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Abstract

Aims: Our aim was to report on a survey initiated by the European Association of Percutaneous Cardiovascular
Interventions (EAPCI) concerning opinion on the evidence relating to dual antiplatelet therapy (DAPT) dura-
tion after coronary stenting.

Methods and results: Results from three randomised clinical trials were scheduled to be presented at the
American Heart Association Scientific Sessions 2014 (AHA 2014). A web-based survey was distributed to
all individuals registered in the Eurolntervention mailing list (n=15,200) both before and after AHA 2014.
A total of 1,134 physicians responded to the first (i.e., before AHA 2014) and 542 to the second (i.e., after
AHA 2014) survey. The majority of respondents interpreted trial results consistent with a substantial equi-
poise regarding the benefits and risks of an extended versus a standard DAPT strategy. Two respondents
out of ten believed extended DAPT should be implemented in selected patients. After AHA 2014, 46.1% of
participants expressed uncertainty about the available evidence on DAPT duration, and 40.0% the need for
clinical guidance.

Conclusions: This EAPCI survey highlights considerable uncertainty within the medical community with
regard to the optimal duration of DAPT after coronary stenting in the light of recent reported trial results.
Updated recommendations for practising physicians to guide treatment decisions in routine clinical practice
should be provided by international societies.
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Introduction

The importance of dual antiplatelet therapy (DAPT) in patients
with acute coronary syndromes and after coronary stent implanta-
tion has been substantiated in numerous trials'? and has also been
endorsed by international guidelines®*. However, the optimal dura-
tion of DAPT after coronary stenting, which maximises the benefits
in terms of ischaemic protection and minimises the risks in terms of
bleeding, remains unclear.

Editorial, see page 15

Between 2010 and 2014 results have been reported from a num-
ber of randomised clinical trials comparing different DAPT dura-
tion regimens after coronary stent implantation®. Data from these
studies failed to show clear evidence of benefit in terms of ischae-
mic events, in prolonging DAPT beyond one year. Moreover,
a DAPT regimen shorter than 12 months was shown to be safer than
the currently recommended 12-month DAPT duration®. During the
American Heart Association Scientific Sessions 2014 (AHA 2014),
results from three additional clinical trials investigating the opti-
mal DAPT duration after stenting in an aggregate of approximately
20,000 randomised patients — DAPT, ISAR-SAFE and ITALIC™ —
were reported for the first time.

In the light of the anticipated impact of the data from these three
trials on clinical practice, the European Association of Percutaneous
Coronary Interventions (EAPCI) sought to assess the opinions of
the scientific community concerning DAPT duration both before
and after AHA 2014. To do this, the association undertook a vol-
untary web-based survey of the community regarding opinions on
DAPT duration after coronary stenting. The current manuscript is

a summary of the results.

Methods

This survey initiative was designed to address three major domains
concerning DAPT duration: i) clinical practice regarding DAPT
duration based on the evidence available before AHA 2014; ii) the
expectations of and the reactions to the results of DAPT’, ISAR-
SAFE?® and ITALIC?, whose primary findings were presented for the
first time during AHA 2014; and iii) the anticipated impact of this
new evidence on clinical practice according to the opinion of prac-
tising physicians. Accordingly, this survey was built into two sets
of questions, distributed before and after the AHA 2014 congress.

The questions included were drafted by the EAPCI Scientific
Document Committee and subsequently approved by the EAPCI
board. The survey was undertaken using a free web-based sur-
vey tool (SurveyMonkey, Palo Alto, CA, USA) and comprised
multiple choice questions, including the possibility of adding fur-
ther comments if required. It was not mandatory to reply to the
entire survey. The sample population comprised the mailing list
of Eurolntervention — the official journal of the EAPCI. Overall,
a total of 15,200 individuals were invited to participate. The invita-
tion to the first part of the survey was sent on the 30" October 2014
and a reminder was sent on the 7 November 2014. For the second
part of the survey, the invitation was sent on the 2™ February 2015
and a reminder on the 9" February 2015.
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Results

