
D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



10.1161/CIRCULATIONAHA.121.056680

24

Dr Ivan Gomez Blazquez Hospital 12 de Octubre, Madrid, Spain

Dr Eduardo Pinar Universitario Virgen de la Arrixaca, El Palmar, Spain

Prof. Javier Escaned Barbosa Hospital Clinico San Carlos, Madrid, Spain

Dr Joan Antoni Gomez 

Hospital

Bellvitge University Hospital, Barcelona, Spain

Dr Fermin Sainz Hospital Universitario Valdecilla, Santander, Spain

Dr Javier Goicolea Hospital Universitario Puerta de Hierro, Majadahonda, Spain

Dr Ole Fröbert Orebro University Hospital, Orebro, Sweden

Dr Robert Kastberg Gavle Hospital, Gavle, Sweden

Dr Gregor Leibundgut Kantonsspital Baselland, Liestal, Switzerland

Dr Giovanni Pedrazzini Cardiocentro Ticino, Lugano, Switzerland

Dr Ali Garachemani Lindenhofspital, Bern, Switzerland

Dr Patrick Siegrist University Hospital Zurich, Zurich, Switzerland

Prof. Stéphane Cook HFR Hôpital Cantonal, Fribourg, Switzerland

Dr Al Mafragi Zorgsaam, Terneuzen, Netherlands

Dr Jessurun Treant Zorggroep, Emmen, Netherlands

Dr Ruifrok Treant Zorggroep, Emmen, Netherlands

Dr Peter Danse Rijnstate Ziekenhuis, Arnhem, Netherlands

Dr J. Polad Jeroen Bosch Ziekenhuis, Hertogenbosch, Netherlands

Dr Floris Kauer Albert Schweitzer Ziekenhuis, Dordrecht, Netherlands

Dr Clemens von Birgelen Medisch Spectrum Twente, Enschede, Netherlands

Dr Jurrien ten Berg Antonius Ziekenhuis Nieuwegein, Nieuwegein, Netherlands

Dr Sander Ijsselmuiden Amphia Ziekenhuis, Breda, Netherlands

 

D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



10.1161/CIRCULATIONAHA.121.056680

25

Dr Samer Somi Hagahospital, Den Haag, Netherlands

Dr Tom Johnson Bristol Heart Institute, Bristol, United Kingdom

Dr Helen Routledge Worcestershire Royal Hospital, Worcester, United Kingdom

Dr Jehangir Din Royal Bournemouth Hospital, Bournemouth, United Kingdom

Dr Shahzad Munir Heart and Lung Centre – New Cross Hospital, Wolverhampton, 

United Kingdom

Dr John McDonald Royal Blackburn Hospital, Blackburn, United Kingdom

Dr Neville Kukreja Lee Haynes Research Institute, Lister Hospital, Stevenage, United 

Kingdom

Prof. Mamas Mamas Royal Stoke University Hospital, Stoke on Trent, United Kingdom

Dr Rajiv Das Freeman Hospital, Newcastle Upon Tyne, United Kingdom

Dr Hussain Contractor Wythenshawe Hospital, Manchester, United Kingdom

Dr Aaron Peace Altnagelvin Hospital, Derry, United Kingdom

Dr Rupert Williams St. George’s Hospital, London, United Kingdom

Prof. Nguyen Ngoc Quang Vietnam National Heart Institute – Bach Mai Hospital Hanoi, 

Vietnam

Sources of Funding

The study was sponsored by the European Cardiovascular Research Institute (ECRI), a nonprofit 

organization, and received grant support from Terumo.

 

D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



10.1161/CIRCULATIONAHA.121.056680

26

Disclosures

Dr. Smits reports personal fees from Terumo and Opsense; grants and personal fees from Abbott 

Vascular, Microport and Daichy Sankyo; and grants from SMT, Microport.

Dr. Heg reports that CTU Bern, University of Bern, has a staff policy of not accepting honoraria 

or consultancy fees. However, CTU Bern is involved in design, conduct, or analysis of clinical 

studies funded by not-for-profit and for-profit organizations. In particular, pharmaceutical and 

medical device companies provide direct funding to some of these studies. 

Dr. Jüni reports Honoraria (to the institution) from Amgen, Ava and Fresenius; grants from 

Appili Therapeutics. Dr. Jüni serves as unpaid member of the steering group of trials funded by 

Appili Therapeutics, Abbott Vascular (EXCEL trial: 

https://clinicaltrials.gov/ct2/show/NCT01205776; comparing XIENCE Stent in subjects with 

unprotected left main coronary artery disease with coronary artery bypass graft surgery; no 

active involvement for over 3 years, no coauthored publication, but still listed as original 

member of statistical executive committee) and Terumo (MASTER DAPT trial: 

https://www.clinicaltrials.gov/ct2/show/NCT03023020; comparing abbreviated DAPT with 

prolonged DAPT in patients with a drug-eluting stent; ongoing active involvement as member of 

steering group), and has participated in advisory boards and/or consulting for Amgen, Ava and 

Fresenius.

