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Abstract 
Aims: The EVOLVE FHU trial demonstrated non-inferiority of six-month late loss with two dose formula-
tions of SYNERGY, a novel bioabsorbable polymer everolimus-eluting stent (EES) compared with the dura-
ble polymer PROMUS Element (PE) EES. The current analysis describes the six-month IVUS and clinical 
results through two years from the EVOLVE FHU trial.

Methods and results: EVOLVE recruited 291 patients from 29 centres. At six months, IVUS-assessed in-stent 
net volume obstruction was 3.40±5.06% for PROMUS Element (PE) vs. 2.68±4.60% for SYNERGY (p=0.34) and 
3.09±4.29% for SYNERGY ½ dose (p=0.68 vs. PE). There were no significant differences between groups for any 
other measured IVUS parameter including resolved, persistent, and late-acquired incomplete stent apposition 
(ISA). At two years, target lesion failure (TLF) was 6.1% for PE vs. 5.5% for SYNERGY (p=0.87) and 5.2% for 
SYNERGY ½ dose (p=0.81). There were no significant differences between groups for cardiac death, repeat revas-
cularisation, MI or stent thrombosis through two years.

Conclusions: At six months, everolimus delivered from an ultrathin bioabsorbable abluminal polymer 
resulted in equivalent net volume obstruction and ISA compared with a permanent polymer EES. There were 
no significant differences between PE and either SYNERGY stent for any major cardiac endpoint through 
two years. Clinical trials number: NCT01135225.
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Introduction
Over the last ten years, there have been limits to the success of DES, 
most notably due to the concern over late stent thrombosis and patient 
compliance with dual antiplatelet therapy1,2. The underlying causes of 
stent thrombosis (ST) have not been fully elucidated and are likely 
multifactorial - dependent on patient, lesion, underlying disease and 
procedural factors. However, it has been shown that early discontinu-
ation of clopidogrel increases the risk of ST and longer thienopyri-
dine compliance can decrease the incidence of late ST3-5. 

Recent animal and human studies suggest that the durable poly-
mer may be a potential source of ST due to prolonged or chronic 
inflammation and hypersensitivity reactions3,6-13. DES can delay 
vessel healing resulting in impaired stent strut coverage which may 
be associated with late ST demonstrated in human autopsy stud-
ies10. Therefore, DES design has progressed toward reduced poly-
mer load with short-term exposure and minimal drug burden. 
SYNERGY is a novel thin strut platinum chromium stent with an 
ultrathin, bioabsorbable, everolimus-eluting, abluminally-applied 
polymer coating14. Once the drug and polymer are resorbed, all that 
is left behind is a bare metal scaffold. 

The EVOLVE FHU trial compared two dose formulations of 
SYNERGY to the permanent polymer PROMUS Element everoli-
mus-eluting stent (PE). At six-months, the SYNERGY stent was 
found to be non-inferior to PE for the primary angiographic end-
point of in-stent late loss. Clinical events were low and similar 
between groups at six months with no ST in any group. The current 
analysis describes the six-month intravascular ultrasound (IVUS) 
and clinical results through two years from the EVOLVE trial.

Methods
The EVOLVE FHU (first human use) trial has been previously 
described14 and is briefly summarised here.

Device description
The PROMUS Element (PE) stent elutes everolimus from a confor-
mal permanent polymer coating on a platinum chromium alloy 
scaffold15. The SYNERGY stent uses an ultrathin abluminal, bioab-
sorbable, everolimus-eluting poly(DL-lactide-co-glycolide) (PLGA) 
coating designed to resorb shortly after drug elution is complete at 
three months. The everolimus dose is similar to that of PROMUS 
Element (1 μg/mm2). The SYNERGY ½ dose stent uses the same 
coating and scaffold as the SYNERGY stent but one-half the dose 
of everolimus. The cumulative release profile of everolimus from 
the SYNERGY stent is similar to PROMUS Element16.