RESPONDENT CHARACTERISTICS

Of the 15,200 invitations sent, a total of 1,134 (7.5%) and 542
(3.6%) physicians responded to the first and the second part of the
survey, respectively. Among those, 884 (78%) for the first and 415
(76.6%) for the second part of the survey provided personal and
professional information with respect to age, medical and insti-
tutional qualification, and geographic region of practice (Online
appendix). The characteristics of the respondents are detailed in
Table 1. Participation in the survey was global, with the major-
ity of respondents being European (65.1% for the first and 71.5%
for the second part of the survey) (Table 1, Online Figure 1). The
majority of participants were interventional cardiologists at various
career stages (87.4% and 90.3%, respectively), followed by cardi-
ologists in training (5.8% and 4.6%, respectively) and non-inter-
ventional cardiologists (5.7% and 4.1%, respectively). A minority
of responders declared professional qualifications other than cardi-
ological ones (1.2% and 1%, respectively) (Table 1). About half of
participants worked in an academic environment, while the remain-
ing 50% were affiliated to non-university-based centres or private
institutions (Table 1). The mean age of respondents was 45 years.

DECLARED CLINICAL PRACTICE OF RESPONDENTS
CONCERNING DAPT DURATION BEFORE AHA 2014
The main findings of this part of the survey are shown in Online
Table 1. The majority (53.2%) of respondents indicated a recom-
mendation for a 12-month DAPT duration in all patients treated
with drug-eluting stents (DES); one quarter (23.5%) selected

Table 1. Respondent characteristics.

Survey before | Survey after

AHA (n= 884) AHA (n=415)

Age 450 46.2
Country of work
Europe 65.1% 711.5%
North America 8.0% 9.1%
South America 8.4% 8.4%
Asia 13.9% 4.9%
Africa 3.9% 4.2%
Australia 0.7% 1.9%
Professional figure
Interventional cardiologist (>10 years of experience) 49.8% 56.6%
Interventional cardiologist (>5 years of experience) 20.7% 17.3%
Interventional cardiologist (<5 years of experience) 16.9% 16.4%
Cardiologist in training 5.8% 4.6%
Non-interventional cardiologist 5.7% 41%
Other 1.2% 1.0%
Type of practice
University hospital 49.3% 53.7%
Non-academic public hospital 31.5% 29.6%
Private institution 19.3% 21.2%
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a six-month regimen in patients presenting with stable disease and
a 12-month regimen for ACS patients; 10.3% routinely prolonged
DAPT beyond one year. Three quarters of respondents declared that
they take both ischaemic and bleeding risk into consideration when
prescribing DAPT. History of stent thrombosis (86%), stenting of
the left main or proximal left anterior descending coronary artery
(79.7%) and stable versus unstable presentation (74.8%) were the
covariates most frequently used in practice to weigh the ischaemic
risk (Figure 1). On the other hand, previous bleeding (82.5%), age
(76.4%) and renal function (65.3%) have more frequently been
identified as important to forecast bleeding (Figure 2). This clinical
and/or angiographic set of key covariates used to predict ischae-
mic or bleeding risk was consistent across institution characteristics
(i.e., academic or not academic) and medical qualification/experi-
ence (i.e., interventional cardiologist with more than 10 years of
experience vs. others, or cardiologist in training vs. others).

With respect to changes to the initially prescribed treatment, 36%
of participants reported weighing the occurrence of minor or nui-
sance bleeding while on DAPT in the decision making on DAPT
duration after its prescription, whereas the majority declared adher-
ing to the originally prescribed DAPT duration.

The belief that first-generation DES are more thrombogenic than
newer-generation devices and as such require long-term DAPT
was widely held (93.5%). However, 54.8% of participants thought
that there are still insufficient data to conclude that vulnerability to
short DAPT is stent-specific within the class of newer-generation
DES. The majority agreed that six-month DAPT is a safe pharma-
cological strategy after implantation of newer-generation DES, but
expressed a need for more clinical data, particularly if a duration
shorter than six months is to be recommended, for example after
implantation of new-generation non-polymeric DES. The majority
also stated that there are insufficient data to draw conclusions on
the optimal DAPT duration regimen after bioresorbable everolimus
vascular scaffold implantation.

