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Duration of dual-antiplatelet therapy after coronary stenting 

 
Acute coronary syndrome (ACS) encompasses the spectrum of unstable angina and myocardial infarction, with or 
without ST elevation. Percutaneous coronary intervention (PCI) including coronary stenting is often performed in this 
context. Both ACS and PCI are associated with high levels of platelet activation, and thus dual-antiplatelet therapy with 
aspirin and clopidogrel is essential after coronary stent implantation to reduce the risk of thrombosis. A longer duration of 
dual-antiplatelet therapies is often required after implantation of drug-eluting stents due to delayed endothelialisation, but 
the optimal duration of dual antiplatelet therapies and the associated risk-benefit ratio is not well defined.  
 
The PRODIGY study is a randomized, multicentre, open-label clinical trial which enrolled patients with ACS including 
NSTEMI and STEMI (74%) or chronic stable coronary artery disease (26%) who underwent coronary artery stent 
insertion as part of their ACS management. The objective of the PRODIGY study was to compare the effects of 6-month 
or 24-month courses of dual-antiplatelet therapy (aspirin plus clopidogrel at standard loading and maintenance doses) on 
cardiovascular outcomes and bleeding events after two years, in patients receiving a balanced proportion of FDA 
approved drug-eluting or bare-metal stents. The primary efficacy end point of the study was a composite of death from 
any cause, myocardial infarction, or cerebrovascular accident. 
 
The cumulative risk of the primary outcome after two years was 10.1% with 24-month dual-antiplatelet therapy compared 
with 10.0% with 6-month dual-antiplatelet therapy (hazard ratio, 0.98; 95% confidence interval, 0.74 - 1.29; p = 0.91). 
The individual risks of death, myocardial infarction, cerebrovascular accident, or stent thrombosis did not differ between 
the study groups. Furthermore, the type of stent made no difference to the overall findings, including the rates of late 
stenosis between the treatment groups. There was, however, a consistently greater risk of haemorrhage in the 24-month 
clopidogrel group according to all pre-specified bleeding definitions used in the study.  
 
There were limitations associated with the PRODIGY study which must be considered when interpreting its results. The 
PRODIGY study was not blinded (other than for outcome assessment) and the findings do not exclude the possibility of 
12-month clopidogrel therapy being more favourable than 6-month therapy. It is also uncertain how the findings of the 
PRODIGY study may apply to the newer antiplatelet agents (prasugrel and ticagrelor), which are now the recommended 
antiplatelet agents of choice in high risk ACS with low risk of bleeding. 
 
Current Australian guidelines recommend dual-antiplatelet therapy for at least 12 months after PCI, including stent 
insertion for people with STEMI. These recommendations are based on earlier studies (mainly the CURE study and 
CREDO study) which had other differences in treatment protocols that may have biased findings in favour of longer 
treatment with dual-antiplatelet agents. 
 
The results of the PRODIGY study might not change the current recommendations on the use of dual-antiplatelet therapy 
after PCI, but the potential for increased risk of bleeding from indefinite dual-antiplatelet therapy has been re-
emphasized. The individual ongoing need for dual-antiplatelet therapy after coronary stent insertion must be reassessed 
by the patient’s cardiologist on a regular basis. A number of risk factors for thrombotic events (e.g. the type, number and 
length of stents; diabetes; renal failure; left ventricular dysfunction) and risk factors for bleeding must be taken into 
account to determine the balance of benefits and risks of continuing clopidogrel. The results from a larger blinded study, 
the DAPT study, involving more than 15,000 patients of dual-antiplatelet therapy after coronary stent insertion, are 
expected to be available in 2014 and should provide more conclusive evidence to elucidate an optimal duration of 
therapy. 
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