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Abstract 167 

Background: This analysis aims to evaluate the effect of 1- versus 3-month dual antiplatelet 168 

therapy (DAPT) after percutaneous coronary intervention (PCI) in older patients with high 169 

bleeding risk (HBR) features.  170 

Methods: Data from three prospective, single-arm studies (XIENCE Short DAPT Program), 171 

including HBR patients successfully treated with an everolimus-eluting stent (XIENCE, Abbott) 172 

were analyzed. Subjects were eligible for DAPT discontinuation at 1 month or at 3 months, if free 173 

from ischemic events and adherent to DAPT. Patients were stratified according to age (≥75 and 174 

<75 years). The primary endpoint was all-cause death or myocardial infarction (MI). The key 175 

secondary endpoint was Bleeding Academic Research Consortium (BARC) type 2-5 bleeding. 176 

Outcomes were assessed from 1 to 12 months after index PCI. 177 

Results: Out of 3,364 patients, 2,241 (66.6%) were ≥75 years old. The risk of death or MI was 178 

similar with 1- vs 3-month DAPT in patients ≥75 (8.5% vs 8.0%, adj. HR 0.95, 95% CI 0.69-1.30) 179 

and <75 years old (6.9% vs 7.8%, adj. HR 0.97, 95% CI 0.60-1.57; interaction p-value 0.478). 180 

BARC type 2-5 bleeding was consistently lower with 1- than with 3-month DAPT in patients ≥75 181 

years old (7.2% vs 9.4%, adj. HR 0.66, 95% CI 0.48-0.91) and <75 years old (9.7% vs 11.9%, adj. 182 

HR 0.86, 95% CI 0.57-1.29; interaction p-value 0.737).  183 

Conclusion: Among HBR patients undergoing PCI, patients older and younger than 75 years 184 

derived a consistent benefit from 1- as compared with 3-month DAPT in terms of reduction of 185 

bleeding events with no increase in all-cause death or MI. 186 

 187 

Key words 188 

Percutaneous coronary intervention; high bleeding risk; elderly; dual antiplatelet therapy. 189 
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Abbreviations and Acronyms:  190 

ACS=acute coronary syndrome  191 

ARC=Academic Research Consortium  192 

BARC=Bleeding Academic Research Consortium  193 

CABG=coronary artery bypass graft  194 

CCS=chronic coronary syndrome 195 

CKD=chronic kidney disease 196 

CTO=chronic total occlusion  197 

DAPT=dual antiplatelet therapy  198 

DES=drug-eluting stent  199 

HBR=high bleeding risk  200 

LVEF=left ventricular ejection fraction  201 

MI=myocardial infarction  202 

NSTEMI=non-ST segment elevation myocardial infarction  203 

PCI=percutaneous coronary intervention   204 

ST=stent thrombosis 205 

STEMI=ST-elevation myocardial infarction  206 

TLR=target lesion revascularization  207 

TVR=target vessel revascularization 208 

 209 

 210 

 211 

  212 
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Introduction 213 

Given the rapidly aging population, 1 in 6 people worldwide is expected to be over the age 214 

of 65 by the year 2050 1, 2. Coronary artery disease (CAD) is a frequent condition and the leading 215 

cause of death in this patient group 1, 3. Since the number of elderly patients undergoing 216 

percutaneous coronary intervention (PCI) to improve symptoms, quality of life or to reduce the 217 

recurrent ischemic events is steadily increasing 4, a better understanding of the most appropriate 218 

management for these patients is needed.  219 

Dual antiplatelet therapy (DAPT) is the standard of care to reduce the rate of recurrent 220 

ischemic events after PCI 5-7. However, the benefits of DAPT are offset by an increased risk of 221 

bleeding complications, which are associated with considerable morbidity and mortality 7-9.  Even 222 

though older patients are more prone to have recurrent ischemic events after PCI than their younger 223 

counterpart 10, 11, several studies demonstrated that older age is a stronger predictor of bleeding 224 

than of thrombotic events 8, 12, 13. Accordingly, age ≥75 years was identified as a minor criterion 225 

of high bleeding risk (HBR) by the Academic Research Consortium (ARC) and it has been 226 

included in other tools for bleeding risk assessment 6, 14-16. Even though several studies 227 

demonstrated that elderly patients may benefit from a shorter (<6 months) dual antiplatelet therapy 228 

