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As post-percutaneous coronary intervention 
(PCI) bleeding is increasingly recognised as 
a  prognostically meaningful event1, antiplatelet 

strategies that minimise bleeding risks while preventing 
recurrent ischaemic events have been extensively studied 
in large-scale randomised controlled trials2. The totality of 
the evidence from these studies, which generally excluded 
patients at high bleeding risk (HBR), shows that short dual 
antiplatelet therapy (DAPT) durations (1-3  months) after 
PCI reduce bleeding and are safe in terms of recurrent 
ischaemic events, even after a  myocardial infarction3,4. In 
the vulnerable population of HBR patients, which is in 
theory the most likely to benefit from DAPT de-escalation, 
only recently have clinical practice guidelines incorporated 
recommendations to reduce DAPT duration5,6. The HBR-
specific guideline recommendations were mainly based 
on the MASTER DAPT trial, which showed that an 
abbreviated one-month DAPT duration strategy after PCI 
decreased the risk of major or clinically relevant non-
major bleeding, and was non-inferior in terms of net 
adverse clinical events (NACE) and major adverse cardiac 
or cerebral events (MACCE), compared with at least two 
additional months of DAPT in patients at HBR7. These 
findings were consistent in multiple high ischaemic risk 
subgroups, which is reassuring for the adoption of a more 
liberal approach to abbreviated DAPT in HBR patients. 
Given this background, it is thus expected that the practice 
of prescribing short DAPT durations after PCI, both in 
HBR and non-HBR patients, will gradually percolate 
into routine clinical practice and become increasingly 
mainstream for most patients8.

Patients presenting with overlapping ischaemic and bleeding 
risk factors, however, represent a  particularly challenging 
population in respect to the choice of antiplatelet regimens. 
Among those, chronic kidney disease (CKD) increases the 
risk of bleeding after PCI, while simultaneously representing 
a marker of adverse prognosis in terms of recurrent ischaemic 
events9, complicating the risk/benefit assessment for DAPT 
de-escalation. 

In this issue of EuroIntervention, Landi et al present 
a prespecified analysis of the MASTER DAPT trial evaluating 
the treatment effects of abbreviated versus standard 
antiplatelet therapy duration in HBR patients according to 
the presence of concomitant CKD (defined as an estimated 
glomerular filtration rate [eGFR] <60 mL/min/1.73 m2)10. 

Article, see page e1445

A total of 31% of MASTER DAPT participants had 
CKD, highlighting the high prevalence of this high-risk 
population among PCI patients. Despite randomisation not 
being stratified by CKD status, the types and combinations 
of antiplatelet agents were generally well balanced between 
CKD and non-CKD participants. NACE, MACCE, and all-
cause death were significantly more frequent at 11  months 
in patients with CKD compared with non-CKD patients, and 
the contrast was accentuated with increasing degree of renal 
dysfunction. Rates of major or clinically relevant non-major 
bleeding were not significantly different between both groups, 
but when bleeding was assessed with the standardised Bleeding 
Academic Research Consortium (BARC) definition (BARC 3 
or 5 bleeding), the event rates were higher in patients with 
CKD. In MASTER DAPT, the presence of CKD therefore 
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conferred a higher risk of both bleeding and ischaemic events, 
consistent with previous evidence9.

The key finding of this analysis is that there was no 
significant interaction between CKD status and treatment 
effect of abbreviated DAPT for NACE (pinteraction=0.78), 
MACCE (pinteraction=0.44), major or clinically relevant non-
major bleedings (pinteraction=0.59), and secondary outcomes. 
In line with the Academic Research Consortium minor and 
major HBR criteria, the hypothesis was tested in post hoc 
stratified subgroups with mild-to-moderate CKD (eGFR ≥30 
but <60 mL/min/1.73 m2), and severe CKD (eGFR <30 mL/
min/1.73 m2). The findings of the latter were consistent with 
the main analysis, but the absolute reduction in bleeding with 
abbreviated DAPT was of a higher magnitude in the subgroup 
of patients with severe CKD. Even if the comparisons were 
underpowered to detect significant treatment effects with an 
abbreviated DAPT duration within the CKD subgroup, it 
is reassuring that its direction was in favour of abbreviated 
DAPT for both ischaemic and bleeding endpoints.

The lack of interaction between abbreviated DAPT duration 
and baseline renal function in terms of both ischaemic and 
major bleeding events observed in this secondary analysis 
is consistent with previous evidence from trials enrolling 
non-HBR patients3,9, adding more evidence to the field. 
Assessing the totality of the evidence from CKD subgroups of 
randomised trials evaluating short DAPT duration strategies, 
in addition to reassuring secondary analyses in high-ischaemic 
risk subgroups of MASTER DAPT (complex PCI, myocardial 
infarction at baseline, diabetes), a one-month DAPT strategy 
should be strongly considered as a  reasonable and safe 
strategy after PCI in most patients with CKD.