Dr. Vranckx reports personal fees from Daiichi Sankyo, Bayer AG, BLS Bering, and Astra 

Zeneca.

Dr. Ozaki reports grants from Takeda Pharmaceutical Company Ltd, Daiichi Sankyo Company 

Ltd, Otsuka Pharmaceutical Company Ltd, and Sanofi.

 

D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



10.1161/CIRCULATIONAHA.121.056680

27

Dr. Morice is a shareholder and CEO of CERC and a minor shareholder of Electroducer (a start-

up not involved in the MASTER DAPT trial).

Dr. Chevalier reports personal fees from Terumo and CERC and holds stock options in Colibri.

Dr. Windecker reports grants from Abbott, Amgen, Astra Zeneca, BMS, Bayer, Biotronik, 

Boston Scientific, Cardinal Health, CadioValve, CSL Behring, Daiichi Sankyo, Edwards 

Lifesciences, Guerbet, InfraRedx, Johnson&Johnson, Medicure, Medtronic, Novartis, Polares, 

OrPha Suisse, Pfizer, Regeneron Pharmaceuticals, Sanofi-Aventis , Sinomed, Terumo, V-Wave; 

Dr Windecker serves as unpaid advisory board member and/or unpaid member of the 

steering/executive group of trials funded by Abbott, Abiomed, Amgen, Astra Zeneca, BMS, 

Boston Scientific, Biotronik, Cardiovalve, Edwards Lifesciences, MedAlliance, Medtronic, 

Novartis, Polares, Sinomed, V-Wave and Xeltis, but has not received personal payments by 

pharmaceutical companies or device manufacturers. He is also member of the steering/executive 

committee group of several investigator-initiated trials that receive funding by industry without 

impact on his personal remuneration. Dr Windecker is an unpaid member of the Pfizer Research 

Award selection committee in Switzerland and of the Women as One Awards Committee. He is 

member of the Clinical Study Group of the Deutsches Zentrum für Herz Kreislauf-Forschung 

and of the Advisory Board of the Australian Victorian Heart Institute. He is chairperson of the 

ESC Congress Program Committee, former chairperson of the ESC Clinical Practice Guidelines 

Committee and Deputy Editor of JACC CV Interventions.

Dr. Roffi reports institutional research grants from Biotronik, Medtronic, Boston Scientific, GE 

Healthcare, and Terumo.

Dr. Mahfoud reports grants from Terumo, Deutsche Forschungsgemeinschaft (TRR 219) and 

Deutsche Gesellschaft für Kardiologie; grants and personal fees from Medtronic and Recor; and

 

D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



10.1161/CIRCULATIONAHA.121.056680

28

personal fees from Bayer and Boehringer Ingelheim.

Dr. Hildick-Smith reports personal fees from Terumo.

Dr. Schultz reports grants and personal fees from Abbott Vascular.

Dr. Valgimigli reports grants and personal fees from Terumo, and personal fees from Astra 

Zeneca, 

Alvimedica/CID, Abbott Vascular, Daiichi Sankyo, Bayer, CoreFLOW, IDORSIA 

PHARMACEUTICALS LTD, Universität Basel, Dept. Klinische Forschung, Vifor, Bristol 

Myers Squib SA, Biotronik, Boston scientific, Medtronic, Vesalio, Novartis, Chiesi, and 

PhaseBio. 

The other authors have nothing to disclose. 

Supplemental Materials

Data Supplement on MASTER DAPT trial committees and investigators, additional information 

on the methods, Tables I to IX and Figure I.

References
 
1. Genereux P, Giustino G, Witzenbichler B, Weisz G, Stuckey TD, Rinaldi MJ, Neumann 
FJ, Metzger DC, Henry TD, Cox DA, et al. Incidence, Predictors, and Impact of Post-Discharge 
Bleeding After Percutaneous Coronary Intervention. J Am Coll Cardiol. 2015; 66:1036-1045.
2. Valle JA, Shetterly S, Maddox TM, Ho PM, Bradley SM, Sandhu A, Magid D and Tsai 
TT. Postdischarge Bleeding After Percutaneous Coronary Intervention and Subsequent Mortality 
and Myocardial Infarction: Insights From the HMO Research Network-Stent Registry. Circ 
Cardiovasc Interv. 2016; 9:10.1161/CIRCINTERVENTIONS.1115.003519 e003519. doi: 
003510.001161/CIRCINTERVENTIONS.003115.003519.
3. Karjalainen PP, Porela P, Ylitalo A, Vikman S, Nyman K, Vaittinen MA, Airaksinen TJ, 
Niemela M, Vahlberg T and Airaksinen KE. Safety and efficacy of combined antiplatelet-
warfarin therapy after coronary stenting. Eur Heart J. 2007; 28:726-732.
4. Mega JL and Simon T. Pharmacology of antithrombotic drugs: an assessment of oral 
antiplatelet and anticoagulant treatments. Lancet. 2015; 386:281-291.

