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AF and PCI for ACS or high-risk1 elective PCI
Age < 65 and CHADS2 = 0

Age ≥ 65 or CHADS2 ≥ 1*

ASA + P2Y12 inhibitor2
(ticagrelor, prasugrel
preferred over clopidogrel for ACS)
Duration after PCI: Up to 12 months

Reduced OAC3 + ASA + clopidogrel
ASA: stop 1 day post PCI or any time up to
6 months4
Followed by: clopidogrel + OAC
Duration after PCI: Up to 12 months

ASA +/- P2Y12 inhibitor5

OAC6 +/- SAPT

*If CHADS2 =1 and Age< 65 another option for initial treatment (especially if high-risk for ischemic events) is DAPT alone
using ASA+ticagrelor or ASA+prasugrel, similar to the recommendation for the CHADS2=0 patient
1.

A PCI is considered high-risk based on clinical and angiographic features such as: diabetes, prior ACS, chronic renal dysfunction (creatinine clearance < 60 mL/min), prior stent thrombosis,
current smoker, multi-vessel coronary artery disease, multiple stents implanted, complex bifurcation lesion, total stent length > 60 mm, chronic total occlusion intervention or bioabsorbable
vascular scaffold implantation.

2.

Ticagrelor and prasugrel are recommended in ACS patients, whereas clopidogrel is recommended for elective PCI.

3.

Regimens evaluated in the context of triple therapy include rivaroxaban 2.5 mg BID or warfarin. If warfarin is to be used, recommended INR target is 2.0-2.5. OAC options evaluated in the
context of a dual pathway strategy include rivaroxaban 15 mg daily (plus clopidogrel) or dabigatran 110 mg/150 mg BID (plus clopidogrel).

4.

DAPT will have been started as part of ACS management or prior to high risk elective PCI. ASA may be discontinued as early as the day following PCI or it can be continued longer term (eg.
1, 3 or maximum 6 months after PCI). The timing of when to discontinue ASA will vary, depending on the individual patient’s ischemic and bleeding risk.

5.

A P2Y12 inhibitor can be added to ASA if high-risk clinical or angiographic features of ischemic events and low risk of bleeding.

6.

The dose of OAC beyond 1 year after PCI should be standard stroke prevention doses as per the CCS Atrial Fibrillation Guidelines. Single antiplatelet therapy with either ASA or clopidogrel
may be added to OAC if high-risk clinical or angiographic features of ischemic events and low risk of bleeding.

AF: atrial fibrillation; ACS: acute coronary syndrome; ASA: acetylsalicylic acid; OAC: oral anticoagulant; PCI: percutaneous coronary intervention; DAPT: dual antiplatelet therapy; SAPT: single
antiplatelet therapy
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Dual Pathway and Triple Therapy Regimens
Evaluated in Clinical Trials
Dual Pathway

Triple Therapy

1. Rivaroxaban 15 mg OD +
clopidogrel 75 mg OD1

1. Rivaroxaban 2.5 mg BID + ASA
81 mg OD + clopidogrel 75 mg OD1

2. Dabigatran 110* or 150 mg BID +
clopidogrel 75 mg OD2

2. Warfarin (INR 2.0-2.5) + ASA 81
mg OD + clopidogrel 75 mg OD4

3. Warfarin + clopidogrel 75 mg OD3
*In the RE‐DUAL PCI trial, the 110 mg BID dabigatran dose was associated with a trend to a higher risk of death or thrombotic events (11% versus 8.5%, hazard ratio
1.30, 95% CI 0.98‐1.73, P=0.07). This risk was not observed with the 150 mg BID dose (7.9% versus 7.9%, hazard ratio 0.97, 95% CI 0.68‐1.39, P=0.44). Therefore, in
patients who are not at high risk of bleeding, the dabigatran 150 mg BID dose, when used in combination with clopidogrel 75 mg daily (ASA omitted), may be
preferable.

1. PIONEER‐AF: Gibson CM et al. NEJM 2016;375:2423]
2. RE‐DUAL PCI: Cannon CP et a.l. NEJM 2017; 377:1513‐1524
3. WOEST: Dewilde et al., Lancet 2013;381:1107‐15
4. ISAR Triple :Fiedler et al . J Am Coll Cardiol 2015;65:1619‐29
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AF and PCI for ACS or high-risk1 elective PCI
1. A PCI is considered high-risk based on clinical and angiographic features such as: diabetes,
prior ACS, chronic renal dysfunction (creatinine clearance < 60 mL/min), prior stent thrombosis,
current smoker, multi-vessel coronary artery disease, multiple stents implanted, complex
bifurcation lesion, total stent length > 60 mm, chronic total occlusion intervention or bioabsorbable
vascular scaffold implantation.
2. Ticagrelor and prasugrel are recommended in ACS patients, whereas clopidogrel is
recommended for elective PCI.
3. Regimens evaluated in the context of triple therapy include rivaroxaban 2.5 mg BID or
warfarin. If warfarin is to be used, recommended INR target is 2.0-2.5. OAC options evaluated in
the context of a dual pathway strategy include rivaroxaban 15 mg daily (plus clopidogrel) or
dabigatran 110 mg/150 mg BID (plus clopidogrel).
4. DAPT will have been started as part of ACS management or prior to high risk elective PCI.
ASA may be discontinued as early as the day following PCI or it can be continued longer term (eg.
1, 3 or maximum 6 months after PCI). The timing of when to discontinue ASA will vary, depending
on the individual patient’s ischemic and bleeding risk.
5. A P2Y12 inhibitor can be added to ASA if high-risk clinical or angiographic features of ischemic
events and low risk of bleeding.
6. The dose of OAC beyond 1 year after PCI should be standard stroke prevention doses as per
the CCS Atrial Fibrillation Guidelines. Single antiplatelet therapy with either ASA or clopidogrel may
be added to OAC if high-risk clinical or angiographic features of ischemic events and low risk of
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Patients with separate indications: AF & PCI
PIONEER AF PCI
Trial

