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Table 1. Baseline Characteristics According to Presence or Absence of Clinical Indication for OAC

Characteristic Indication for OAC No indication for OAC
Abbrev DAPT Nonabbrev DAPT | Abbrev DAPT Nonabbrev DAPT
(n=848) (n=818) (n=1447) (n=1466)
Age, years 73.5 (8.8) 73.3(9.5) 77.7 (8.3) 77.5 (8.0)
Male sex 636 (75.0%) 612 (74.8%) 954 (65.9%) 969 (66.1%)
Body mass index, kg/m? 28.6 (4.9) 28.5 (4.8) 26.5 (4.4) 26.8 (4.6)
Family history of coronary artery disease 244 (28.8%) 217 (26.5%) 312 (21.6%) 336 (22.9%)
Arterial hypertension 669 (78.9%) 652 (79.7%) 1097 (75.8%) 1135 (77.4%)
Uncontrolled hypertension 50 (5.9%) 36 (4.4%) 69 (4.8%) 81 (5.5%)
Diabetes mellitus 279 (32.9%) 283 (34.6%) 475 (32.8%) 501 (34.2%)
Hyperlipidemia 581 (68.5%) 559 (68.3%) 961 (66.4%) 996 (67.9%)
Smoking status
Never 405 (47.8%) 395/817 (48.3%) 781/1442 (54.2%) 843/1459 (57.8%)
Previous 344 (40.6%) 348/817 (42.6%) 530/1442 (36.8%) 506/1459 (34.7%)
Current 99 (11.7%) 74/817 (9.1%) 131/1442 (9.1%) 110/1459 (7.5%)
Left ventricular ejection fraction, % 51.2(12.3) 50.2 (12.4) (n=779) | 54.8 (10.7) 54.6 (11.1)
(n=805) (n=1364) (n=1349)
Medical history
Peripheral vascular disease™ 117 (13.8%) 81 (9.9%) 126 (8.7%) 161 (11.0%)
Carotid artery disease 56 (6.6%) 39 (4.8%) 64 (4.4%) 105 (7.2%)
Heart failure 222 (26.2%) 233 (28.5%) 207 (14.3%) 205 (14.0%)
Myocardial infarction 172 (20.3%) 169 (20.7%) 262 (18.1%) 261 (17.8%)
g PCI 241 (28.4%) 197 (24.1%) 353 (24.4%) 397 (27.1%)
§ Cerebrovascular event 124 (14.6%) 105 (12.8%) 144 (10.0%) 197 (13.4%)
8 Stroke 88 (10.4%) 76 (9.3%) 105 (7.3%) 141 (9.6%)
g Transient ischemic attack 42 (5.0%) 31 (3.8%) 44 (3.0%) 53 (3.6%)
é Undetermined cerebrovascular event | 5 (0.6%) 5(0.6%) 6 (0.4%) 13 (0.9%)
§ Arterial thromboembolism 15 (1.8%) 9 (1.1%) 16 (1.1%) 15 (1.0%)
é' Venous thromboembolism 83 (9.8%) 83 (10.1%) 41 (2.8%) 32 (2.2%)
;% Coronary artery bypass graft surgery 85 (10.0%) 74 (9.0%) 85 (5.9%) 97 (6.6%)
& Prosthetic mechanical heart valve 33 (3.9%) 47 (5.7%) 10 (0.7%) 11 (0.8%)
‘(<; Aortic valve stenosis 36/763 (4.7%) 48/735 (6.5%) 55/1306 (4.2%) 56/1316 (4.3%)
g) Bleeding before/after qualifying PCI 76 (9.0%) 72 (8.8%) 108 (7.5%) 103 (7.0%)
g Chronic pulmonary disease 101 (11.9%) 102 (12.5%) 154 (10.6%) 181 (12.3%)
% Chronic kidney disease’ 156 (18.4%) 156 (19.1%) 262 (18.1%) 302 (20.6%)
N Liver disease 12 (1.4%) 14 (1.7%) 17 (1.2%) 18 (1.2%)
R Atrial fibrillation 726 (85.6%) 677 (82.8%) 44 (3.0%) 43 (2.9%)
History of cancer 96 (11.3%) 101 (12.3%) 252 (17.4%) 250 (17.1%)
Active cancer 24 (2.8%) 24 (2.9%) 86 (5.9%) 102 (7.0%)
Hematological or coagulation disorder 77 (9.1%) 80 (9.8%) 213 (14.7%) 208 (14.2%)
Chronic treatment with steroids or NSAIDs 65 (7.7%) 76 (9.3%) 137 (9.5%) 163 (11.1%)
Prior VKA treatment 317 (37.4%) 290 (35.5%) 10 (0.7%) 9 (0.6%)
PRECISE-DAPT score? 249 (11.2) 24.7 (11.3) 28.0 (10.6) 27.8 (10.7)
Prior bleeding 61 (7.2%) 57 (7.0%) 104 (7.2%) 98 (6.7%)
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Characteristic Indication for OAC No indication for OAC
Abbrev DAPT Nonabbrev DAPT | Abbrev DAPT Nonabbrev DAPT
(n=848) (n=818) (n=1447) (n=1466)
Hemoglobin, g/L 13.6 (1.8) 13.6 (1.7) 13.0 (1.8) 13.0 (1.8)
White blood cell count,t x 10°/L 8.6 (18.0) 8.0 (2.7) 8.1(4.3) 8.1 (3.7) (n=1465)
Creatinine clearance,’ mL/min/1.73 m? 71.8 (23.3) 71.9 (23.1) 70.1 (24.4) 70.5 (24.7)