 

D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



10.1161/CIRCULATIONAHA.121.056680

29

5. Urban P, Mehran R, Colleran R, Angiolillo DJ, Byrne RA, Capodanno D, Cuisset T, 
Cutlip D, Eerdmans P, Eikelboom J, et al. Defining High Bleeding Risk in Patients Undergoing 
Percutaneous Coronary Intervention. Circulation. 2019; 140:240-261.
6. Fiedler KA, Maeng M, Mehilli J, Schulz-Schupke S, Byrne RA, Sibbing D, Hoppmann P, 
Schneider S, Fusaro M, Ott I, et al. Duration of Triple Therapy in Patients Requiring Oral 
Anticoagulation After Drug-Eluting Stent Implantation: The ISAR-TRIPLE Trial. J Am Coll 
Cardiol. 2015; 65:1619-1629.
7. Dewilde WJ, Oirbans T, Verheugt FW, Kelder JC, De Smet BJ, Herrman JP, 
Adriaenssens T, Vrolix M, Heestermans AA, Vis MM, et al. Use of clopidogrel with or without 
aspirin in patients taking oral anticoagulant therapy and undergoing percutaneous coronary 
intervention: an open-label, randomised, controlled trial. Lancet. 2013; 381:1107-1115.
8. Lopes RD, Heizer G, Aronson R, Vora AN, Massaro T, Mehran R, Goodman SG, 
Windecker S, Darius H, Li J, et al. Antithrombotic Therapy after Acute Coronary Syndrome or 
PCI in Atrial Fibrillation. N Engl J Med. 2019; 380:1509-1524.
9. Vranckx P, Valgimigli M, Eckardt L, Tijssen J, Lewalter T, Gargiulo G, Batushkin V, 
Campo G, Lysak Z, Vakaliuk I, et al. Edoxaban-based versus vitamin K antagonist-based 
antithrombotic regimen after successful coronary stenting in patients with atrial fibrillation 
(ENTRUST-AF PCI): a randomised, open-label, phase 3b trial. Lancet. 2019; 394:1335-1343.
10. Cannon CP, Lip GYH and Oldgren J. Dual Antithrombotic Therapy with Dabigatran after 
PCI in Atrial Fibrillation. N Engl J Med. 2018; 378:485-486.
11. Gibson CM, Mehran R, Bode C, Halperin J, Verheugt FW, Wildgoose P, Birmingham M, 
Ianus J, Burton P, van Eickels M, et al. Prevention of Bleeding in Patients with Atrial Fibrillation 
Undergoing PCI. N Engl J Med. 2016; 375:2423-2434.
12. Gargiulo G, Goette A, Tijssen J, Eckardt L, Lewalter T, Vranckx P and Valgimigli M. 
Safety and efficacy outcomes of double vs. triple antithrombotic therapy in patients with atrial 
fibrillation following percutaneous coronary intervention: a systematic review and meta-analysis 
of non-vitamin K antagonist oral anticoagulant-based randomized clinical trials. Eur Heart J.
2019; 40:3757-3767.
13. Capodanno D, Di Maio M, Greco A, Bhatt DL, Gibson CM, Goette A, Lopes RD, 
Mehran R, Vranckx P and Angiolillo DJ. Safety and Efficacy of Double Antithrombotic Therapy 
With Non-Vitamin K Antagonist Oral Anticoagulants in Patients With Atrial Fibrillation 
Undergoing Percutaneous Coronary Intervention: A Systematic Review and Meta-Analysis. J
Am Heart Assoc. 2020; 9:e017212.
14. Galli M, Andreotti F, D'Amario D, Vergallo R, Montone RA, Porto I and Crea F. Dual 
therapy with direct oral anticoagulants significantly increases the risk of stent thrombosis 
compared to triple therapy. Eur Heart J Cardiovasc Pharmacother. 2020; 6:128-129.
15. Frigoli E, Smits P, Vranckx P, Ozaki Y, Tijssen J, Juni P, Morice MC, Onuma Y, 
Windecker S, Frenk A, et al. Design and rationale of the Management of High Bleeding Risk 
Patients Post Bioresorbable Polymer Coated Stent Implantation With an Abbreviated Versus 
Standard DAPT Regimen (MASTER DAPT) Study. Am Heart J. 2019; 209:97-105.
16. Costa F, van Klaveren D, James S, Heg D, Raber L, Feres F, Pilgrim T, Hong MK, Kim 
HS, Colombo A, et al. Derivation and validation of the predicting bleeding complications in 
patients undergoing stent implantation and subsequent dual antiplatelet therapy (PRECISE-
DAPT) score: a pooled analysis of individual-patient datasets from clinical trials. Lancet. 2017; 
389:1025-1034.