(DAPT), the optimal DAPT duration that would provide the right amount of antithrombotic effect 229 

with minimal bleeding-related harm in this subgroup of patients is still unclear 17-19. 230 

 The aim of this study was to evaluate the effect of 1- versus 3-month DAPT among older 231 

patients with HBR features that underwent successful PCI in a large prospective multicenter series 232 

of studies.  233 

 234 

Method 235 
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Study design 236 

The XIENCE Short DAPT program included 3 prospective, multi-center, single-arm studies, 237 

whose rational design, and main findings have been previously reported 20, 21. Sponsored by 238 

Abbott, the studies explored two different DAPT durations (1 and 3-month) in HBR patients 239 

undergoing PCI with implantation of a fluoropolymer-based cobalt-chromium everolimus-eluting 240 

stent (XIENCE, Abbott). The 1-month DAPT program consisted of the XIENCE 28 USA study 241 

(NCT03815175), which was conducted at 58 sites in the US and Canada, and the XIENCE 28 242 

Global study (NCT03355742), which was conducted at 52 sites in Europe and Asia. Despite being 243 

conducted separately, the XIENCE 28 studies were prespecified as being pooled together for the 244 

statistical analysis. The 3-month DAPT program consisted of the XIENCE 90 study 245 

(NCT03218787), which was conducted at 101 sites in the United States.  246 

The study protocols were approved by national regulatory agencies, institutional review 247 

boards, or ethics committees of participating sites. An independent data monitoring committee 248 

provided external supervision for public safety. All enrolled patients provided written informed 249 

consent 21.  250 

 251 

Study population 252 

The study protocols of the XIENCE 28 and XIENCE 90 were nearly identical, with the 253 

exception of DAPT duration 21. Patients undergoing successful PCI with fluoropolymer based 254 

cobalt-chromium everolimus-eluting stent (XIENCE, Abbott) were eligible for inclusion in the 255 

XIENCE 28 and 90 studies if they met at least 1 of the following HBR criteria: age ≥75 years, 256 

clinical indication for long-term (at least 6-months) oral anticoagulation (OAC), history of major 257 

bleeding in the previous 12-months, history of ischemic or hemorrhagic stroke, renal insufficiency 258 
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(serum creatinine ≥2mg/dL) or failure (requiring renal replacement therapy), anemia (with 259 

hemoglobin <11g/dL), and systemic conditions associated with an increased bleeding risk 260 

(including thrombocytopenia or any coagulation disorder). Study protocol allowed for intervention 261 

of ≤3 target lesions, with a maximum of two lesions per epicardial vessel, and of bifurcation lesions 262 

not requiring 2-stent techniques. Patients were excluded from the XIENCE 28 and 90 studies if 263 

they presented with any of the following: acute ST-elevation myocardial infarction (STEMI) or 264 

known left ventricular ejection fraction (LVEF) <30% at time of index PCI, implantation of 265 

another drug-eluting stent (DES) (other than XIENCE) within 12-months of index-procedure, 266 

implantation of overlapping stents, or target lesion located in the left main, within an arterial or 267 

saphenous vein graft, within a previously implanted stent, or at a site of chronic total occlusion 268 

(CTO) (Supplementary Table 1). 269 

 Per XIENCE 28 and 90 protocols, all patients received open-label aspirin 75 to 100 mg 270 

plus a P2Y12 inhibitor after index PCI; clopidogrel 75mg was preferred, though not mandatory, 271 

and the final decision was taken by the treating physician. Subjects were eligible for DAPT 272 

discontinuation at 1- or 3-months in XIENCE 28 and XIENCE 90, respectively, if they were 273 

adherent to DAPT and free from MI, repeat coronary revascularization, stroke, or stent thrombosis 274 