Respondents generally agreed that long-term DAPT exerts pro-
tective effects well beyond the prevention of stent-related ischae-

mic recurrences.

Respondents
2

Figure 1. Please select which of the following variables or scores
you generally use to weigh the ischaemic risk after DES implantation
(multiple answers allowed).

Respondents

Figure 2. Please select which of the following variables or scores
you generally use to weigh the bleeding risk afier DES implantation
(multiple answers allowed).

In patients deemed at high risk of bleeding, six responders out
of ten (with a gradient noted across professional activity, 75%
non-interventional cardiologists and 55% cardiologists in train-
ing) would prefer to implant bare metal stents followed by 30-day
DAPT.

ANTICIPATION AND INTERPRETATION OF TRIAL RESULTS
PRESENTED AT AHA 2014

Before AHA 2014, 41.4% of respondents believed that the evidence
guiding DAPT duration in patients receiving DES was average,
and 22.8% asserted that it was confusing. The expectations for the
upcoming trials were aligned to the results of previous randomised
studies available at that time. Indeed, 72.6% expected the DAPT
trial not to show the superiority of 30-month vs. 12-month DAPT
and 85% expected ISAR-SAFE to show non-inferiority of a six-
month DAPT strategy as compared to a 12-month strategy (Online
Table 1).

In relation to the DAPT trial, following AHA 2014, 48.5% of
respondents interpreted the results of the trial as showing substan-
tial remaining equipoise between the two treatment strategies (i.e.,
extended duration [30 months] vs. standard duration [12 months])
in terms of efficacy and safety. Against this, 28.4% responded that
a standard 12-month DAPT duration remained the preferred clinical
strategy (Figure 3), 23.1% reported that that they were convinced
of the superiority of 30-month DAPT duration, and 6.1% believed
that it should become the new standard of care. These results were
consistent across geographic regions. The reasons reported for not
adopting the extended duration used in the DAPT trial as a new
standard of care were: concern regarding bleeding risk for 75.4% of
respondents, the use of a high proportion of early-generation DES
in the trial for 55.4% of respondents, concern about the higher mor-
tality observed in the 30-month group for 41.6% of respondents,
limited use of new P2Y,, inhibitors for 29.1% of respondents, and
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Figure 3. What is your interpretation of the results of the DAPT trial
which were presented at AHA and simultaneously published in the
New England Journal of Medicine?

the highly selected patient population for 34.2% of respondents,
and/or concerns regarding the reproducibility of these results in
clinical practice outside trials for 24.6% of respondents (Figure 4).

The excess of non-cardiovascular mortality observed in the
extended duration treatment arm of the DAPT trial was interpreted
as a finding which raises concerns by 32.2% of respondents, while
33.8% would like to know more about this issue (Figure 5). The
benefit in terms of reduction of stent thrombosis was related to
first-generation DES use in the view of 35% of the respondents,
while 30.6% thought that it was not applicable to current practice
with new-generation DES, whereas 23.8% thought that this benefit
applied to all stent types (Figure 6).

Evaluating the results of all three studies presented during
AHA 2014 in aggregate, 44.4% of respondents believed that the
results were compatible with both the possible benefit of long-term
DAPT and also the feasibility of stopping therapy early if needed
(Figure 7); 22.7% of respondents did not declare a clear opinion
and 20.1% found the results contradictory and/or confusing.

80%
= Use of old-generation DES in DAPT study
70%
= Non-cardiovascular mortality was higher
and this is a matter of concern
60%

# The bleeding risk is important

W Patients were highly selected and they
are not representative of a general
patient population

® No use of ticagrelor in the DAPT trial and
prasugrel use was largely restricted to
patients treated with TAXUS stents

Respondents
§

3% | am not convinced that results will be
and they are not
with my practice.
20% 1 The DAPT results are not applicable to
European practice
10%  Other
o%

Figure 4. What is/are the reason(s) behind your belief that 30-month
DAPT should not become the new standard of care after DAPT trial
(multiple answers allowed).
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0%
35%
M| think it is a real finding but does not
mitigate the clinical importance of
30% prolonging DAPT well beyond 12 months
2% M| think itis a real finding and it is a
matter of concern
20%
9,
17.8% | think it is a chance finding
15%
B would like to know more about this
10% potential issue
5%
0%

Figure 5. What is your interpretation of the mortality findings in the
DAPT trial (i.e., excess of non-cardiovascular mortality in the
30-month DAPT group)?