 

D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



10.1161/CIRCULATIONAHA.121.056680

30

17. Valgimigli M, Garcia-Garcia HM, Vrijens B, Vranckx P, McFadden EP, Costa F, Pieper 
K, Vock DM, Zhang M, Van Es GA, et al. Standardized classification and framework for 
reporting, interpreting, and analysing medication non-adherence in cardiovascular clinical trials: 
a consensus report from the Non-adherence Academic Research Consortium (NARC). Eur Heart 
J. 2019; 40:2070-2085.
18. Mehran R, Rao SV, Bhatt DL, Gibson CM, Caixeta A, Eikelboom J, Kaul S, Wiviott SD, 
Menon V, Nikolsky E, et al. Standardized bleeding definitions for cardiovascular clinical trials: a 
consensus report from the Bleeding Academic Research Consortium. Circulation. 2011; 
123:2736-2747.
19. Com-Nougue C, Rodary C and Patte C. How to establish equivalence when data are 
censored: a randomized trial of treatments for B non-Hodgkin lymphoma. Stat Med. 1993; 
12:1353-1364.
20. Urban P, Meredith IT, Abizaid A, Pocock SJ, Carrie D, Naber C, Lipiecki J, Richardt G, 
Iniguez A, Brunel P, et al. Polymer-free Drug-Coated Coronary Stents in Patients at High 
Bleeding Risk. N Engl J Med. 2015; 373:2038-2047.
21. Paikin JS, Wright DS, Crowther MA, Mehta SR and Eikelboom JW. Triple 
antithrombotic therapy in patients with atrial fibrillation and coronary artery stents. Circulation.
2010; 121:2067-2070.
22. Bertrand ME, Legrand V, Boland J, Fleck E, Bonnier J, Emmanuelson H, Vrolix M, 
Missault L, Chierchia S, Casaccia M, et al. Randomized multicenter comparison of conventional 
anticoagulation versus antiplatelet therapy in unplanned and elective coronary stenting. The full 
anticoagulation versus aspirin and ticlopidine (FANTASTIC) study. Circulation. 1998; 98:1597-
1603.
23. Leon MB, Baim DS, Popma JJ, Gordon PC, Cutlip DE, Ho KK, Giambartolomei A, 
Diver DJ, Lasorda DM, Williams DO, et al. A clinical trial comparing three antithrombotic-drug 
regimens after coronary-artery stenting. Stent Anticoagulation Restenosis Study Investigators. N
Engl J Med. 1998; 339:1665-1671.
24. Kumbhani DJ, Cannon CP, Beavers CJ, Bhatt DL, Cuker A, Gluckman TJ, Marine JE, 
Mehran R, Messe SR, Patel NS, et al. 2020 ACC Expert Consensus Decision Pathway for 
Anticoagulant and Antiplatelet Therapy in Patients With Atrial Fibrillation or Venous 
Thromboembolism Undergoing Percutaneous Coronary Intervention or With Atherosclerotic 
Cardiovascular Disease: A Report of the American College of Cardiology Solution Set Oversight 
Committee. J Am Coll Cardiol. 2021; 77:629-658.
25. Collet JP, Thiele H, Barbato E, Barthelemy O, Bauersachs J, Bhatt DL, Dendale P, 
Dorobantu M, Edvardsen T, Folliguet T, et al. 2020 ESC Guidelines for the management of 
acute coronary syndromes in patients presenting without persistent ST-segment elevation. Eur 
Heart J. 2021; 42:1289-1367.
26. Hindricks G, Potpara T, Dagres N, Arbelo E, Bax JJ, Blomstrom-Lundqvist C, Boriani G, 
Castella M, Dan GA, Dilaveris PE, et al. 2020 ESC Guidelines for the diagnosis and 
management of atrial fibrillation developed in collaboration with the European Association for 
Cardio-Thoracic Surgery (EACTS): The Task Force for the diagnosis and management of atrial 
fibrillation of the European Society of Cardiology (ESC) Developed with the special contribution 
of the European Heart Rhythm Association (EHRA) of the ESC. Eur Heart J. 2021; 42:373-498.
27. Angiolillo DJ, Bhatt DL, Cannon CP, Eikelboom JW, Gibson CM, Goodman SG, 
Granger CB, Holmes DR, Lopes RD, Mehran R, et al. Antithrombotic Therapy in Patients With 