Data are mean (SD), n (%), or n/n (%) in case of missing data.

Abbreyv indicates abbreviated; DAPT=dual antiplatelet therapy; NSAID=nonsteroidal anti-inflammatory drug; OAC=oral anticoagulation
medication; PCI=percutaneous coronary intervention, PRECISE-DAPT=predicting bleeding complications in patients undergoing stent
implantation and subsequent dual antiplatelet therapy; SD=standard deviation; VK A=vitamin K antagonist.

*Defined as intermittent claudication, peripheral artery bypass for insufficiency, gangrene, acute arterial insufficiency, untreated aneurysm (>6
cm), ankle brachial index <0.90, and aortic plaque.

tDefined as kidney damage (pathologic abnormalities or markers of damage, including abnormalities in blood or urine tests or imaging studies)
or estimated glomerular filtration rate <60 mL/min/1.73 m? for >3 months. {Calculated at screening visit; n=1 PRECISE Score calculated
without risk due to white blood cell. §Modification of Diet in Renal Disease.
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Table 2. Procedural Characteristics According to Presence or Absence of Clinical Indication for OAC

Characteristic Indication for OAC No indication for OAC
Abbreviated DAPT Nonabbreviated DAPT | Abbreviated DAPT Nonabbreviated
(n=848) (n=818) (n=1447) DAPT
(n=1466)
Clinical presentation*
Stable angina 364 (42.9%) 367 (44.9%) 558 (38.6%) 560 (38.2%)
Silent ischemia 101 (11.9%) 131 (16.0%) 144 (10.0%) 143 (9.8%)
NSTEMI 207 (24.4%) 168 (20.5%) 388 (26.8%) 390 (26.6%)
STEMI 67 (7.9%) 72 (8.8%) 206 (14.2%) 193 (13.2%)
Unstable angina 109 (12.9%) 80 (9.8%) 151 (10.4%) 180 (12.3%)
Clinical status*
Killip class II, III, or IV 89 (10.5%) 90 (11.0%) 163 (11.3%) 164 (11.2%)
Cardiac arrest 9 (1.1%) 12 (1.5%) 17 (1.2%) 20 (1.4%)
Heart rate, bpm 76.1 (18.8) 76.5 (18.2) 72.0 (14.7) (n=1446) 72.3 (15.2) (n=1462)

SBP, mmHg

134.7 (24.6) (n=846)

134.7 (24.4) (n=817)

139.0 (26.4) (n=1443)

138.1 (25.5) (n=1461)

Procedural characteristics*

Arterial access site

Femoral 122 (14.4%) 101 (12.3%) 238 (16.4%) 192 (13.1%)