(ST). In patients meeting these criteria, one antiplatelet agent was discontinued; per-protocol 275 

requirement aspirin should have been maintained. Follow-up study visits or phone calls occurred 276 

at 1, 3, 6, and 12 months after index PCI in XIENCE 28, and at 3, 6, and 12 months in XIENCE 277 

90. Given that eligibility to discontinue DAPT was assessed at different time points in the 2 studies, 278 

patients from XIENCE 90 who were event-free and adherent to treatment at 1 month were 279 

retrospectively identified to mimic the design of the XIENCE 28 registries.  280 

Commented [PV2]: typo 
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 281 

Endpoints 282 

The primary endpoint was the composite of all-cause death or MI defined by the modified 283 

Academic Research Consortium definition.22 The key secondary endpoint was BARC type 2-5 284 

bleeding.23 Other secondary endpoints included: individual components of the primary endpoint, 285 

cardiovascular death, definite or probable ST, stroke, target vessel revascularization (TVR), target 286 

lesion revascularization (TLR), and BARC type 3-5 bleeding. Outcomes were assessed between 1 287 

and 12 months after index PCI, and all clinical events were adjudicated by an independent external 288 

committee. Comprehensive definitions of the primary and secondary endpoints can be reviewed 289 

in Supplementary Table 2.  290 

 291 

Statistical analysis 292 

For this study, patients were divided in two age groups (≥75 and age <75 years old, 293 

respectively). Baseline and procedural continuous variables were summarized by means and 294 

standard deviations, categorical variables by counts and percentages. Chi-square and Student’s t-295 

test were used to compare data, as appropriate. Outcome incidence was calculated with the Kaplan-296 

Meier method and compared between groups using the log-rank test for the time to first event. Cox 297 

proportional hazard models were used to compare the unadjusted risk for the primary and 298 

secondary outcomes. Because treatment arms were not randomized, adjusted risks for all endpoints 299 

were estimated using propensity score stratification into quintiles, consistently with the main study 300 

design.20 Propensity scores (patients’ estimated probability of receiving 1- or 3-month DAPT) 301 

were derived using a logistic regression model that included the study group as the outcome and 302 

the following baseline demographic, clinical, and procedural covariates as the predictors: sex, body 303 
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mass index (BMI), hypertension, hypercholesterolemia, diabetes, prior PCI, prior coronary artery 304 

bypass graft (CABG), prior MI, history of stroke, history of major bleeding, baseline serum 305 

creatinine, platelet and hemoglobin counts, acute coronary syndrome (ACS), multi-vessel disease, 306 

B2/C lesion, total lesion length, mean pre-reference vessel diameter (RVD), mean pre-diameter 307 

stenosis (DS), bifurcation lesion, number of lesions treated, number of vessels treated, number of 308 

stents, total stent length, PARIS risk score, PRECISE DAPT risk score, P2Y12 at discharge, 309 

anticoagulation therapy.  310 

The Markov Chain Monte Carlo multiple imputation method was used to handle missing 311 

data in the propensity score building. The Rubin’s combination rule was used to integrate the final 312 

analysis with each of the 10 imputed data sets. The stratification weight was based on the total 313 

sample size in each stratum relative to the overall sample size for both arms. A p-value for 314 

interaction between DAPT duration (1- versus 3-month) and age was calculated and values <0.05 315 

were considered significant. All statistical analyses were performed with Stata version 18 316 

(StataCorp, College Station, Texas).  317 

 318 

Results 319 

Patient Population  320 

The XIENCE Short DAPT program enrolled a total of 3,652 patients from July 19, 2017, 321 

to February 7, 2020. After exclusion of 213 (13.3%) patients from XIENCE 28 and 75 (3.7%) 322 

from XIENCE 90 because of adverse events, DAPT non-adherence or consent withdrawal within 323 