0%
35% M| think it is a real finding but only
applies to first-generation DES
30%
25% M| think it is a real finding and applies to
all stents
20%
| think it does not reflect my practice
15% with second- and third- generation DES
10%
M| think the data are not conclusive
5%
0%

Figure 6. What is your interpretation of the stent thrombosis findings
in the DAPT trial (i.e., lower risk of ST with prolonged DAPT
irrespective of stent type)?

50%
a5% M Contradicting and or confusing
40%
35%
B Complementary as they refer to different
30% patient populations
25%
20% ¥ Complementary as they show the benefit of
long-term DAPT but also the feasibility of
15% stopping DAPT early if needed
10%
M| do not have a clear opinion
5%
%

Figure 7. How do you find the results of the DAPT trial as compared
to the ISAR-SAFE and ITALIC/ITALIC+ trials?

PRACTICE AFTER THE DAPT, ISAR-SAFE AND ITALIC TRIALS

The main findings of this part of the survey are shown in Online
Table 2. The majority of respondents (58.1%) indicated that DAPT
duration should be individualised, i.e., prolonged in selected patients
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and shortened in selected patients, as opposed to a 12-month DAPT
regimen in all, whereas 12.5% believed that practice and recom-
mendations should not change after the new evidence provided at
AHA 2014. Forty percent of respondents believed that a prolonged
therapy, beyond one year, should be limited to less than 10% of the
patient population; whereas 34% of respondents would treat 10 to
30% of their patients with this strategy (Online Table 2).

Comparing the answers to the parts of the survey delivered
before and after AHA, a uniform 12-month DAPT duration in all
patients was less frequently selected after AHA 2014 (37.3% before
vs. 22.9% after).

The most frequently preferred therapeutic options were: 1) six-
month DAPT in stable and 12-month DAPT in ACS patients (24.8%
before AHA vs. 29.4% after AHA), 2) DAPT beyond one year in
a sizeable proportion of patients (7.4% before AHA vs. 13.0% after
AHA), 3) a tailored DAPT duration for individual patients based on
ischaemic and/or bleeding risk (9.7% before AHA vs. 16.2% after
AHA) (Figure 8). After AHA 2014, the evidence that prolonged
DAPT protects against non-stent-related events (64.5% before
AHA vs. 71.8% after AHA) was regarded as more compelling than
before (Figure 9).

In contrast with the opinions expressed before AHA 2014, after
the meeting the quality of evidence on DAPT duration in DES
recipients was interpreted as “average” by 27.4% of the respond-
ents (as compared to 41.4% of responders before AHA), whereas
the majority regarded it as confusing (22.8% before AHA vs. 46.1%
after AHA) (Figure 10).

Overall, 40% of participants called for a change in the guidelines
regarding DAPT duration (Online Table 2): the majority of cardi-
ologists working in an academic environment responded in support
of a formal change in guidelines supporting practice around DAPT
duration, whereas the opposite was voiced by the majority of non-
academic cardiologists. When asked about how guidelines should
change based on the new evidence, 72% of respondents thought
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Figure 8. Comparison of the answers to the question “For how long
do you generally prescribe DAPT afier DES implantation in patients
not requiring oral anticoagulation?” before and after AHA.