Radial 725 (85.5%) 715 (87.4%) 1205 (83.3%) 1269 (86.6%)

Brachial 1(0.1%) 2 (0.2%) 4(0.3%) 5(0.3%)
IABP 8 (0.9%) 8 (1.0%) 16 (1.1%) 22 (1.5%)
LVAD 1(0.1%) 2(0.2%) 1 (0.1%) 4(0.3%)

Total amount of contrast, mL

168.4 (78.5) (n=841)

171.0 (81.3) (n=810)

168.0 (81.5) (n=1434)

164.5 (78.3) (n=1452)

edications during the procedure*

q Blo'sguindfevef:dny uﬁu pafdeojupoq

Unfractionated heparin 809 (95.4%) 782 (95.6%) 1375 (95.0%) 1390/1465 (94.9%)
Bivalirudin 3 (0.4%) 1 (0.1%) 2 (0.1%) 1/1465 (0.1%)
LMWH 27 (3.2%) 26 (3.2%) 36 (2.5%) 38/1465 (2.6%)
Cangrelor 5 (0.6%) 2 (0.2%) 3 (0.2%) 1/1465 (0.1%)
.o Glycoprotein II/I1la inhibitor 28 (3.3%) 21 (2.6%) 58 (4.0%) 55/1465 (3.8%)
STotal number of PCI¥
%E 1 789 (93.0%) 757 (92.5%) 1304 (90.1%) 1309 (89.3%)
g 2 57 (6.7%) 60 (7.3%) 134 (9.3%) 154 (10.5%)
‘g 3 2 (0.2%) 1 (0.1%) 9 (0.6%) 3 (0.2%)
FNumber of vessels treated per
patient*
1 648 (76.4%) 607 (74.2%) 1068 (73.8%) 1042 (71.1%)
2 166 (19.6%) 177 (21.6%) 317 (21.9%) 364 (24.8%)
3 34 (4.0%) 34 (4.2%) 62 (4.3%) 60 (4.1%)
Treated vessel(s)
Left main 50 (5.9%) 44 (5.4%) 76 (5.3%) 90 (6.1%)
LAD artery 449 (52.9%) 442 (54.0%) 791 (54.7%) 829 (56.5%)
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Characteristic Indication for OAC No indication for OAC
Abbreviated DAPT | Nonabbreviated DAPT | Abbreviated DAPT Nonabbreviated
(n=848) (n=818) (n=1447) DAPT
(n=1466)
Left circumflex artery 248 (29.2%) 246 (30.1%) 404 (27.9%) 443 (30.2%)
Right coronary artery 301 (35.5%) 284 (34.7%) 553 (38.2%) 522 (35.6%)
Bypass graft 15 (1.8%) 19 (2.3%) 23 (1.6%) 19 (1.3%)
Number of treated lesions per
patient
1 598 (70.5%) 561 (68.6%) 981 (67.8%) 975 (66.5%)
2 182 (21.5%) 181 (22.1%) 321 (22.2%) 341 (23.3%)
>3 68 (8.0%) 76 (9.3%) 145 (10.0%) 150 (10.2%)
Number stented lesions per patient
1 612 (72.2%) 568 (69.4%) 999 (69.0%) 997 (68.0%)
2 173 (20.4%) 179 (21.9%) 313 (21.6%) 328 (22.4%)
>3 63 (7.4%) 71 (8.7%) 135 (9.3%) 141 (9.6%)
At least one complex lesion B2 or C | 543 (64.0%) 537 (65.6%) 1019 (70.4%) 1042 (71.1%)
Number of stents per patient 1.7 (1.1) 1.7 (1.1) 1.8 (1.2) 1.8 (1.1)
Total stent length per patient, mm 37.5(28.1) 38.7 (28.1) 40.3 (29.9) 40.3 (28.6)
Any overlapping stenting 172 (20.3%) 149 (18.2%) 316 (21.8%) 301 (20.5%)
Any bifurcation or trifurcation 32 (3.8%) 41 (5.0%) 51 (3.5%) 60 (4.1%)
stenting

Data are mean (SD), n (%), or n/n (%) in case of missing data.

bpm indicates beats per minute; DAPT, dual antiplatelet treatment; IABP, intra-aortic balloon pump; LAD, left anterior descending; LMWH,
lgw—molecular-weight heparin; LVAD, left-ventricular assist device; NSTEMI, non-ST-segment elevation myocardial infarction; OAC, oral
anticoagulant; PCI, percutaneous coronary intervention; SBP, systolic blood pressure; SD, standard deviation; STEMI, ST-segment elevation
@yocardial infarction.