1 month after PCI, the final cohort consisted of 3,364 patients, of whom 2,241 (66.6%) were ≥75 324 

years old (Supplementary Figure 1). Follow-up at 12 months was completed by the great majority 325 

of patients (98.4% in XIENCE 28 and 94.7% in XIENCE 90).   326 
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Patients in the ≥75 years old group were on average 15 years older (mean age 80.5±4.3 vs 327 

65.3±7.1 years), more likely to be women, White, to have chronic kidney disease (CKD) (eGFR 328 

<60mL/min) or prior PCI (Supplementary Table 3). Older patients had a higher number of 329 

fulfilled HBR criteria (1.6±0.7 vs 1.3±0.5), PARIS, and PRECISE DAPT scores (Supplementary 330 

Table 3); however, <50% had any of the HBR criteria other than age ≥75 years (Figure 1).  331 

 Among patients ≥75 years old, 949 (42.3%) received 1-month DAPT and 1,292 (57.7%) 332 

3-month DAPT; within patients <75 years old, 443 (39.4%) and 680 (60.6%) were in the 1- and 333 

3-month DAPT groups, respectively. Most baseline and procedural characteristics were well 334 

balanced between the 1- and 3-month groups, except for non-White race, hypertension, 335 

dyslipidemia, prior CABG (more frequent in the 1-month DAPT groups); CKD, presentation with 336 

NSTEMI, radial access, a bifurcation lesion and longer total stent length (higher in the 3-month 337 

DAPT groups) (Table 1 and 2).  338 

At discharge, Clopidogrel was the most frequently prescribed P2Y12 inhibitor (>80% of 339 

patients) and slightly more often in the 1-month than in the 3-month DAPT cohort; use of aspirin 340 

was lower and use of OAC slightly higher in the 1-month group (Table 2). In about 30% of 341 

patients, the DAPT duration was shorter than the 1 or 3 months mandated by the study protocol, 342 

and in the 3-month DAPT group, early discontinuation was more frequent in older (≥75 years) 343 

than in younger patients (Figure 2). Conversely, longer than recommended DAPT duration 344 

occurred in only 3% patients in the 1-month DAPT group and in 14% of patients in the 3-month 345 

group.  346 

 347 

Outcomes by age 348 



 

14 
 

There were no significant differences between patients ≥75 years and <75 years old 349 

concerning the rate of all-cause death or MI (8.2% vs. 7.4%, HR 1.11, 95% CI 0.85-1.45, p-value 350 

0.464) or of the individual ischemic endpoints from 1 to 12 months after index PCI. Conversely, 351 

among patients ≥75 years compared to patients <75 years old, the risk of BARC type 2-5 bleeding 352 

(8.5% vs 10.9%; HR 0.78, 95% CI 0.61-0.99, p=0.038) and BARC type 3-5 bleeding (3.9% vs 353 

5.3%, HR 0.70, 95% CI 0.50-0.99, p=0.043) was lower (Figure 3 and 4). 354 

 355 

Effects of 1- vs 3-month DAPT 356 

 At 1-year after PCI, among patients ≥75 years the composite of all-cause death or MI 357 

occurred in 75 (8.5%) patients on 1-month DAPT and 96 (8.0%) patients on 3-months DAPT, 358 

determining a similar effect of the two regimens on this outcome (HR 0.95, 95% CI 0.69-1.30) 359 

(Figure 5). Similarly, there was no significant difference between 1- and 3-month DAPT 360 

concerning all-cause death (HR 0.97, 95% CI 0.65-1.44), cardiovascular death (HR 0.97, 95% CI 361 

0.56-1.70), MI (HR 0.77, 95% CI 0.47-1.27), definite or probable ST (HR 0.43, 95% CI 0.04-362 

4.53), target lesion failure (HR 0.96, 95% CI 0.65-1.41) or its individual components. Stroke 363 

tended to be lower with 1-month than 3-month DAPT (Figure 5). These effects were consistent in 364 

patients <75 years (all interaction p-values non-significant).  365 

Among patients ≥75 years old, 63 (7.2%) and 112 (9.4%) BARC type 2-5 bleeding were 366 

observed with 1- and 3-month DAPT, respectively, and among patients <75 years, these occurred 367 

in 40 (9.7%) and 72 (11.8%) individuals. The 1-year risk of BARC 2-5 bleeding was consistently 368 

lower in patients ≥75 (Adj. HR 0.66, 95% CI 0.48-0.91) and <75 (Adj. HR 0.86, 95% CI 0.57-369 