H Before AHA
B After AHA

70%
60%
50%
30%
20%
10%

0%

No, DAPT is only beneficial Yes, DAPT protects from any
for the prevention of coronary ischaemic events both stent
stent-related events and not-stent related

Respondents
&

Figure 9. Comparison of the answers to the question “Do you think
prolonged DAPT is beneficial for the prevention of ischaemic events,
which are not stent-related?” before and after AHA.
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M Before AHA
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There is good
evidence informing
physicians about the

optimal DAPT duration optimal DAPT duration optimal DAPT duration optimal DAPT duration

There is average
evidence informing
physicians about the

after DES implantation after DES implantation after DES after DES i

Figure 10. Comparison of the answers to the question “How do you
Jjudge the evidence regarding DAPT duration after DES
implantation?” before and after AHA.

that guidelines should more proactively recommend an individual-
ised therapy in different patient populations (Online Table 2).

Finally, 54.7% of participants believed that new randomised tri-
als testing individualised therapy duration based on ischaemic and
bleeding risk are needed, 35.6% expressed the need for trials com-
paring conventional DAPT versus a P2Y,, inhibitor alone long-term
treatment strategy, whereas 34.8% solicited a consensus statement
based on the evidence available (Online Table 2). The “other”
option was selected by a few calling for new “real-world” prospec-
tive registries (two respondents), new randomised trials including
potent P2Y,, inhibitors (two respondents), new-generation DES
(one respondent) or the implementation of intravascular imaging in
decision making (one respondent).



INTERPRETATION OF THE SURVEY RESULTS

The main findings of the EAPCI survey on DAPT duration can be

summarised as follows:

— Before AHA 2014, the practice most commonly recommended
was 12-month DAPT duration after DES implantation, whereas
only one responder out of ten declared a clinical practice con-
sistent with routine DAPT duration beyond one year after stent
implantation.

— After AHA 2014, most respondents did not report extended
DAPT duration of up to 30 months as representing the preferred
approach in comparison with a 12-month treatment duration, and
fewer than two responders out of ten believed that this should
become the new standard of care.

— After AHA 2014, the evidence regarding DAPT duration was
more frequently interpreted as confusing.

— The majority of respondents reported that DAPT should be pro-
longed or shortened in selected patients according to both ischae-
mic and bleeding risks and that future guidelines should more
proactively recommend strategies in this direction.

— The results of the survey indicate that following the data pre-
sented at AHA 2014 considerable confusion exists regarding the
optimal duration of DAPT after coronary stenting. The commu-
nity needs guidance on how DAPT should be individualised and
this largely reflects the lack of coordination across DAPT stud-
ies performed so far. Many meta-analyses on this topic already
exist based on aggregate data, reaching inconsistent conclusions
depending on different study selection and methods of analysis.
Hence, a collaborative effort among all principal investigators
of DAPT studies would be desirable to characterise further the
included patient population in each of these and to be able to
identify the patients who would most benefit from prolonged ver-
sus shortened DAPT and vice versa.

Limitations

This survey has a number of important limitations which should
be carefully weighed when interpreting the results. Firstly, only
a small percentage of invited practitioners took part in this survey.
Therefore, the results are not necessarily representative of the opin-
ion of the whole community. However, low participation rate is
a common limitation of surveys in general, especially when the pop-
ulation targeted is that of professionals at an advanced career stage.
Secondly, the use of multiple choice questions may lead to ques-
tion bias. To reduce this effect, respondents were able to add open
answers if they felt it was appropriate. In addition, respondents may
have been subject to social desirability response bias: for example,
this may have overestimated the percentage of those who declared
weighing ischaemic and bleeding risks before selecting DAPT dura-
tion. Thirdly, the comparison of questions dispensed before and after
AHA 2014 was not performed on an individual but on an aggregate
basis. As such, it is not possible to evaluate if the single respond-
ent changed his/her opinion or if a new cohort of respondents drove
the change in the second part of the survey. However, in view of
the relatively high number of contributors, it is likely that we have
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captured real changes in opinion due to the new evidence provided.
Fourthly, this survey was designed and administered before the pub-
lication of the results of the PEGASUS trial'®, which explored the
effects of a prolonged therapy with ticagrelor in patients with pre-
vious myocardial infarction. It is possible that the opinion of the
respondents may have changed in the light of this new evidence.
Finally, the focus of this survey was on duration and not on type of
DAPT (i.e., based on which P2Y,, inhibitor). A further EAPCI sur-
vey addressing the evidence provided by the PEGASUS study and
whether the medical community believes duration of DAPT also to
be dependent on type of P2Y,, inhibitor is in preparation.