 

D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



10.1161/CIRCULATIONAHA.121.056680

31

Atrial Fibrillation Treated With Oral Anticoagulation Undergoing Percutaneous Coronary 
Intervention: A North American Perspective: 2021 Update. Circulation. 2021; 143:583-596.
28. Valgimigli M, Patialiakas A, Thury A, McFadden E, Colangelo S, Campo G, Tebaldi M, 
Ungi I, Tondi S, Roffi M, et al. Zotarolimus-eluting versus bare-metal stents in uncertain drug-
eluting stent candidates. J Am Coll Cardiol. 2015; 65:805-815.
29. Windecker S, Latib A, Kedhi E, Kirtane AJ, Kandzari DE, Mehran R, Price MJ, Abizaid 
A, Simon DI, Worthley SG, et al. Polymer-based or Polymer-free Stents in Patients at High 
Bleeding Risk. N Engl J Med. 2020; 382:1208-1218.
30. Lopes RD, Leonardi S, Wojdyla DM, Vora AN, Thomas L, Storey RF, Vinereanu D, 
Granger CB, Goodman SG, Aronson R, et al. Stent Thrombosis in Patients With Atrial 
Fibrillation Undergoing Coronary Stenting in the AUGUSTUS Trial. Circulation. 2020; 
141:781-783.
31. Alexander JH, Wojdyla D, Vora AN, Thomas L, Granger CB, Goodman SG, Aronson R, 
Windecker S, Mehran R and Lopes RD. Risk/Benefit Tradeoff of Antithrombotic Therapy in 
Patients With Atrial Fibrillation Early and Late After an Acute Coronary Syndrome or 
Percutaneous Coronary Intervention: Insights From AUGUSTUS. Circulation. 2020; 141:1618-
1627.

 

D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



10.1161/CIRCULATIONAHA.121.056680

32

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

Characteristic Indication for OAC No indication for OAC
Abbrev DAPT
(n=848)

Nonabbrev DAPT
(n=818)

Abbrev DAPT
(n=1447)

Nonabbrev DAPT 
(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/m² 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) 
(n=805)

50.2 (12.4) (n=779) 54.8 (10.7) 
(n=1364)

54.6 (11.1) 
(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%)
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%)

Stroke 88 (10.4%) 76 (9.3%) 105 (7.3%) 141 (9.6%)
Transient ischemic attack 42 (5.0%) 31 (3.8%) 44 (3.0%) 53 (3.6%)
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%)
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%)
Bleeding before/after qualifying PCI 76 (9.0%) 72 (8.8%) 108 (7.5%) 103 (7.0%)
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%)
Liver disease 12 (1.4%) 14 (1.7%) 17 (1.2%) 18 (1.2%)
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‡ 24.9 (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%)

 

D
ow

nloaded from
 http://ahajournals.org by on Septem

ber 3, 2021



10.1161/CIRCULATIONAHA.121.056680

33

Characteristic Indication for OAC No indication for OAC
Abbrev DAPT
(n=848)

Nonabbrev DAPT
(n=818)

Abbrev DAPT
(n=1447)

Nonabbrev DAPT 
(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,‡ 109/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 m² 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. 
Abbrev 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; VKA=vitamin K antagonist.
*Defined as intermittent claudication, peripheral artery bypass for insufficiency, gan

. 
†Defined as kidney damage (pathologic abnormalities or markers of damage, including abnormalities in blood or urine tests or imaging studies) 

. ‡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 
(n=848)

Nonabbreviated DAPT
(n=818)

Abbreviated DAPT 
(n=1447)

Nonabbreviated 
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)

Medications during the procedure* 
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%)
Glycoprotein II/IIIa inhibitor 28 (3.3%) 21 (2.6%) 58 (4.0%) 55/1465 (3.8%)

Total number of PCI†
1 789 (93.0%) 757 (92.5%) 1304 (90.1%) 1309 (89.3%)
2 57 (6.7%) 60 (7.3%) 134 (9.3%) 154 (10.5%)
3 2 (0.2%) 1 (0.1%) 9 (0.6%) 3 (0.2%)

Number 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 
(n=848)

Nonabbreviated DAPT
(n=818)

Abbreviated DAPT 
(n=1447)