1.29) years old (interaction p-value 0.737) treated with 1-month DAPT as compared to 3-month 370 

DAPT (Figure 5). BARC type 3-5 was reduced with 1- as compared with 3-month DAPT 371 
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consistently in older (3.2% vs 4.3%, Adj. HR 0.57, 95% CI 0.35-0.94) and younger patients (5.1% 372 

vs 5.4%, Adj. HR 1.04, 95% CI 0.59-1.82, interaction p-value 0.372). 373 

 374 
Discussion 375 

In this study, we compared the effects of 1- vs 3-month DAPT on 1-year outcomes in HBR 376 

patients ≥75 years old undergoing PCI with XIENCE stent implantation using a series of 377 

prospective studies with data on antiplatelet adherence and adjudicated outcomes. The main 378 

findings can be summarized as follows:  379 

1) Patients ≥75 years comprised about two thirds of the study population and were more likely 380 

to be women, to have comorbidities, but less likely to have other HBR features in addition 381 

to advanced age as compared to patients <75 years old. 382 

2) One as compared to 3-month DAPT was associated with a similar risk of the composite of 383 

all-cause death or MI and of other ischemic complications, and fewer BARC type 2-5 384 

bleeding consistently in patients ≥75 years and <75 years old; bleeding reduction tended to 385 

be greater in the patients ≥75 years old. 386 

 387 

Elderly patients are more likely to experience complications after PCI than younger individuals 8, 388 

10-13. Shorter (i.e. <6 months) or less potent DAPT has been shown to reduce bleeding events 389 

without significantly increasing ischemic harm, especially in patients with advanced age or other 390 

HBR features 17-19, 24, 25. However, the most appropriate antiplatelet regimen or DAPT duration in 391 

elderly are still unclear, since no study directly compared these new antiplatelet strategies against 392 

each other and because elderly are frequently underrepresented in clinical trials 17-19, 24, 25.  393 

Age ≥75 years was one of the HBR criteria making subjects eligible for inclusion in the 394 

XIENCE short DAPT program - a series of prospective studies focusing on HBR patients who 395 
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underwent XIENCE stent implantation. Patients ≥75 years old comprised around two thirds of the 396 

study population, and <50% of them had at least one of the other HBR criteria (e.g. long term 397 

OAC, anemia, prior bleeding or stroke). While older and younger patients had a similar risk of 398 

death, MI, or other ischemic complications, the former were at lower risk of bleeding. Particularly, 399 

the 1-year rate of major bleeding (BARC 3 or 5) in patients ≥75 years was slightly below the 4% 400 

threshold established by the ARC-HBR consensus to define HBR, while it exceeded 5% in younger 401 

patients. These observations validate the ARC-HBR definition, in which age ≥75 years alone is 402 

considered a minor criterion and most of the other HBR features, which were significantly more 403 

prevalent among young patients, major HBR criteria 26.  404 

We found that 1- as compared to 3-month DAPT followed by antiplatelet monotherapy 405 

(aspirin in >90% of patients) was associated with a similar hazard of the composite of all-cause 406 

death or MI and of any individual ischemic events, and with a consistent reduction of BARC 2-5 407 

bleeding irrespective of age. The bleeding-related benefits of 1-month DAPT seem to extend also 408 

to more severe BARC 3-5 bleeding, even though the risk reduction for this outcome was only 409 

numerical and not statistically significant.  410 

In aggregate, these results confirm the findings of the main analysis of the XIENCE short 411 

