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Forum sulla gestione post - dimissione
della terapia antitrombotica

La triplice dopo SCA o PCI: tra miti e realtà
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Modified from Rubboli A



2009: ASA, clopidogrel, warfarin. 8 combinations

2017: ASA, clopidogrel, prasugrel, ticagrelor,
vorapaxar, warfarin, dabigatran, 
rivaroxaban, apixaban, edoxaban

160 combinations



Lamberts M et al. Circulation. 2012;126:1185-1193

11,480 PTS WITH NVAF IN DENMARK ADMITTED 

FOR MI (76.4%) OR PCI (23.6%)

Discharge meds: aspirin (n=3,388), clopidogrel (n=768), VKA (n=848), 

DAPT (n=3,144), C + VKA (n=527), DAPT + VKA (n=1,495)



«Drop the aspirin» (with VKA)

The WOEST Trial

Death/MI/Stroke/Target Vessel Revascularization/Stent Thrombosis 

Triple 17.6% vs. Double 11.1% (HR 60 (0.38-0.94), p=0.025) 



Shortening Triple Therapy (with VKA)

ISAR-TRIPLE Trial Bhatt DL. J Am Coll Cardiol. 2015;65:1630-2 
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LIMITATIONS:
• Not powered to evaluate thrombotic events (e.g. stent thrombosis, ischemic 

stroke).

• Open label design, possible reporting bias. 

• Patients not randomized to triple therapy duration.

• ~10% of patients with CHA2DS2VASC scores < 2 were randomized to the study 

despite some suggestions (CHADS ≤ 1, no anticoagulation or DAPT alone)

• Location of bleeds (e.g. gastrointestinal, intracranial) were not reported













2840 patients in each treatment group 
(i.e. 8520 randomised patients in total).

March 2014

834 patients in each treatment group 
(i.e. 2502 randomised patients in total)

July 2016 

(after 3 global amendments)





EHJ metanalysis

Golwala HB et al., EHJ 2018;39:1726–1735a





The reality

Sindet-Pedersen C, et al. Heart 2018;104:912–920.









CONCLUSIONS

» Triple therapy is not dead yet, and its lenght probably
not a big issue. 

» Dual therapy (in my opinion) no more that a potential
alternative if high bleeding risk and no complex PCI. 

» Typical patient: type II MI (with or without PCI)