Nonabbreviated 
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%)

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%)

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 
stenting‡ 

32 (3.8%) 41 (5.0%) 51 (3.5%) 60 (4.1%)

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, 
low-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 
myocardial infarction. 
*Data from first PCI only. 
†One PCI and up to two staged PCIs. The last PCI was the qualifying PCI 1 month before randomization. 
‡Left 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‡

Abbrev 
DAPT 

(n=848)

Nonabbrev 
DAPT

(n=818)

HR*† (95% 
CI)

Com-Nougue 
Difference 
(95% CI)

Com-
Nogue 
P value

Abbrev 
DAPT 

(n=1447)

Nonabbrev 
DAPT 

(n=1466)

HR*†

(95% CI)
Com-Nougue 

Difference (95% 
CI)

Com-
Nogue 
P value

Coprimary composite 
outcome of all-cause 
death, myocardial 
infarction, stroke, 
bleeding BARC 3 or 5 
(NACE)

68 (8.0) 78 (9.6) 0.83 
(0.60–1.15)

–1.57 
(–4.31 to 1.16)

0.26 104 (7.2) 104 (7.1) 1.01
(0.77–1.33)

0.11 
(–1.76 to 1.99)

0.91 0.35

Coprimary composite 
outcome of all-cause 
death, myocardial 
infarction, stroke 
(MACCE)

50 (5.9) 54 (6.7) 0.88
(0.60–1.30)

–0.74 
(–3.09 to 1.60)

0.53 88 (6.1) 84 (5.7) 1.06
(0.79–1.44)

0.37
(–1.35 to 2.09)

0.67 0.45

Coprimary composite 
outcome of bleeding 
BARC 2, 3 or 5

83 (9.9) 94 (11.7) 0.83 
(0.62–1.12)

–1.75 
(–4.75 to 1.25)

0.25 65 (4.6) 117 (8.1) 0.55 
(0.41–0.74)

–3.52
(–5.29 to –1.74)

<0.001 0.06

Death 31 (3.7) 33 (4.1) 0.90
(0.55–1.47)

–0.40 
(–2.26 to 1.46)

0.67 44 (3.1) 48 (3.3) 0.93 
(0.62–1.40)

–0.23
(–1.50 to 1.05)

0.73 0.93

Cardiovascular death 16 (1.9) 21 (2.6) 0.73 
(0.38–1.40)

–0.70 
(–2.14 to 0.74)

0.34 21 (1.5) 23 (1.6) 0.92 
(0.51–1.67)

–0.12
(–1.01 to 0.78)

0.80 0.60

Noncardiovascular         
death

11 (1.3) 7 (0.9) 1.51
(0.58–3.88)

0.44 
(–0.57 to 1.45)

0.40 18 (1.3) 21 (1.5) 0.87 
(0.46–1.63)

–0.19
(–1.03 to 0.66)

0.66 0.34

Cerebrovascular 
accident

3 (0.4) 13 (1.6) 0.22 
(0.06–0.77)

–1.26 
(–2.23 to –0.30)

0.01 14 (1.0) 19 (1.3) 0.75 
(0.37–1.49)

–0.33
(–1.12 to 0.45)

0.40 0.10

Stroke§ 2 (0.2) 10 (1.3) 0.19 
(0.04–0.87)

–1.01 
(–1.85 to –0.17)

0.02 10 (0.7) 13 (0.9) 0.78 
(0.34–1.78)

–0.20 
(–0.86 to 0.45)

0.54 0.11

Ischemic stroke 2 (0.2) 9 (1.1) 0.21 
(0.05–0.99)

–0.89 
(–1.69 to –0.09)

0.03 9 (0.6) 9 (0.6) 1.01 
(0.40–2.55)

0.00 
(–0.58 to 0.58)

0.99 0.09

Hemorrhagic stroke 0 (0.0) 2 (0.3) 0.19 
(0.01–3.95)

–0.25 
(–0.60 to 0.10)

0.16 1 (0.1) 3 (0.2) 0.34 
(0.04–3.24)

–0.14 
(–0.41 to 0.14)

0.33 1.00

Transient ischemic 
attack

1 (0.1) 3 (0.4) 0.32 
(0.03–3.06)

–0.25 
(–0.74 to 0.24)

0.31 4 (0.3) 6 (0.4) 0.67 
(0.19–2.39)

–0.13 
(–0.56 to 0.30)

0.55 0.57

Myocardial infarction 19 (2.3) 17 (2.1) 1.07 
(0.56–2.06)

0.16 
(–1.27 to 1.59)

0.83 41 (2.9) 32 (2.2) 1.30 
(0.82–2.07)