DAPT program 21, and suggest that an earlier transition (i.e. at 1-month) to a regimen with a single 412 

antiplatelet agent may reduce bleeding-related harm without increasing the ischemic risk in both 413 

older and younger HBR patients.  414 

Two prior studies demonstrated that respectively 1- and 3-month DAPT followed by 415 

aspirin monotherapy were non inferior to 12-month DAPT for the prevention of ischemic events 416 

and net adverse clinical events in both patients ≥65 and <65 years old 27, 28. Other clinical trials 417 

showed that 1-month DAPT followed by aspirin monotherapy after DES implantation might be an 418 
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appropriate option in elderly; however, the comparison group in these studies consisted of patients 419 

treated with another stent type and not with a different antiplatelet regimen 29-31. A larger amount 420 

of evidence support the use of a short (1- or 3-month) DAPT followed by P2Y12 monotherapy after 421 

PCI, with several studies demonstrating that this regimen significantly reduces bleeding without 422 

ischemic harm consistently in elderly 11, 32, 33; and HBR patients 34-36. 423 

At variance with prior studies, the current analysis showed that 1-month DAPT followed 424 

by aspirin monotherapy is not only non-inferior to 3-month DAPT, but it might provide additional 425 

benefits in terms of bleeding reduction without a significant increase of ischemic complications.  426 

Current guidelines do not provide specific recommendation concerning antiplatelet therapy 427 

for elderly undergoing PCI. The American College of Cardiology/American Heart Association 428 

(ACC/AHA) recommend that in presence of HBR features P2Y12 inhibitor might be discontinued 429 

after 3 months of DAPT if the indication of PCI was a CCS and at 6 months in case of ACS (level 430 

of recommendation 2b) 6. Conversely, according to European Society of Cardiology (ESC) 431 

guidelines, transition from DAPT to aspirin monotherapy can occur already at 1-month in patients 432 

at very high risk of bleeding 5.  433 

Larger randomized studies are needed to confirm the findings of the current analysis and 434 

to compare the effects of P2Y12 versus aspirin discontinuation in patients with advanced age or 435 

other HBR features. 436 

 437 

Study Limitations 438 

The results of this study may be limited by the nonrandomized study design, although 439 

confounding factors were attenuated by nearly identical protocols for both XIENCE 28 and 90 and 440 

by propensity score stratification. Moreover, adherence rates slightly differed between patients 441 
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receiving 1- vs 3-month DAPT, with about 30% of patients transitioning from DAPT to single 442 

antiplatelet agent before the mandated 1 o 3 months, and about 15% of patients of XIENCE 90 443 

continuing DAPT beyond 3 months. The results should be considered exploratory, since the study 444 

was underpowered to detect small differences for single ischemic endpoints such as MI, stent 445 

thrombosis or stroke. 446 

In addition, the results apply only to patients meeting the inclusion and exclusion criteria 447 

of this analysis, namely patients that did not experience major ischemic adverse events in the first 448 

month after PCI, that were adherent to DAPT treatment and without some high-risk characteristics 449 

for ischemic complications, such as presentation with STEMI or complex PCI features (e.g. 450 

bifurcations lesions with double stenting, treatment of in-stent restenosis, or CTO).  451 

 452 

Conclusions 453 

Among HBR patients undergoing successful PCI with a cobalt-chromium everolimus-454 

eluting stent, patients older and younger than 75 years derived a consistent benefit from 1- as 455 

compared to 3-month DAPT in terms of reduction of bleeding events with no increase in all-cause 456 

