + VKA 1.09 [0.88; 1.33] Aspirin + Ticagrelor gg mg 1.31 [1.08; 1.58]*
Clopidogrel — 0.86 [0.55; 1.35) Aspirin + VKA 1.11 [0.72; 1.72)
Placebo 2.14 [0.99; 4.62] Clopidogrel 0.62 [0.40: 0.96] *
: » . > (0.40; 0.96]
Rivaroxaban ; sy + Aspirin + Clopidogrel —=— 0.66 [0.51; 0.86) Rivaroxaban , smg + Aspirin + Clopidogrel 2.49 [1.54; 4.03]*

Rivaroxaban , s me + Clopidogrel — 1.32 [0.62; 2.81) : ; :
Rivaroxaban , ¢ :: + Ticagrelor g mg —_— 0.75 [0.32; 1.74) Rivaroxaban ;5 mg + Clopidogrel 1.49 [0.58; 3.80)

Ticagrelor gg g 0.66 [0.49: 0.88] * Rfvaroxaban 25mg + Ticagrelor gg mg 2.04 [0.90; 4.64)
r T Ticagrelor gg mg 0.86 [0.64; 1.16]
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Navarese et al; EHJ Pharmacotherapy 2023




Conclusions

*A brief period of potent DAPT followed by
ticagrelor monotherapy up to 1 year may
provide the best safety and efficacy profile
in patients with acute coronary syndromes