Subject selection, procedure and follow-up
Patients with de novo native coronary lesions ≤28 mm in length, ref-
erence vessel diameter ≥2.25 mm but ≤3.5 mm, and percent diameter 
stenosis >50 were randomised single-blind 1:1:1 at 29 sites in the 
European Union, New Zealand, and Australia to receive either 
 SYNERGY, SYNERGY ½ dose, or PE. Patients with left main dis-
ease, chronic total occlusion, acute MI or recent MI were excluded. 
We have previously reported that both SYNERGY stents were 

non-inferior to PE for the primary endpoint of in-stent six-month late 
loss. Thirty-day target lesion failure (TLF: target vessel-related MI, 
target vessel-related cardiac death, or target lesion revascularisation 
[TLR]) was similar between groups14. Lesions were evaluated by 
IVUS and angiography at six months post-procedure, and clinical 
follow-up occurred at one and two years. Clinical follow-up will con-
tinue annually through five years. Beyond the 12-month time point, 
follow-up was limited to those patients who received a study stent. 
Patients who are enrolled but who did not receive a study stent were 
followed for 12 months. IVUS parameters assessed included percent 
net volume obstruction, incomplete apposition, stent/lumen/vessel/
neointimal areas and volumes. 

IVUS 
IVUS was required post-procedure and six months post-index-pro-
cedure for patients who received a study stent. IVUS was performed 
according to a standardised protocol using a motorised pullback 
throughout the stented segment and references and following estab-
lished guidelines17. IVUS images were digitally collected and sent 
to the IVUS Core Laboratory for central, blinded analysis (MedStar 
Health Research Institute, Washington DC, USA) employing stand-
ard measures and analysis17. Assessors were blind to study treat-
ment. All IVUS image analysis was performed and reviewed by 
experienced personnel using commercially approved equipment 
(Indec Medical Systems, Santa Clara, CA, USA). Post-procedure 
and follow-up images were aligned by visualising the stent seg-
ment. Only images with motorised pullbacks at both time points 
and in which the stent length on the IVUS images were matched as 
well were used for volumetric analysis17.

Study endpoints
The primary angiographic endpoint was in-stent late loss as meas-
ured by an independent core-laboratory adjudicated QCA at six 
months14. The primary clinical endpoint was target lesion failure 
(TLF), a composite of cardiac death or MI related to the target ves-
sel, or ischaemia-driven target lesion revascularisation (TLR) at 
30 days14. The IVUS endpoints measured by an independent core 
laboratory included post-procedure and six-month % net volume 
obstruction, incomplete apposition and stent/lumen/vessel/neointi-
mal areas as well as volumes. Other clinical endpoints have been 
described previously14.

Statistical methods
This trial was powered for testing of non-inferiority for the six-
month primary angiographic endpoint; subsequent analyses should 
be considered post hoc and exploratory in nature. To control sys-
tematic error or bias, patients will remain blinded to treatment 
throughout the course of the study. Values are expressed as mean 
± standard deviation (SD) for continuous variables and percent 
(count/sample size) for discrete variables. Statistical significance 
was set at p<0.05 and was determined by a two-sided Student t-test 
for continuous variables and chi-square or Fisher exact test for dis-
crete variables. The chi-square test was used by default; the Fisher 
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exact test was used when the total number of samples ≤40 and/or at 
least one cell count in the 2 by 2 table had an expected value <5. 
Survival curves were constructed and outcomes at two years are 
presented for time-to-event variables using Kaplan-Meier esti-
mates. Analyses were performed using SAS version 8.2 or higher 
(SAS Institute, Cary, NC, USA).

Results
Baseline characteristics of the randomised arms of the EVOLVE 
FHU study have been previously published14. The number of 
patients available for follow-up through two years for each ran-
domised group is shown in Figure 1. Follow-up for IVUS was 
94.2% (274/291) post-procedure and 88.3% (257/291) at 
six months. Patients were not included in the IVUS analysis 
because they could not attend the visit (n=13), unknown reason 
(n=10), equipment/database error (n=6), out of medical necessity 

(n=3) or did not receive a study stent (n=2). Follow-up for 12-month 
and two-year clinical endpoints was 97.9% (285/291) and 97.2% 
(281/289), respectively (Figure 1).

IVUS results at six months
At six months, in-stent net volume obstruction was 3.40±5.06% for 
PE vs. 2.68±4.60% for SYNERGY (p=0.34) and 3.09±4.29% for 
SYNERGY ½ dose (p=0.68 vs. PE) (Table 1). Resolved, persistent 
and late-acquired incomplete stent apposition (ISA) were, respec-
tively, 4.4%, 0%, and 2.9% for PE, 0%, 0%, and 3.2% for SYN-
ERGY, and 0%, 1.6% and 1.6% for SYNERGY ½ dose (Table 1). 
There were no significant differences between groups for any other 
measured IVUS parameters (Table 1). No significant differences 
were found in the change of any IVUS outcome from post-proce-
dure to six months (PE n=68, SYNERGY n=62, SYNERGY ½ 
dose n=63; Online Figure 1). 