death or MI. 457 

 458 
 459 
 460 
 461 
 462 
 463 
 464 
 465 
 466 
  467 
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Figure Legends 650 
 651 
 652 
Figure 1. Distribution of the study specific HBR criteria in patients ≥75 or <75 years old.  653 
OAC: oral anticoagulation 654 
 655 
 656 
Figure 2. Proportion of patients on DAPT at different timepoints. DAPT discontinuation was 657 
mandated at 1-month post-index PCI in XIENCE 28 (A), and 3-month post-PCI in XIENCE 90 658 
(B). Reported rates reflect the number of patients remaining on study-mandated DAPT at follow-659 
up, stratified by age ≥75 or <75 years old. 660 
 661 
DAPT: dual antiplatelet therapy; PCI: percutaneous coronary intervention 662 
 663 
 664 
Figure 3. Cumulative incidence of the composite of all-cause death or MI and of BARC 2-5 665 
bleeding. 666 
 667 
BARC: Bleeding Academic Research Consortium; DAPT: dual antiplatelet therapy; MI: 668 
myocardial infarction 669 
 670 
 671 
Figure 4. Unadjusted risk of adverse outcomes between 1 and 12 months after PCI in 672 
patients ≥75 vs. <75 years old. Adverse events are reported as Kaplan-Meier (K-M) rates.  673 
 674 
BARC: Bleeding Academic Research Consortium; MI: myocardial infarction; ST: stent thrombosis; TLR: 675 
target lesion revascularization; TVR: target vessel revascularization 676 
 677 
 678 
Figure 5. Effects of 1- vs. 3-month DAPT duration outcomes from 1 to 12-months after PCI 679 
in patients ≥75 (red) and <75 years old (blue) 680 
 681 
BARC: bleeding academic research consortium; DAPT: dual-antiplatelet therapy; MI: 682 
myocardial infarction; ST: stent thrombosis; TLR: target lesion revascularization; TVR: target 683 
vessel revascularization 684 
 685 
* 2241 patients ≥75 years old, of which 949 were assigned to 1-month DAPT, and 1292 were 686 
assigned to 3-month DAPT  687 
# 1123 patients <75 years old, of which 443 were assigned to 1-month DAPT, and 680 were 688 
assigned to 3-month DAPT 689 
 690 
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Figure 5.  
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Table 1. Baseline clinical characteristics in HBR patients receiving 1- vs 3-month DAPT stratified by 
age.  
 

 ≥75 years old  <75 years old 

 
1-month 
DAPT 
N= 949 

3-month 
DAPT 

N=1292 
p-value 

 

1-month 
DAPT 
N= 443 

3-month 
DAPT 
N= 680 

p-value 

Age, years 80.5±4.1 80.6±4.4 0.560  66.3±6.8 64.6±7.2 <0.001 

Female sex 330 (34.8%) 504 (39.0%) 0.040  123 (27.8%) 197 (29.0%) 0.662 

Race        

Asian 75 (11.8%) 32 (2.5%) <.001  51 (15.3%) 13 (1.9%) <0.001 

Black or African American 16 (2.5%) 57 (4.4%) 0.039  20 (6.0%) 60 (8.8%) 0.118 

Hispanic or Latino ethnicity 99 (11.1%) 30 (2.3%) <.001  39 (9.2%) 26 (3.8%) <0.001 

Native Hawaiian or Pacific Islander 0 (0.0%) 3 (0.2%) 0.555  0 (0.0%) 2 (0.3%) 1.000 

American Indian or Alaskan Native 0 (0.0%) 5 (0.4%) 0.178  2 (0.6%) 6 (0.9%) 1.000 

White 547 (85.7%) 1157 (89.6%) 0.014  260 (78.1%) 582 (85.6%) 0.003 

Hypertension 800 (84.3%) 1152 (89.2%) <.001  379 (85.6%) 619 (91.0%) 0.004 

Dyslipidemia 633 (66.7%) 1071 (82.9%) <.001  306 (69.1%) 551 (81.0%) <0.001 

Diabetes mellitus 307 (32.6%) 436 (33.8%) 0.550  205 (46.6%) 351 (51.6%) 0.100 

Prior PCI 279 (29.4%) 423 (32.7%) 0.092  111 (25.1%) 184 (27.1%) 0.456 

Prior CABG 75 (7.9%) 157 (12.2%) 0.001  37 (8.4%) 89 (13.1%) 0.014 

Prior MI 151 (16.0%) 196 (15.4%) 0.711  76 (17.3%) 121 (18.0%) 0.767 

Chronic kidney disease 507 (56.1%) 639 (49.9%) 0.004  124 (29.0%) 162 (24.0%) 0.061 