Conclusions

This EAPCI survey highlights considerable uncertainty within the
medical community with regard to the optimal duration of DAPT
after coronary stenting in the light of recently reported trial results.
The medical community surveyed called for new evidence or
updated guidance on how DAPT duration should be individualised
for each patient.

Impact on daily practice

Against the conduct of ten dedicated randomised studies investi-
gating various durations of dual antiplatelet therapy (DAPT) and
the recent publication of the DAPT trial, which enrolled almost
9,500 patients, the optimal duration of dual antiplatelet therapy
after coronary stenting remains unclear. This survey highlights
uncertainties within the medical community with regard to how
DAPT duration should be managed in clinical practice. A joint
effort of international societies, leveraging on the contribution
of each principal investigator of the available trials to provide
outcomes in pre-specified patient subsets, or ideally the perfor-
mance of an individual patient meta-analysis, may clarify the
most suited DAPT duration for each single patient in practice
in future. Providing guidance to the clinical community with
respect to the individualisation of the antiplatelet therapy based
on patients ischaemic and bleeding risk will be crucial to opti-
mise benefits versus risks.
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Riess G.J., Germany
Rifaie O., Egypt
Rigattieri S., Italy
Rissanen T., Finland
Ristic A.D., Serbia
Rittger H., Germany
Roberts J., United States

Rodriguez Saavedra A., Argentina

Roik M., Poland

Roshan Rao K, India
Routledge H., United Kingdom
Rubboli A., Italy

Rudolph T., Germany
Rudzitis A., Latvia
Ruiters Aw, Netherlands
Ruiz Ros J.A., Spain
Ruiz-Garcia J., Spain
Ruiz-Nodar J.M., Spain
Sabate M., Spain

Sabnis G., India

Sabouret P., France

Sacra C., Italy
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Sahin M., Turkey

Said S., Netherlands
Salachas A., Greece

Salas Llamas J.P., Mexico
Salih A., Saudi Arabia
Sanchez O.D., United States
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Sardovski, Bulgaria
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Sarma J., United Kingdom
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Serra L.A., Spain

Sesana M., Italy
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Sheiban 1., Italy

Shyu K.G., Taiwan

Silva C.E., Brazil

Sionis D., Greece
Siqueira D.A., Brazil
Siqueira M.J., Brazil
Smits P., Netherlands
Sobhy M., Egypt
Sokolov M., Ukraine
Soliman S., Egypt
Somani A.N., India
Sridhar G., Malaysia
Stakos D., Greece

Stasek I., Czech Republic
Stefanini G., Switzerland
Steigen T.K., Norway
Stewart, New Zealand
Stipal R., Czech Republic
Stochino M.L., Italy
Stoel M.G., Netherlands
Stoyanov N., Bulgaria
Subla R.M., United States
Suliman A., Sudan
Summaria F., Italy

Syarif R., Indonesia
Syed A.A., United States
Tanaka Y., Japan

Tashani A., Libya

Tauzin S., France
Tawade N., India

Tawfik M., Egypt

Tayeh O., Egypt

Terzic 1., Bosnia Herzegovina
Testa L., Italy

Thevan B., Bahrain
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Tierala 1., Finland
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Tomasik A.R., Poland
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Online Table 1. Declared clinical practice of respondents concerning DAPT duration before AHA 2014.
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Response Response
percent count
For how long do you generally prescribe DAPT after DES implantation in patients not requiring oral anticoagulation?
(Answered question 1,134 - skipped question 0)
For more than 12 months in all patients 10.3% 117
For 12 months in all patients 53.2% 603
For 6 months in all patients 2.7% 31
For 6 months in stable patients for 12 months in ACS patients 23.5% 267
It varies from patient to patient 10.2% 116

Do you weigh ischaemic and/or bleeding risk in prescribing DAPT duration to your patients not requiring oral anticoagulation?
(Answered question 1,134 - skipped question 0)