Intent-to-treat population
(0-12 mo prespecified analysis set)

N=291

SYNERGY ½ dose
N=99

SYNERGY 
N=94

PROMUS Element 
N=98

6-month follow-up
Clinical: 99.9% (97/98)
Angio: 96.9% (95/98)
IVUS: 95.9% (94/98)

6-month follow-up
IVUS: 95.9% (94/98)

6-month follow-up
IVUS: 88.3% (83/94)

6-month follow-up
IVUS: 80.8% (80/99)

6-month follow-up
Clinical: 98.9% (93/94)
Angio: 93.6% (88/94)
IVUS: 88.3% (83/94)

6-month follow-up
Clinical: 97.0% (96/99)
Angio: 88.9% (88/99)
IVUS: 80.8% (80/99)

12-month follow-up
Clinical: 96.0% (95/99)

12-month follow-up
Clinical: 97.9% (92/94)

12-month follow-up
Clinical: 100% (98/98)

Safety analysis population
Patients without a study stent are not followed after 12 months

N=289

SYNERGY ½ dose
N=99

SYNERGY
N=92

PROMUS Element
N=98

2-year follow-up
Clinical: 100% (98/98)

2-year follow-up
Clinical: 97.8% (90/92)

2-year follow-up
Clinical: 93.9% (93/99)

No 2-year visit n=2

No 2-year visit n=2
Lost to follow-up n=2
Withdrew consent n=1
Investigator discretion n=1

Figure 1. Patient disposition to two years. Patients were analysed in an intent-to-treat manner up to and including the 12 month time point. 
At the two-year follow-up, the prespecified safety analysis patient population was used, which included only those patients treated with a study 
stent. Two SYNERGY patients were not included in this safety analysis as they did not receive the study stent.
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Clinical results
At 12 months, TLF was 5.1% for PE vs. 4.4% for SYNERGY 
(p>0.99) and 4.2% for SYNERGY ½ dose (p>0.99). There were no 
significant differences between groups for any clinical endpoint at 
12 months, including death, repeat revascularisation and MI. At dis-
charge, significantly more patients in the SYNERGY arms were 
taking antiplatelet therapy compared with PE. 

After an additional year of follow-up, TLF was 6.1%, 5.5% and 5.2% 
in the PE, SYNERGY and SYNERGY ½ dose arms, respectively 
(p=0.85 and 0.81; Figure 2 and Figure 3). Few additional events occurred 
between one and two years of follow-up. Two TVRs occurred in the 
PROMUS Element cohort (a TLR and non-TLR TVR both treated with 
PCI). In the SYNERGY arm, two subjects died - one a cardiac death and 
one a non-cardiac death. In the SYNERGY ½ dose group, there were one 
cardiac and two non-cardiac deaths as well as one non-TLR TVR treated 
with PCI. The two-year rates of the combined endpoint of all-cause 
death, MI and TVR were similar between groups (Figure 2). All-cause 
death was significantly increased in the SYNERGY arm of the trial and 
was driven by non-cardiac causes (Table 2). The rate of cardiac death 
was not significantly different between randomised arms. The two car-
diac deaths occurred 472 and 687 days after the index procedure; both 
patients died of an unknown cause which is considered a cardiac death 
unless proven otherwise (Online Table 1). The rates of other clinical 
events were similar between groups including ST (Figure 3 and Table 2). 
The rates of DAPT therapy were similar in all three randomised groups 
at two years (Online Table 2). 

Randomisation in the EVOLVE FHU trial was stratified by the pres-
ence or absence of medically-treated diabetes. TLF occurred in 4.5% 
(1/22) of medically-treated patients in the PE arm, 6.3% (1/16) of 

Table 1. IVUS results at six months.

Endpoint
PROMUS 

Element (n=98)
SYNERGY

(n=94)

p-value 
PE vs. 

SYNERGY

SYNERGY ½ dose 
(n=99)

p-value 
PE vs. 