%ata from first PCI only.

ne PCI and up to two staged PCIs. The last PCI was the qualifying PCI 1 month before randomization.

eft main counted as two vessels.
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Table 3. Clinical Outcomes at 11 Months Post-Randomization (12-Month Follow-Up) (Intention-To-Treat Population)

Clinical indication for OAC

No clinical indication for OAC

Pinteraction

i

Abbrev | Nonabbrev | HR' (95% Com-Nougue Com- Abbrev Nonabbrev HR™ Com-Nougue Com-
DAPT DAPT CD Difference Nogue DAPT DAPT (95% CI) | Difference (95% | Nogue
(n=848) (n=818) (95% CI) P value | (n=1447) (n=1466) CI) P value
Coprimary composite 68 (8.0) 78 (9.6) 0.83 -1.57 0.26 104 (7.2) 104 (7.1) 1.01 0.11 0.91 0.35
outcome of all-cause (0.60-1.15) (-4.31t0 1.16) (0.77-1.33) (-1.76 to 1.99)
death, myocardial
infarction, stroke,
bleeding BARC 3 or 5
(NACE)
Coprimary composite 50 (5.9) 54 (6.7) 0.88 -0.74 0.53 88 (6.1) 84 (5.7) 1.06 0.37 0.67 0.45
outcome of all-cause (0.60-1.30) (-3.09 to 1.60) (0.79-1.44) (-1.35t0 2.09)
death, myocardial
infarction, stroke
(MACCE)
Coprimary composite 83(9.9) | 94(11.7) 0.83 -1.75 0.25 65 (4.6) 117 (8.1) 0.55 -3.52 <0.001 0.06
outcome of bleeding (0.62-1.12) (—4.75 to 1.25) (0.41-0.74) (-5.29 to —1.74)
BARC2,30r5
SDeath 31(3.7) 33 (4.1) 0.90 -0.40 0.67 44 (3.1) 48 (3.3) 0.93 -0.23 0.73 0.93
2 (0.55-1.47) (-2.26 to 1.46) (0.62-1.40) (=1.50 to 1.05)
8 Cardiovascular death 16 (1.9) 21 (2.6) 0.73 -0.70 0.34 21 (1.5) 23 (1.6) 0.92 -0.12 0.80 0.60
5 (0.38-1.40) (-2.14 t0 0.74) (0.51-1.67) (=1.01 t0 0.78)
% Noncardiovascular 11(1.3) 7 (0.9) 1.51 0.44 0.40 18 (1.3) 21 (1.5) 0.87 —-0.19 0.66 0.34
Sdeath (0.58-3.88) (=0.57 to 1.45) (0.46-1.63) (=1.03 t0 0.66)
ECerebrovascular 3(0.4) 13 (1.6) 0.22 -1.26 0.01 14 (1.0) 19 (1.3) 0.75 -0.33 0.40 0.10
Saccident (0.06-0.77) | (-2.23t0-0.30) (0.37-1.49) (-1.12 t0 0.45)
% Stroke’ 2(0.2) 10 (1.3) 0.19 -1.01 0.02 10 (0.7) 13(0.9) 0.78 -0.20 0.54 0.11
9 (0.04-0.87) | (-1.85t0-0.17) (0.34-1.78) (-0.86 t0 0.45)
\g  Ischemic stroke 2(0.2) 9(1.1) 0.21 —-0.89 0.03 9 (0.6) 9 (0.6) 1.01 0.00 0.99 0.09
3 (0.05-0.99) | (-=1.69 to —0.09) (0.40-2.55) (-0.58 t0 0.58)
é’ Hemorrhagic stroke | 0 (0.0) 2(0.3) 0.19 -0.25 0.16 1(0.1) 3(0.2) 0.34 -0.14 0.33 1.00
g (0.01-3.95) (=0.60 to 0.10) (0.04-3.24) (-0.41 t0 0.14)