No, never, | always prescribe a fixed DAPT duration upfront and try to stick to it in all my patients 11.2% 127
Yes, | take into consideration the ischaemic risk 3.5% 40
Yes, | take into consideration the bleeding risk 11.1% 126
Yes, | take into consideration both ischaemic and bleeding risk 74.2% 841

Do you think that the occurrence of a minor actionable or non-actionable bleeding while on DAPT identifies patients at high risk for DAPT-related more
relevant bleeding and as such should it trigger shortening of DAPT?
(Answered question 961 - skipped question 173)

No, | generally try to stick to the original DAPT prescription even if minor bleeds occur during the course 63.6% 611
of therapy
Yes, the occurrence of nuisance or minor bleeding while the patient is on DAPT is a predictor of future 36.4% 350

major bleeding events and | try to shorten DAPT duration as much as possible in these patients.

Do you think that the stent thrombosis risk is significantly lower with newer-generation stents as compared with early-generation DES?
(Answered question 961 - skipped question 173)

Yes, first-generation DES require longer DAPT than newer-generation DES 611 899
No, all DES are alike 6.5% 62

Do you think that vulnerability to short DAPT duration varies from stent to stent within newer-generation stent platforms?
(Answered question 961 - skipped question 173)

Yes, | think duration of DAPT should strictly be stent-specific as thrombogenicity varies from stent to stent. 30.5% 293
No, all newer-generation DES are alike 14.7% 191
There is insufficient data to draw meaningful conclusions about this matter 54.8% 527

Provide your judgment regarding the safety profile (the safer the stent, the shorter DAPT can last after its implantation) of each of the following DES or
vascular scaffolds when used in combination of a short (6 months or less) or very short (3 months or less) DAPT duration.
(Answered question 961 - skipped question 173)

Durable polymer newer-generation DES Safe with 3-month DAPT or less 9.2% 88
Safe with 6-month DAPT or less 54.5% 519
Insufficient data 17.3% 165
Not safe with short DAPT 18.9% 180
Biodegradable polymer newer-generation DES Safe with 3-month DAPT or less 15.9% 152
Safe with 6-month DAPT or less 52.1% 498
Insufficient data 26.1% 250
Not safe with short DAPT 5.8% 56
No polymer newer-generation DES Safe with 3-month DAPT or less 15.6% 148
Safe with 6-month DAPT or less 33.9% 322
Insufficient data 42.3% 402
Not safe with short DAPT 8.2% 78
Bioresorbable everolimus-eluting Vascular Scaffold Safe with 3-month DAPT or less 9.5% 91
Safe with 6-month DAPT or less 19.4% 185
Insufficient data 46.2% 440
Not safe with short DAPT 24.9% 237
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Do you think prolonged DAPT is beneficial for the prevention of ischaemic events, which are not stent-related?
(Answered question 961 - skipped question 173)
Yes, DAPT protects from any coronary ischaemic both stent and not-stent related 64.5% 620
No, DAPT is only beneficial for the prevention of stent-related events 35.5% 341
How do you manage a patient who is at very high risk for bleeding requiring coronary stent implantation?
(Answered question 946 - skipped question 188)
| preferentially implant a BMS and go for a 30-day DAPT regimen 60.9% 576
| preferentially implant a newer-generation DES and go for 3-month DAPT and continue with aspirin 18.8% 178
monotherapy
| preferentially implant a newer-generation DES and go for 6-month DAPT and continue with aspirin 7.1% 67
monotherapy
| preferentially implant a newer-generation DES and go for 1-month DAPT and continue with P2Y,, 5.8% 55
inhibitor monotherapy
| preferentially implant a newer-generation DES and go for 1-month DAPT and continue with aspirin 4.7% 44
monotherapy
| preferentially implant a newer-generation DES and go for P2Y,, inhibitor monotherapy without aspirin 2.7% 26
What are your expectations regarding the DAPT trial, which will be presented at the upcoming AHA?
(Answered question 908 - skipped question 226)
This study will fail to show the superiority of 30-month DAPT regimen as compared to 12-month therapy 43.7% 397
duration and | expect a clear excess of clinically significant bleeding liability.
This study will fail to show the superiority of 30-month DAPT regimen as compared to 12-month therapy 28.9% 262
duration but | expect no or a clinically acceptable excess of bleeding
This study will show the superiority of 30-month DAPT regimen as compared to 12-month therapy 17.6% 160
duration with a trade-off in bleeding
This study will show the superiority of 30-month DAPT regimen as compared to 12-month therapy 9.8% 89
duration with no risk of bleeding
What are your expectations regarding the ISAR-SAFE trial, which will be presented at the upcoming AHA?
(Answered question 908 - skipped question 226)
This study will show the non-inferiority of a 6-month DAPT duration versus 12-month therapy with an 57.7% 524
excess of bleeding in the 12-month therapy arm and no ischaemic risk in the 6-month arm
This study will show the non-inferiority of a 6-month DAPT duration versus 12-month therapy with an 27.3% 248
excess of bleeding in the 12-month therapy arm but a slight increase in the ischaemic risk in the
6-month arm
This study will not show the non-inferiority of 6-month DAPT duration versus 12-month therapy due to 7.8% 71
a frank ischaemic risk in the 6-month DAPT arm which is not compensated by the bleeding events in the
12-month arm.
This study will not show the non-inferiority of 6-month DAPT duration versus 12-month therapy due to 7.2% 65
a frank ischaemic risk in the 6-month DAPT arm and no bleeding difference as compared to 12-month
therapy duration.
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Online Table 2. Declared clinical practice of respondents concerning DAPT duration after AHA 2014.