0.66 
(–0.49 to 1.82)

0.26 0.64
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Late definite or probable 
stent thrombosis

3 (0.4) 4 (0.5) 0.72 
(0.16–3.21)

–0.14 
(–0.78 to 0.50)

0.66 11 (0.8) 5 (0.3) 2.23 
(0.78–6.43)

0.43 
(–0.12 to 0.97)

0.12 0.23

Late definite stent 
thrombosis

2 (0.2) 3 (0.4) 0.64 
(0.11–3.82)

–0.14 
(–0.68 to 0.41)

0.62 9 (0.6) 4 (0.3) 2.28 
(0.70–7.41)

0.36 
(–0.14 to 0.85)

0.16 0.24

Late probable stent 
thrombosis

1 (0.1) 1 (0.1) 0.96
(0.06–15.32)

–0.01 
(–0.35 to 0.34)

0.98 2 (0.1) 1 (0.1) 2.03 
(0.18–22.37)

0.07 
(–0.16 to 0.31)

0.55 0.69

Bleeding BARC 
classification

Type 1 34 (4.1) 47 (5.8) 0.69 
(0.44–1.07)

–1.77 
(–3.87 to 0.33)

0.10 31 (2.2) 62 (4.3) 0.50
(0.33–0.77)

–2.11 
(–3.40 to –0.83)

0.001 0.32

Type 2 60 (7.2) 65 (8.1) 0.88 
(0.62–1.24)

–0.91 
(–3.48 to 1.66)

0.49 42 (3.0) 87 (6.0) 0.48 
(0.33–0.69)

–3.07 
(–4.59 to –1.56)

<0.001 0.02

Type 3 26 (3.1) 33 (4.1) 0.75 
(0.45–1.26)

–0.99 
(–2.80 to 0.82)

0.28 27 (1.9) 26 (1.8) 1.05 
(0.61–1.80)

0.10 
(–0.89 to 1.09)

0.84 0.38

Type 3a 11 (1.3) 18 (2.2) 0.58 
(0.28–1.24)

–0.92 
(–2.21 to 0.36)

0.16 15 (1.1) 12 (0.8) 1.26 
(0.59–2.70)

0.23 
(–0.48 to 0.94)

0.53 0.16

Type 3b 13 (1.6) 12 (1.5) 1.04 
(0.47–2.27)

0.07
(–1.12 to 1.26)

0.91 8 (0.6) 8 (0.6) 1.01 
(0.38–2.70)

0.01 
(–0.54 to 0.56)

0.98 0.97

Type 3c 3 (0.4) 3 (0.4) 0.96 
(0.19–4.75)

–0.01 
(–0.60 to 0.58)

0.97 4 (0.3) 6 (0.4) 0.67 
(0.19–2.39)

–0.14 
(–0.57 to 0.30)

0.54 0.74

Type 4 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)
Type 5 1 (0.1) 3 (0.4) 0.32 

(0.03–3.07)
–0.26 

(–0.75 to 0.23)
0.30 1 (0.1) 5 (0.4) 0.20 

(0.02–1.73)
–0.27

(–0.61 to 0.06)
0.11 0.77

Type 5a 0 (0.0) 1 (0.1) 0.32 
(0.01–7.84)

–0.13 
(–0.38 to 0.12)

0.32 0 (0.0) 1 (0.1) 0.34 
(0.01–8.34)

–0.07 
(–0.20 to 0.07)

0.32 1.00

Type 5b 1 (0.1) 2 (0.3) 0.48 
(0.04–5.29)

–0.13 
(–0.55 to 0.29)

0.55 1 (0.1) 4 (0.2) 0.25 
(0.03–2.26)

–0.21 
(–0.51 to 0.10)

0.19 0.70

Type 3 or 5 27 (3.2) 36 (4.5) 0.71
(0.43–1.18)

–1.24 
(–3.11 to 0.62)

0.19 28 (2.0) 31 (2.1) 0.91 
(0.55–1.52)

-0.17 
(–1.21 to 0.87)

0.75 0.50

Data are n (%) unless otherwise specified. 
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% CIs) from Cox's time-to-first event analyses. 
†Continuity corrected risk ratios (95% CIs) in case of zero events. 
‡Interaction p-value testing for modifying effect of clinical indication 12 months on the HR. 
§Includes undetermined strokes.
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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 
DAPT 

(n=848)

Non-abbrev 
DAPT 

(n=818)

HR (95% CI)* P
value

P
interaction

†

Abbrev DAPT 
(n=1447)

Non-abbrev 
DAPT 

(n=1466)