glransient ischemic 1(0.1) 3(0.4) 0.32 -0.25 0.31 4(0.3) 6 (0.4) 0.67 -0.13 0.55 0.57
“attack (0.03-3.06) (=0.74 t0 0.24) (0.19-2.39) (-0.56 t0 0.30)
§\/Iyocardia1 infarction 19 (2.3) 17 (2.1) 1.07 0.16 0.83 41 (2.9) 32(2.2) 1.30 0.66 0.26 0.64
(0.56-2.06) (-=1.27 t0 1.59) (0.82-2.07) (-0.49 to 1.82)
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Late definite or probable | 3 (0.4) 4(0.5) 0.72 -0.14 0.66 11 (0.8) 5(0.3) 2.23 0.43 0.12 0.23
stent thrombosis (0.16-3.21) (—0.78 t0 0.50) (0.78-6.43) (=0.12 t0 0.97)
Late definite stent 2(0.2) 3(0.4) 0.64 -0.14 0.62 9 (0.6) 4(0.3) 2.28 0.36 0.16 0.24
thrombosis (0.11-3.82) (-0.68 t0 0.41) (0.70-7.41) (-0.14 t0 0.85)
Late probable stent 1(0.1) 1(0.1) 0.96 —-0.01 0.98 2 (0.1) 1(0.1) 2.03 0.07 0.55 0.69
thrombosis (0.06-15.32) | (-0.35100.34) (0.18-22.37) | (-0.16t0 0.31)
Bleeding BARC
classification
Type 1 34 (4.1) 47 (5.8) 0.69 -1.77 0.10 31 (2.2) 62 (4.3) 0.50 -2.11 0.001 0.32
(0.44-1.07) (-3.87 t0 0.33) (0.33-0.77) | (-3.40to—0.83)
Type 2 60 (7.2) 65 (8.1) 0.88 -0.91 0.49 42 (3.0) 87 (6.0) 0.48 -3.07 <0.001 0.02
(0.62-1.24) (-3.48 to 1.66) (0.33-0.69) | (4.59to-1.56)
Type 3 26 (3.1) 33(4.1) 0.75 -0.99 0.28 27 (1.9) 26 (1.8) 1.05 0.10 0.84 0.38
(0.45-1.26) (-2.80 t0 0.82) (0.61-1.80) (-0.89 to 1.09)
Type 3a 11(1.3) 18 (2.2) 0.58 -0.92 0.16 15 (1.1) 12 (0.8) 1.26 0.23 0.53 0.16
(0.28-1.24) (=2.21 t0 0.36) (0.59-2.70) (-0.48 t0 0.94)
Type 3b 13 (1.6) 12 (1.5) 1.04 0.07 0.91 8(0.6) 8 (0.6) 1.01 0.01 0.98 0.97
(0.47-2.27) (-1.12t0 1.26) (0.38-2.70) (=0.54 t0 0.56)
Type 3¢ 3(0.4) 3(0.4) 0.96 -0.01 0.97 4(0.3) 6 (0.4) 0.67 -0.14 0.54 0.74
(0.19-4.75) (=0.60 to 0.58) (0.19-2.39) (-0.57 t0 0.30)
%C’, Type 4 0 (0.0) 0(0.0) 1 0(0.0) 0(0.0) -
= Type5 1(0.1) 3(0.4) 0.32 -0.26 0.30 1(0.1) 5(0.4) 0.20 -0.27 0.11 0.77
g (0.03-3.07) (=0.75 t0 0.23) (0.02-1.73) (=0.61 t0 0.06)
= Type 5a 0 (0.0) 1(0.1) 0.32 -0.13 0.32 0(0.0) 1(0.1) 0.34 -0.07 0.32 1.00
e (0.01-7.84) (-0.38 t0 0.12) (0.01-8.34) (=0.20 t0 0.07)
ér Type 5b 1(0.1) 2(0.3) 0.48 -0.13 0.55 1(0.1) 4(0.2) 0.25 -0.21 0.19 0.70
5 (0.04-5.29) (-0.55 t0 0.29) (0.03-2.26) (-0.51 t0 0.10)
%- Type3or5 27 (3.2) 36 (4.5) 0.71 -1.24 0.19 28 (2.0) 31(2.1) 0.91 -0.17 0.75 0.50
s (0.43-1.18) (=3.11 t0 0.62) (0.55-1.52) (-1.21 t0 0.87)