Response Response
percent count

After the results of DAPT, ISAR SAFE and ITALIC/+, the duration of DAPT should (as compared to current practice/recommendations)?
(Answered question 432 — skipped question 110)
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Be prolonged in all patients 3.0% 13
Be shortened in all patients 3.7% 16
Be prolonged in selected patients 14.8% 64
Be shortened in selected patients 7.9% 34
Be prolonged in selected patients AND be shortened in selected patients 58.1% 251
Unchanged 12.5% 54

Which proportion of patients according to your interpretation of the data and your personal experience should be considered for DAPT duration well
beyond one year?
(Answered question 432 — skipped question 110)

None 6.7% 29
A limited proportion up to 10% 40.5% 175
A limited proportion from 10% to 30% 34.3% 148
A proportion from 30% to 50% 9.5% 41
A proportion from 50% to 70% 5.6% 24
A proportion greater than 70% 3.5% 15

Should the guidelines change after DAPT, ISAR SAFE and ITALIC/+, with respect to duration of DAPT?
(Answered question 432 — skipped question 110)

No, they should not change 39.4% 170
Yes, they should change 40.0% 173
| do not know 20.6% 89

How should the guidelines change after DAPT, ISAR SAFE and ITALIC/+, with respect to duration of DAPT?
(Answered question 168 — skipped question 374)

Guidelines should more proactively recommend a longer DAPT regimen than current recommendations 12.5% 21
Guidelines should more proactively recommend a shorter DAPT regimen than current recommendations 15.5% 26
Guidelines should more proactively recommend a longer DAPT regimen than current recommendations in 72.0% 121

selected patients AND a shorter DAPT regimen than current

How do you think the field on DAPT duration should move forward?
(Multiple answers allowed) (Answered question 419 — skipped question 123)

New randomised controlled trials with bigger sample size 20.3% 85
New randomised controlled trials testing a truly individualised duration of therapy based on bleeding risk 17.2% 72
at the time of inclusion

New randomised controlled trials testing a truly individualised duration of therapy based on ischaemic 13.4% 56
risk at the time of inclusion

New randomised controlled trials testing a truly individualised duration of therapy based on bleeding 54.7% 229
AND ischaemic risk at the time of inclusion

New randomised controlled trials testing the interruption of aspirin and the continuation of P2Y12 35.6% 149
inhibitor as compared to conventional DAPT

A consensus statement is needed which should provide guidance to physicians based on the evidence so 34.8% 146
far generated

| do not know 3.6% 5

Other 2.6% 11
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