HR (95% CI)* P value P
interaction†

Coprimary composite 
outcome of all-cause 
death, myocardial 
infarction, stroke, 
bleeding BARC 3 or 5 
(NACE)

0.97 0.59

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 
outcome of all-cause 
death, myocardial 
infarction, stroke 
(MACCE)

0.58 0.66

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 
outcome of bleeding 
BARC 2, 3, or 5

0.70 0.30

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 
DAPT 

(n=848)

Non-abbrev 
DAPT 

(n=818)

HR (95% CI)* P
value

P
interaction

†

Abbrev DAPT 
(n=1447)

Non-abbrev 
DAPT 

(n=1466)

HR (95% CI)* P value P
interaction†

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% CIs) from Cox's time-to-first event analyses, using a landmark analysis at 150 days post-randomization. 
†Interaction 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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Patient lost to follow-up (n=1)

Patient withdrew consent  (n=8)

Patient lost to follow-up (n=3)

Patient withdrew consent  (n=4)

Consented before M1 (n=4520)

Assessed for eligibility at 

month M1 (n=4937)

Consented at M1

(n=684)

Randomised at M1 (n=4579)

Excluded  (n=267)

  Not eligible (n=5)

  Death before M1 (n=27)

  Patient was lost or did not attend M1 (n=33)

  Patient withdrew consent  (n=202)

Excluded (n=358)

  Not eligible (n=304)

  Medical reasons (n=54)

Patient lost to follow-up (n=1)

Patient withdrew consent  (n=5)

Analysed intention-to-treat (n=848)

   Censored at last contact (n=6)

Analysed intention-to-treat (n=818)

   Censored at last contact (n=10)

Analysed intention-to-treat (n=1447)

   Censored at last contact (n=9)

Analysed intention-to-treat (n=1466)

   Censored at last contact (n=7)

Allocated to abbreviated DAPT (n=848)

Allocated APT regimen not started* (n=15)

Eligibility criteria not fulfilled (n=31)

Allocated to non-abbreviated DAPT (n=818)

Allocated APT regimen not started* (n=8)

Eligibility criteria not fulfilled (n=22)

Allocated to abbreviated DAPT (n=1447)

Allocated APT regimen not started* (n=28)

Eligibility criteria not fulfilled (n=17)

Allocated to non-abbreviated DAPT (n=1466)

Allocated APT regimen not started* (n=0)

Eligibility criteria not fulfilled (n=24)

Alive (n=811)

   On allocated APT regimen† (n=714)

   Not on allocated APT regimen (n=97)

Dead (n=31)

   On allocated APT regimen† (n=30)

   Not on allocated APT regimen (n=1)

Alive (n=775)

   On allocated APT regimen† (n=717)

   Not on allocated APT regimen (n=58)

Dead (n=33)

   On allocated APT regimen† (n=30)

   Not on allocated APT regimen (n=3)

Alive (n=1394)

   On allocated APT regimen† (n=1304)

   Not on allocated APT regimen (n=90)

Dead (n=44)

   On allocated APT regimen† (n=39)

   Not on allocated APT regimen (n=5)

Alive (n=1411)

   On allocated APT regimen† (n=1396)

   Not on allocated APT regimen (n=15)

Dead (n=48)

   On allocated APT regimen† (n=45)

   Not on allocated APT regimen (n=3)

Patient lost to follow-up (n=5)

Patient withdrew consent  (n=5)

Clinical indication for 12-month OAC at M1 (n=1666) No clinical indication for OAC at M1 (n=2913)
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OAC indication

No OAC indication

HR 0.83, 95% CI 0.60–1.15; p=0.26

HR 1.01, 95% CI 0.77–1.33; p=0.91

OAC indication

No OAC indication

HR 0.88, 95% CI 0.60–1.30; p=0.53

HR 1.06, 95% CI 0.79–1.44; p=0.67

OAC indication

No OAC indication

HR 0.83, 95% CI 0.62–1.12; p=0.25

HR 0.55, 95% CI 0.41–0.74; p<0.001
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Abbrev. DAPT (no OAC)

Non-abbrev. DAPT (OAC)

Non-abbrev. DAPT (no OAC)

Abbrev. DAPT (OAC)

Non-abbrev. DAPT (no OAC)

Non-abbrev. DAPT (OAC)

Abbrev. DAPT (no OAC)

Abbrev. DAPT (OAC)

Non-abbrev. DAPT (no OAC)

Non-abbrev. DAPT (OAC)

Abbrev. DAPT (no OAC)

Abbrev. DAPT (OAC)

Non-abbrev. DAPT (no OAC)

Non-abbrev. DAPT (OAC)

Abbrev. DAPT (no OAC)

Abbrev. DAPT (OAC)
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