=
Wata are n (%) unless otherwise specified.
bbrev indicates abbreviated; BARC, Bleeding Academic Research Consortium; CI, confidence interval; DAPT, dual antiplatelet treatment; HR, hazard ratio; MACCE, major adverse cardiac
#hd cerebral events; NACE, net adverse clinical outcomes; OAC, oral anticoagulant.
Rs (95% Cls) from Cox's time-to-first event analyses.
ontinuity corrected risk ratios (95% CIs) in case of zero events.
@nteraction p-value testing for modifying effect of clinical indication 12 months on the HR.
@ncludes undetermined strokes.

N
Q
N
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Table 4. Clinical Outcomes Using a Landmark Analysis at 150 Days (6-Month Visit) According to Presence or Absence of Clinical Indication for OAC

(Intention-To-Treat)

Indication for OAC No indication for OAC
Abbrev Non-abbrev HR (95% CI)* P P Abbrev DAPT Non-abbrev HR (95% CI)* P value P
DAPT DAPT value | interaction (n=1447) DAPT interaction
(n=848) (n=818) i (n=1466)
Coprimary composite 0.97 0.59
outcome of all-cause
death, myocardial
infarction, stroke,
bleeding BARC 3 or 5
(NACE)
0-150 days 35 (4.1%) 40 (4.9%) 0.83 (0.53-1.31) | 0.43 51 (3.5%) 55 (3.8%) 0.94 (0.64-1.38) 0.76
151-335 days 33/811 (4.1%) | 38/771 (4.9%) | 0.82(0.52-1.31) | 0.41 53/1388 (3.8%) | 49/1409 (3.5%) | 1.09 (0.74-1.61) 0.65
Coprimary composite 0.58 0.66
outcome of all-cause
death, myocardial
infarction, stroke
(MACCE)
0-150 days 23 (2.7%) 22 (2.7%) 1.00 (0.56—-1.80) | 0.99 41 (2.9%) 42 (2.9%) 0.99 (0.65-1.53) 0.98
151-335 days 27/823 (3.3%) | 32/789 (4.1%) | 0.80(0.48-1.34) | 0.40 47/1398 (3.4%) | 42/1422 (3.0%) | 1.14(0.75-1.72) 0.55
Coprimary composite 0.70 0.30
outcome of bleeding
BARC 2,3, 0r5
0-150 days 56 (6.7%) 66 (8.1%) 0.80 (0.56-1.14) | 0.22 30 (2.1%) 64 (4.4%) 0.47 (0.30-0.72) 0.001
151-335 days 27/780 (3.5%) | 28/738 (3.8%) | 0.91 (0.53-1.54) | 0.72 35/1393 (2.5%) | 53/1381 (3.9%) | 0.65 (0.42-0.99) 0.045
Bleeding BARC 3 or 5 0.34 0.36
0-150 days 14 (1.7%) 23 (2.8%) 0.58 (0.30-1.13) | 0.11 12 (0.8%) 17 (1.2%) 0.71 (0.34-1.50) 0.37
151-335 days 13/820 (1.6%) | 13/780 (1.7%) | 0.95(0.44-2.05) | 0.90 16/1410 (1.1%) | 14/1427 (1.0%) | 1.15(0.56-2.36) 0.70
All-cause death 0.33 0.51
0-150 days 14 (1.7%) 11 (1.4%) 1.22 (0.56-2.69) | 0.62 18 (1.3%) 23 (1.6%) 0.79 (0.43-1.47) 0.46
151-335 days 17/832 (2.0%) | 22/800 (2.8%) | 0.74 (0.39-1.39) | 0.35 26/1421 (1.8%) | 25/1441 (1.7%) | 1.05(0.61-1.82) 0.86
Cerebrovascular accident 0.52 0.50
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Indication for OAC No indication for OAC
Abbrev Non-abbrev HR (95% CI)* P P Abbrev DAPT Non-abbrev HR (95% CD)* P value P
DAPT DAPT value | interaction (n=1447) DAPT interactionJr
(n=848) (n=818) f (n=1466)
0-150 days 2 (0.2%) 6 (0.7%) 0.32 (0.07-1.59) | 0.16 6 (0.4%) 6 (0.4%) 1.02 (0.33-3.15) 0.98
151-335 days 1/830 (0.1%) 7/794 (0.9%) | 0.14 (0.02-1.10) | 0.062 8/1416 (0.6%) 13/1436 (0.9%) | 0.62 (0.26—-1.50) 0.29
Myocardial infarction 0.79 0.37
0-150 days 7 (0.8%) 7 (0.9%) 0.96 (0.34-2.74) | 0.94 20 (1.4%) 19 (1.3%) 1.07 (0.57-2.01) 0.83
151-335 days 12/825 (1.5%) | 10/794 (1.3%) | 1.15(0.50-2.67) | 0.74 21/1402 (1.5%) | 13/1423 (0.9%) | 1.64 (0.82-3.27) 0.16
Definite stent thrombosis - - -
0-150 days 0 (0.0%) 1 (0.1%) 4 (0.3%) 2 (0.1%) 2.03 (0.37-11.10) 0.41
151-335 days 2/832 (0.2%) 2/799 (0.3%) | 0.96 (0.14-6.79) | 0.96 5/1417 (0.4%) 2/1439 (0.1%) | 2.53 (0.49-13.05) 0.27