Clinical presentation        

Chronic coronary syndrome 641 (67.5%) 845 (65.4%) 0.289  276 (62.3%) 438 (64.4%) 0.473 

Unstable angina 144 (15.2%) 374 (28.9%) <.001  86 (19.4%) 198 (29.1%) <0.001 

NSTEMI 164 (17.3%) 88 (6.8%) <.001  81 (18.3%) 53 (7.8%) <0.001 

PARIS bleeding risk score 6.3±2.2 6.3±2.3 0.406  5.6±2.3 5.5±2.3 0.626 

PRECISE-DAPT risk score 30.2±9.8 29.3±9.9 0.027  22.2±12.3 20.3±12.6 0.017 

Number of HBR criteria 1.6±0.8 1.6±0.7 0.090  1.3±0.5 1.3±0.6 0.757 

 
Values are n/N (%), mean ± SD, or median (interquartile range [IQR]).  
 
CABG = coronary artery bypass grafting; DAPT = dual antiplatelet therapy; MI = myocardial infarction; NSTEMI = non-ST-segment elevation 
myocardial infarction; PARIS = Patterns of Non-Adherence to Dual Anti-Platelet Regimen in Stented Patients; PCI = percutaneous coronary 
intervention. 
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Table 2. Procedural characteristics in HBR patients receiving 1- vs 3-month DAPT stratified by 
age.  
 

 ≥75 years old  <75 years old 

 
1-month 
DAPT 
N= 949 

3-month 
DAPT 

N=1292 
p-value 

 

1-month 
DAPT 
N= 443 

3-month 
DAPT 
N= 680 

p-value 

Procedural characteristics        

Multivessel disease 378 (39.8%) 617 (47.8%) <.001  195 (44.0%) 301 (44.3%) 0.935 

Number of lesions treated [IQR] 1.0 [1.0-1.0] 1.0 [1.0-1.0] 0.906  1.0 [1.0-1.0] 1.0 [1.0-1.0] 0.992 

Number of vessels treated [IQR] 1.0 [1.0-1.0] 1.0 [1.0-1.0] 0.309  1.0 [1.0-1.0] 1.0 [1.0-1.0] 0.217 

B2/C lesion 313 (33.0%) 459 (35.5%) 0.210  185 (41.8%) 228 (33.5%) 0.005 

Bifurcation 107 (11.3%) 107 (8.3%) 0.017  54 (12.2%) 46 (6.8%) 0.002 

Radial access 660 (69.5%) 673 (52.1%) <.001  326 (73.6%) 355 (52.2%) <.001 

Number of stents per subject [IQR] 1.0 [1.0-1.0] 1.0 [1.0-1.0] 0.838  1.0 [1.0-1.0] 1.0 [1.0-1.0] 0.935 

Total stent length, mm 26.8±14.5 25.2±14.2 0.010  28.1±14.3 26.2±13.1 0.026 

Pre-procedure RVD, mm 3.0±0.5 3.0±0.5 0.887  3.0±0.5 3.0±0.5 0.054 

Pre-procedure % DS 82.4±10.3 84.2±9.5 <.001  82.7±10.4 83.4±9.6 0.260 

Antiplatelet therapy at discharge        

Aspirin 787 (82.9%) 1199 (92.8%) <.001  345 (77.9%) 602 (88.5%) <.001 

Clopidogrel 818 (86.2%) 1062 (82.2%) 0.011  386 (87.1%) 550 (80.9%) 0.006 

Prasugrel 7 (0.7%) 30 (2.3%) 0.004  7 (1.6%) 16 (2.4%) 0.372 

Ticagrelor 124 (13.1%) 200 (15.5%) 0.108  50 (11.3%) 117 (17.2%) 0.006 

Oral anticoagulation 317 (33.4%) 398 (30.8%) 0.192  300 (67.9%) 407 (59.9%) 0.007 
 
DAPT = dual antiplatelet therapy; DS = diameter stenosis; RVD = reference vessel diameter. 
 