SYNERGY ½ dose

Incomplete 
stent 
apposition, %¶

Resolved 4.4% (3/68) 0.0% (0/62) 0.25* 0.0% (0/63) 0.25*

Persistent 0.0% (0/68) 0.0% (0/62) Undef. 1.6% (1/63) 0.48*

Late acquired 2.9% (2/68) 3.2% (2/62) >0.99* 1.6% (1/63) >0.99*

Net volume obstruction, % 3.40±5.06 (85) 
(0.00, 23.79)

2.68±4.60 (70) 
(0.00, 26.60) 0.34 3.09±4.29 (74) 

(0.00, 17.24) 0.68

Neointimal area, mm2 0.22±0.32 (85) 
(0.00, 1.38)

0.18±0.33 (71) 
(0.00, 1.64) 0.34 0.22±0.29 (74) 

(0.00, 1.28) 0.90

Neointimal volume, mm3 5.46±8.46 (85) 
(0.00, 46.86)

4.11±7.98 (71) 
(0.00, 40.69) 0.31 5.27±8.20 (74) 

(0.00, 49.22) 0.89

Stent area, mm2 7.04±1.93 (85) 
(3.78, 13.68)

7.03±2.10 (71) 
(3.66, 11.13) 0.99 7.50±1.92 (74) 

(3.82, 11.92) 0.14

Stent volume, mm3 163.35±67.74 (85) 
(35.05, 451.51)

169.91±75.85 (70) 
(39.24,374.87) 0.56 173.18±66.22 (74) 

(45.21, 327.94) 0.38

Lumen area, mm2 6.81±1.95 (85) 
(3.23, 13.68)

6.86±2.11 (71) 
(3.44, 11.13) 0.89 7.29±1.95 (74) 

(3.82, 11.92) 0.14

Lumen volume, mm3 157.99±66.66 (85) 
(35.05, 451.51)

164.22±75.86 (71) 
(35.70, 374.87) 0.58 168.03±65.32 (74) 

(44.45, 323.59) 0.36

Minimum lumen diameter, mm 2.42±0.39 (85) 
(1.61, 3.37)

2.46±0.45 (71) 
(1.48, 3.47) 0.50 2.52±0.38 (74) 

(1.82, 3.49) 0.13

Values are percent (n/sample size) or mean±SD (n) (min, max); *p-value from chi-square test; ¶Paired data; Undef: undefined
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Figure 2. TLF and Death/MI/TVR through two years. Kaplan Meier 
cumulative event curves at two-year follow-up.

SYNERGY-treated diabetic patients and 5.9% (1/17) SYNERGY ½ 
dose diabetic patients. All cardiac events in the medically-treated dia-
betic patients occurred within the first year. There were no significant 
differences between treatment groups and the rates appeared to be sim-
ilar with respect to the rest of the study population (non-medically 
treated diabetic patients). TLF occurred in 4.5% (1/22), 6.3% (1/16) 
and 5.9% (1/17) of medically-treated diabetics in the PE, SYNERGY 
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Figure 3. TLF, TLF components and ST through two years. No 
significant differences for two-year TLF, the individual components 
of TLF or ST between the arms of the EVOLVE trial were found.

Table 2. Clinical endpoints through two years.

Endpoint
PROMUS 

Element (n=98)
SYNERGY

(n=92)

p-value 
PE vs. 

SYNERGY

SYNERGY ½ dose 
(n=99)

p-value 
PE vs. 

SYNERGY ½ dose
Target lesion failure 6.1% (6) 5.5% (5) 0.85 5.2% (5) 0.81

Target lesion revascularisation 6.1% (6) 1.1% (1) 0.07 1.0% (1) 0.06

Target vessel MI 0.0% (0) 3.3% (3) 0.07 3.0% (3) 0.08

Target vessel cardiac death 0.0% (0) 1.1% (1) 0.29 1.1% (1) 0.30

All death 0.0% (0) 4.4% (4) 0.04 3.2% (3) 0.07

Cardiac death 0.0% (0) 1.1% (1) 0.29 1.1% (1) 0.30

Non-cardiac death 0.0% (0) 3.3% (3) 0.07 2.2% (2) 0.15

MI 0.0% (0) 3.3% (3) 0.07 3.0% (3) 0.08

Q-wave MI 0.0% (0) 0.0% (0) Undef 0.0% (0) Undef

Non-Q-wave MI 0.0% (0) 3.3% (3) 0.07 3.0% (3) 0.08

Target vessel revascularisation 10.2% (10) 3.3% (3) 0.06 4.2% (4) 0.11

Non-TLR TVR 5.1% (5) 2.2% (2) 0.29 3.1% (3) 0.50

All death, MI, TVR 10.2% (10) 8.7% (8) 0.72 10.4% (10) 0.94

Target vessel failure 10.2% (10) 7.7% (7) 0.54 8.3% (8) 0.69

ARC stent thrombosis (definite/probable) 0.0% (0) 0.0% (0) Undef 0.0% (0) Undef

Kaplan Meier Estimate. p-value from Fisher exact test unless *chi-square test; ARC: Academic Research Consortium definition; MI: myocardial 
infarction; TLR: target lesion revascularisation; TVR: target vessel revascularisation; Undef: undefined