Abbrev indicates abbreviated; BARC, Bleeding Academic Research Consortium; CI, confidence interval; DAPT, dual antiplatelet treatment; HR, hazard ratio; MACCE, major adverse
cardiac and cerebral events; NACE, net adverse clinical outcomes; OAC, oral anticoagulant.
*HRs (95% Cls) from Cox's time-to-first event analyses, using a landmark analysis at 150 days post-randomization.
tInteraction P value for randomization (abbreviated vs non-abbreviated DAPT) x period (0 to 150 days vs 150 to 335 days) modifying effect.
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Figure Legends

Figure 1. Schematic trial design

Figure 2. Patient Flow

M1=1 month after index coronary stent procedure, meaning the last intended coronary stent
implantation. *Did not start within 14 days of randomization, or nonpermitted alternative
regimen due to event within 14 days from randomization. ¥At day 335 or on allowed alternative
regimen due to, for example, prior events; if not recorded on exactly day 335, the last

information on adherence is used.

Figure 3. Antiplatelet Use Per Day Since Randomization for Patients With and Without
Oral Anticoagulation Therapy: (A) Patients With an OAC Indication on Abbreviated APT;
(B) Patients With an OAC Indication on Nonabbreviated APT; (C) Patients Without an
OAC Indication on Abbreviated APT; (D) Patients Without an OAC Indication on
Nonabbreviated APT;.

Dark blue = DAPT, light blue = SAPT, red = no APT, black = deceased, white = no information.

Figure 4. Kaplan-Meier Curves of the three coprimary outcomes at 11 months post-

randomization (12-month follow-up): (A) net adverse clinical events; (B) Major

Cardiovascular Events; and (C) Major or Clinically Relevant Nonmajor Bleeding
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OAC indication HR 0.83, 95% CI 0.62—-1.12; p=0.25
No OAC indication HR 0.55, 95% CI 0.41-0.74; p<0.001
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Non-abbrev. DAPT (OAC) 818 780 764 755 748 740 729 724 715 704 698 693
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Abbrev. DAPT (no OAC
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848 834 821 804 796 780 774 768 759 754 748 740

1466 1440 1422 1411 1399 1382 1365 1353 1345 1331 1317 1306
1447 1435 1428 1419 1406 1393 1387 1382 1371 1363 1354 1338



