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PDB: post-discharge bleeding 
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From the DAPT study 
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High DAPT Score ≥ 2  

NNT to prevent ischemia = 34 

NNH to cause bleeding = 272 

Low DAPT Score (< 2) 

NNT to prevent ischemia = 153 

NNH to cause bleeding 64 
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Variables  included 
• Age 
• White blood cell count 
• Hemoglobin at baseline 
• Creatinine clearance 



ACC/AHA ESC/EACTS 

Stable Ischemic  heart disease with PCI 

Minimum duration: 6 months Class I Class I 

High bleeding risk: 3 months Class IIb 

Very high bleeding risk: 1 month Class IIb 

High ischemic risk: > 6 months Class IIb Class IIb 

Acute coronary syndrome with PCI 

Minimum duration: 12 months Class I Class I 

High bleeding risk: 6 months 
 

Class IIb Class IIa 

Very high bleeding risk: >12 months Class IIb Class IIb 
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Aim: whether addition of aspirin to clopidogrel could have 
a greater benefit than clopidogrel alone in prevention of v
ascular events with potentially higher bleeding risk 
 
Population: 7599 high-risk patients with recent ischemic s
troke or transient ischemic attack and at least one additio
nal vascular risk factor who were already receiving clopido
grel 75 mg/day 
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Ischemic stroke, MI, vascular death 
 or hospitalization for acute ischemia 

Intracranial hemorrhage 
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573 patients on oral anticoagulant 
undergoing stenting 

Double therapy 
OAC + clopidogrel 

1 month if BMS / 1 year if DES 

Triple therapy 
OAC + clopidogrel+aspirin 

1 month if BMS / 1 year if DES 

One-year follow-up 
Primary endpoint: All bleeding event 

Secondary endpoint: composite of death, stroke, MI, 
stent thrombosis and target-vessel revascularization 

WOEST trial 
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Primary endpoint: TIMI bleeding incidence 
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Secondary endpoint: Death, MI, stroke, stent thrombosis  
and target-vessel revascularization 
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• Primary composite endpoint  
o major bleeding (ISTH) 
o clinically relevant non- 
major bleeding 

• Secondary composite endpoint 
o Thromboembolic events 
o Death 
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Primary endpoint: Major or clinically relevant non major bleeding 

Dabigatran 110mg BID + P2Y12 inhibitors  vs. triple therapy Dabigatran 150mg BID + P2Y12 inhibitors  vs. triple therapy 
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Secondary endpoint: Death, MI, stroke or systemic embolism  
or unplanned revascularization  
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Rivaroxaban 15 mg OD + P2Y12 inhibitor 

Rivaroxaban 2.5 mg BID 

+ DAPT 

VKA (INR 2.0–3.0) 

+ DAPT 

Rivaroxaban 15 mg OD 

+ low-dose ASA 

VKA + low-dose ASA 

N=2,124 

1:1:1 

Population: 

Non-valvular AF 

undergoing PCI  

R 
1 m: 16% 

6 m: 35% 

12 m: 49% 

1 m: 16% 

6 m: 35% 

12 m: 49% 

Decision for  

DAPT duration: 
1, 6 or 12 mont

hs 

12 m: 100% 

WOEST like 

ATLAS like 

Standard of care 
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TIMI major, TIMI minor or bleeding  
requiring medical attention 
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• Rivaroxaban 15 mg OD plus single antiplatelet vs VKA plus DAPT: HR=0.59; (95% CI 0.47–0.76); p<0.001 

 

 

• Rivaroxaban 2.5 mg BID plus DAPT vs VKA plus DAPT: HR=0.63 (95% CI 0.50–0.80); p<0.001 
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Cardiovascular death, MI or stroke 

• Rivaroxaban 15 mg OD plus single antiplatelet vs VKA plus DAPT: HR=1.08; (95% CI 0.69–1.68); p=0.75 

• Rivaroxaban 2.5 mg BID plus DAPT vs VKA plus DAPT: HR=0.93 (95% CI 0.59–1.48); p=0.77 



Reduced rates of CV hospitalization with  
Rivaroxaban+P2Y12inhibitor  vs. triple therapy 

HR: 0.68  (95%CI 0.54-0.85)   p<0.001 

Gibson, Circulation. 2017 24;135(4):323-333 





Short course of  

DAPT 

to minimize  

stent-related  

thrombotic events 

Monotherapy with a potent platelet inhibitor 

protects against systemic thrombosis while 

reducing ASA-related bleeding 

3 months 12 months 
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Baber et al, Am Heart J. 2016 Dec; 182:125-134 

Primary endpoint 
Time to first clinically relevant bleeding (BARC 2 or more) between 3 and 15 months 

Key secondary endpoint 
Composite of all-cause death, MI or stroke 
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Inclusion criteria: High-risk PCI 
 

At least  on of the following clinical criteria: 
• Age ≥ 65 years of age 
• Female gender 
• Troponin positive acute coronary syndrome 
• Established vascular disease defined as previous MI, documented PAD or CAP/PAD 
Revascularization 
• Diabetes mellitus treated with medications  
• Chronic kidney disease defined as creatinine clearance<60mL/min 

 
At least  on of the following clinical criteria: 
• Multivessel coronary artery disease 
• Target lesion requiring stent length > 30mm 
• Thrombotic target lesion 
• Bifurcation lesion with Medina X,1,1 classification requiring at least 2 stents 
• Left main or proximal LAD lesion 
• Calcified target lesion requiring atherectomy 



IMPORTANT: In  the Reference Treatment Strategy arm, ticagrelor is not allowed in stable patients, and clopidogrel must be given in  
combination with ASA. However, patients already on stable maintenance treatment with ticagrelor (or prasugrel) can continue with  
ticagrelor treatment (for 12 months post index-PCI).  
* In countries where available. 

All-comers PCI population 
 (ACS and Stable CAD patients) 

(N = 16,000) 

Experimental Treatment Strategy Reference Treatment Strategy 

Primary Endpoint (Effectiveness) 
Experimental treatment strategy superior to  

reference treatment strategy on cumulative 2 year composite of all 
cause mortality and new Q-wave MI 

ASA  
 

1 month 

Ticagrelor 
 

24 months 
 

Ticagrelor Clopidogrel ASA 
 

24 months 

 OR 

12 months 

NOT ALLOWED 

IN STABLE PTS  

1:1 Randomization, Open-Label Design 

Bivalirudin-supported  
BioMatrix family stent  implantation 

ONLY ALLOWED 

IN STABLE PTS  

Vranckx, Eurointervention. 2016 Nov 20;12(10):1239-1245 

GLOBAL-LEADERS trial 
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GLOBAL-LEADERS trial 

Primary endpoint 
• All-cause death or non-fatal, new Q-wave myocardial infarction 
 

Key secondary endpoint 
• Investigator –reported BARC 4 or 5 bleeding events 
 

Other endpoints 
• Composite of death, investigator-reported stroke, MI or coronary 

revascularization 
• Investigator-reported  stroke 
• Investigator-reported  myocardial infarction 
• Investigator-reported  coronary revascularization 
• Investigator-reported  definite stent thrombosis 

 
 