stent at six months. Clinically, after two years of follow-up, no signifi-
cant differences were found between the PE and SYNERGY or SYN-
ERGY ½ dose groups for TLF, cardiac death, MI, or repeat 
revascularisation. One presumed cardiac death occurred in each of the 
SYNERGY and SYNERGY ½ dose arms of the trial; although both 
were due to an unknown cause. No patient in any arm experienced a 
Q-wave MI or ST. In comparison to PE, outcomes in the SYNERGY ½ 
dose arm were similar to the SYNERGY arm.

The EVOLVE trial was not powered to detect differences in TLF or 
other clinical outcomes between the arms of the trial at two years; thus, the 
results reported here should be considered hypothesis-generating only. 

The results presented here are commensurate with previously 
reported studies comparing DES with biodegradable and permanent 
polymers. In several unrestricted, all-comers analyses comparing drug-
eluting biodegradable polymer stents with sirolimus-eluting stents 
(SES), (including the LEADERS, ISAR-TEST 3 and 4 trials, as well as 
SORT OUT V and COMPARE II), the composite of cardiac death, MI 
and clinically-indicated TLR occurred in 4.6% to 12.3% of patients 
receiving bioabsorbable polymer-coated stents at one-year (the rate in 
SORT OUT V, 5.4%, included definite ST at a rate of 0.7%)18-20. Though 
not directly comparable due to less patient complexity (fewer patients 
with prior CABG, multivessel disease or chronic total occlusions) in 
EVOLVE, the composite event rate (target vessel-related cardiac death, 
target vessel-related MI and TLR) was 4.4% and 4.2% of patients in the 
SYNERGY and SYNERGY ½ dose arms. At two years, the rate of car-
diac death, MI and clinically-indicated TLR was 11.9% versus 13.6% in 
a trial of BES versus SES compared with 5.5%, 5.2% and 6.1% in the 
SYNERGY, SYNERGY ½ dose and PE arms of EVOLVE20,21. Longer-
term analyses have shown similar or better clinical outcomes when 
comparing biodegradable and durable polymer stents20-22. 

and SYNERGY ½ dose arms, respectively. TLR and TVR were sig-
nificantly increased in PE versus SYNERGY ½ non-medically treated 
diabetic dose patients (TVR 10.5% vs. 2.6%, p=0.049; TLR 6.6% vs. 
0.0%, p=0.02) with a trend toward an increase in PE compared with 
SYNERGY non-medically treated diabetic  patients (TVR 10.5% vs. 
2.6%, p=0.054; TLR 6.6% vs. 1.3%, p=0.10).

Discussion
This study found that everolimus delivered from an ultrathin bioab-
sorbable abluminal polymer resulted in equivalent net volume obstruc-
tion and ISA compared with a permanent polymer everolimus-eluting 
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The greatest potential advantage of a bioabsorbable drug deliv-
ery polymer on a DES (BP-DES) is that its dissolution leaves a 
BMS, reducing long-term durable polymer exposure and thereby 
potentially reducing the likelihood of late ST, even if dual antiplate-
let therapy is ceased before the currently recommended six to 
12 months23,24. BP-DES may have lower rates of late ST and, poten-
tially, repeat revascularisation compared to durable polymer 
DES19,20,25, 26-32. The SYNERGY stent improves on existing BP-DES 
and durable polymer DES technology in a number of ways includ-
ing a thinner and more flexible platform, shorter polymer resorption 
time and reduced initial polymer load. Comparatively, there is a 
range of both drug elution and polymer degradation rates within 
currently available BP-DES such that antiproliferative drug release 
may be complete less than three months or take up to a year and 
polymer degradation occurs between six months and three years19,26-

32.The rapid dissolution of the polymer may mitigate the presence of 
the polymer as a risk factor for late ST and may increase the likeli-
hood that DAPT could be discontinued23,24. This would be impor-
tant in patients who are unable to take DAPT due to the risk of 
bleeding, economic reasons, allergies, resistance to antiplatelet 
inhibition and in the case where other medications, like Coumadin 
derivatives, are required concurrently. However, further study and 
longer-term follow-up is warranted.