PIONEER
AF PCI7
(2016)
N=2124

Regimen

Rivaroxaban
15mg Daily
+ clopidogrel
Vs
Rivaroxaban
2.5mg BID +
DAPT*
Vs
Warfarin
(INR 2-3) +
DAPT†

Patients

71 y/o white
male with nonvalvular AF
with an
average
CHADs2 –
VASC of 4-5
and a
moderate
bleed risk
(average
HASBLED of
3) who
underwent PCI
for ACS or
stable angina

Outcomes
Major Bleeding
vs Warf
regimen

Composite
Efficacy vs Warf
regimen

Rivaroxaban 15
mg daily+P2Y12
inhibitor
Decreased
Bleedsa
NNT=10

Rivaroxaban 15 mg
daily+P2Y12
inhibitor
Unknown,
Not Powered for
Outcomeb

Rivaroxaban 2.5
mg BID+DAPT
Decreased
Bleedsa
NNT=13

Rivaroxaban 2.5
mg BID+DAPT
Unknown,
Not Powered for
Outcomeb

Bottom Line

-Compared to warfarin + DAPT, both rivaroxaban
regimens had less major and clinically significant
bleeding, but it is unclear if these regimens have
similar efficacy outcomes to warfarin-based triple
therapy
Patients need to be individually risk stratified:
No concerns regarding bleed risk: Warfarin (INR 2-3)
+ DAPT)
Patients at High Bleed Risk
• If stroke risk (CHADS2 score) supercedes risk of
stent thrombosis then rivaroxaban 15mg daily +
P2Y12 inhibitor
• If stent thrombosis risk (diffuse disease, urgent
case) supercedes risk of stroke then rivaroxaban
2.5mg BID + DAPT

• Rivaroxaban dosing: CrCl >50mL/min: 15mg daily vs CrCl 30‐50mL/min: 10mg daily
•
•

*For 1 or 6 months then Riva 15mg or 10mg daily (based on CrCl) with ASA 75‐100mg to 12m
†For 1 or 6 months then Warfarin (INR 2‐3) with ASA 75‐100mg to 12 months
N Engl J Med 2016;375:2423‐34.

Patients with separate indications: AF & PCI
RE DUAL
Trial

Regimen

RE-DUAL PCI8 Dabigatran
(2017)
110mg BID +
N=2725
Clopidogrel
Vs
Dabigatran
150mg BID +
Clopidogrel
Vs
Warfarin (INR 23) + DAPT

Patients
72 y/o white
male with nonvalvular AF
with an
CHADs2 –
VASC of 4 and
moderate
bleed risk
(average
HASBLED
score of 3)
who
underwent PCI
for ACS or
stable angina

Outcomes

Bottom Line

Major Bleeding vs
Warf regimen

Composite Efficacy
vs Warf regimen

Dabigatran 110mg
BID + Clopidogrel
Decreased
Bleedsd
NNT=9

Dabigatran 110mg
BID + Clopidogrel
Unknown,
Not Powered for
Outcomee

Dabigatran 150mg
BID + Clopidogrel
Decreased
Bleedsd
NNT=19

Dabigatran 150mg
BID + Clopidogrel
Unknown,
Not Powered for
Outcomee

-Dabigatran reduced
major bleeding and
clinically non-major
relevant bleeds but it
is unclear if these
regimens have similar
efficacy outcomes to
triple therapy.
Standard therapy
(Warfarin [INR2-3] +
DAPT is preferred.

• While bleeding is reduced, efficacy is uncertain over a follow up of 12.3 months
• Prior studies demonstrated a lack of protection for MI, questioning the efficacy of
dabigatran in a population at risk for future coronary events
N Engl J Med 2017;377:1513‐24.
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In patients with AF undergoing PCI for ACS
or elective PCI with high-risk features:
Recommendation
If age ≥ 65 years or CHADS2 ≥ 1*, we recommend an initial regimen of
triple therapy with ASA 81 mg daily plus clopidogrel 75 mg daily plus
reduced intensity/dose OAC.

ASA may be discontinued as early as the day following PCI or it can be
continued up to 6 months of treatment, depending on the risk of recurrent
coronary thrombotic events versus major bleeding (Strong
Recommendation, Moderate Quality Evidence).

Copyright © 2018 Canadian Cardiovascular Society™ All Rights Reserved

 Comparative efficacy of various dual and triple therapy regimens
 Optimal duration of ASA
 Based upon thrombotic risk and bleed risk

 No comparison of warfarin versus DOAC dual pathway regimens

 Dual pathway regimens and triple therapy with low dose rivaroxaban reduce the

risk of clinically relevant bleeding compared to standard triple therapy

 None of the trials were designed to assess antithrombotic efficacy
 A variety of regimens with timed changes in therapy require attention to seamless

care