Study limitations
Although this study provides important information about the 
safety and performance of the SYNERGY stent, there are a number 
of limitations. The study only included patients with relatively sim-
ple de novo lesions such that patients with acute MI, total occlusion, 
bifurcation, left main coronary artery and graft lesions, ostial 
lesions, or lesions with thrombus or excessive tortuosity or angula-
tion were excluded. Additionally, the study was not powered to 
detect differences in clinical event rates or to assess the risk of 
thrombosis or the required duration of dual antiplatelet therapy with 
SYNERGY. However, though underpowered, the study still pro-
vides valuable estimates of treatment effects which can be built 
upon with future trials including EVOLVE II which compares the 
SYNERGY stent to PROMUS Element Plus. IVUS was utilised 
post-procedure and at six months. Given the time course of drug 
elution and polymer degradation, an additional imaging time point 
may have revealed differences between durable and degradable 
polymer coated stents; however, only clinical follow-up was per-
formed in this study after six months. Finally, a two-year follow-up 
period may not be sufficient to reflect the true long-term outcomes 
in the different stent groups. 

Conclusions
IVUS outcomes in patients receiving everolimus delivered from an 
ultrathin bioabsorbable abluminal polymer coated DES demon-
strate that the antirestenotic efficacy of SYNERGY is maintained 
even with disappearance of the coating after the drug is eluted by 
90 days. The clinical results suggest that the stent is safe and effec-
tive through two years. 
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Online Figure 1. Change in intravascular ultrasound assessment 
from post-procedure to six months.

Online Table 1. Death in the EVOLVE trial.

Online Table 2. Antiplatelet use.
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Online Figure 1. Change in intravascular ultrasound assessment from post-procedure to six months. Matched analysis of area and volume 
changes at the in-stent segment for the PROMUS Element (n=68 pairs), SYNERGY (n=62 pairs) and SYNERGY ½ dose (n=63 pairs) arms of 
the EVOLVE trial between post-procedure examination and six-months

Online Table 1. Death in the EVOLVE trial.

Day (post-index procedure) Cause Cardiac Device-related

191 Multiple injuries sustained in motor bike accident No Not related

364 Broken ribs and spontaneous pneumothorax after a fall leading to respiratory failure No Not related

373 Diffuse metastatic breast carcinoma No Not related

472 Death due to unknown cause Yes Not related

577 Right lung carcinoma No Not related

593 Right middle cerebral artery infarct No Not related

678 Death due to unknown cause Yes Not related

Online Table 2. Antiplatelet use.

Endpoint
PROMUS 

Element (n=98)
SYNERGY
(n=94)

p-value 
PE vs. SYNERGY

SYNERGY ½ dose 
(n=99)

p-value 
PE vs. SYNERGY ½ dose

ASA Discharge 98.0% (96/98) 98.9% (91/92) >0.99* 99.0% (98/99) 0.62*

6 months 99.0% (96/97) 98.9% (91/92) >0.99* 99.0% (95/96) >0.99*

1 year 96.9% (95/98) 98.9% (88/89) 0.62* 100.0% (95/95) 0.25*

2 years 95.9% (94/98) 97.7% (84/86) 0.69* 98.9% (89/90) 0.37*

Clopidogrel or 
prasugrel or 
ticlopidine

Discharge 94.9% (93/98) 97.8% (90/92) 0.45* 100.0% (99/99) 0.03*

6 months 100.0% (97/97) 98.9% (91/92) 0.49* 96.9% (93/96) 0.12*

1 year 85.7% (84/98) 82.0% (73/89) 0.49 76.8% (73/95) 0.11

2 years 45.9% (45/98) 45.3% (39/86) 0.94 42.2% (38/90) 0.61

ASA and one of 
clopidogrel, 
ticlopidine, or 
prasugrel

Discharge 94.9% (93/98) 97.8% (90/92) 0.45* 99.0% (98/99) 0.12*

6 months 99.0% (96/97) 97.8% (90/92) 0.61* 95.8% (92/96) 0.21*

1 year 82.7% (81/98) 80.9% (72/89) 0.76 76.8% (73/95) 0.31

2 years 41.8% (41/98) 44.2% (38/86) 0.75 41.1% (37/90) 0.92

*p-value from chi-square test; ASA: acetylsalicylic acid