The results of this secondary analysis need to be examined 
within the larger context of the accumulating evidence 
from randomised controlled trials, all pointing in the same 
direction favouring shorter DAPT durations (1-3  months) 
to reduce bleeding without jeopardising ischaemic risk in 
patients with and without HBR4. A 1-month DAPT duration, 
however, seems to represent the ultimate frontier after PCI 
given the recent results of the NEO-MINDSET trial, the 
first properly powered study to evaluate the impact of early 
aspirin discontinuation (with continuation of potent P2Y12 
inhibitor alone) <4  days after hospital admission11. In this 
trial, the former strategy was not non-inferior to a 12-month 
DAPT strategy in terms of the composite of death from any 
cause, myocardial infarction, stroke, or urgent target vessel 
revascularisation, although the rates of major or clinically 
relevant non-major bleeding events were nominally reduced 
with the short DAPT strategy.

Nevertheless, evidence continues to consistently favour 
a  1-3-month DAPT duration after PCI in most patients. 
Recently, the TARGET-FIRST trial again showed that 
among patients with a myocardial infarction who underwent 
complete revascularisation with PCI, 1-month DAPT is safer 
in terms of bleeding, and non-inferior in terms of net adverse 
clinical and cerebrovascular events, compared with standard 
12-month DAPT3. Even if high ischaemic risk subgroup 
analyses of the many trials evaluating the impact of a  1-3-
month DAPT duration are underpowered, their results point 
to the same direction suggesting an overall clinical superiority 
of this strategy.

In this context, do we really need more data to standardise 
the practice of prescribing a  1-month DAPT duration as 
a  default strategy in most patients after PCI, regardless of 
HBR status and indication for PCI? Probably not.

Authors’ affiliations
1. Montreal Heart Institute, Université de Montréal, Montreal, 
QC, Canada; 2. Duke Clinical Research Institute, Duke 
University, Durham, NC, USA

Acknowledgements
G. Marquis-Gravel is a Junior 2 Clinical Research Scholar of 
the Fonds de Recherche du Québec – Santé (grant #367177).

Conflict of interest statement
G. Marquis-Gravel reports receiving honoraria from Novartis, 
JAMP Pharma, and Metapharm; support for attending 
meetings from Novartis; and serving as Co-Chair of the 
Canadian Guidelines on Antiplatelet Therapy, and as Quebec 
Representative for the Canadian Association of Interventional 
Cardiology. R.D. Lopes reports grants from Amgen, Bristol-
Myers Squibb, GlaxoSmithKline, Medtronic, Pfizer, Sanofi-
Aventis, and Novartis; consulting fees from Bayer, Boehringer 
Ingelheim, Bristol-Myers Squibb, and Novo Nordisk; and 
honoraria from Pfizer and Daiichi Sankyo.

References
	 1. �Marquis-Gravel G, Dalgaard F, Jones AD, Lokhnygina Y, James SK, 

Harrington RA, Wallentin L, Steg PG, Lopes RD, Storey RF, Goodman SG, 
Mahaffey KW, Tricoci P, White HD, Armstrong PW, Ohman EM, 
Alexander JH, Roe MT. Post-Discharge Bleeding and Mortality Following 
Acute Coronary Syndromes With or Without PCI. J Am Coll Cardiol. 
2020;76:162-71.

	 2. �Capodanno D, Mehran R, Krucoff MW, Baber U, Bhatt DL, Capranzano P, 
Collet JP, Cuisset T, De Luca G, De Luca L, Farb A, Franchi F, Gibson CM, 
Hahn JY, Hong MK, James S, Kastrati A, Kimura T, Lemos PA, Lopes RD, 
Magee A, Matsumura R, Mochizuki S, O’Donoghue ML, Pereira NL, 
Rao SV, Rollini F, Shirai Y, Sibbing D, Smits PC, Steg PG, Storey RF, Ten 
Berg J, Valgimigli M, Vranckx P, Watanabe H, Windecker S, Serruys PW, 
Yeh RW, Morice MC, Angiolillo DJ. Defining Strategies of Modulation of 
Antiplatelet Therapy in Patients With Coronary Artery Disease: 
A  Consensus Document from the Academic Research Consortium. 
Circulation. 2023;147:1933-44.

	 3. �Tarantini G, Honton B, Paradies V, Lemesle G, Range G, Godin M, 
Mangin L, Cuisset T, Ruiz-Nodar JM, Brugaletta S, Lhermusier T, Piot C, 
De Poli F, Macia JC, Motreff P, Madera-Cambero M, Beygui F, Riccini P, 
Ranc S, Oreglia JA, Vaquerizo B, Poezevara Y, Bouchez D, Smits PC, 
Cayla G; TARGET-FIRST Investigators. Early Discontinuation of Aspirin 
after PCI in Low-Risk Acute Myocardial Infarction. N Engl J Med. 2025 
Aug 31. [Epub ahead of print].

	 4. �Carvalho PEP, Gewehr DM, Nascimento BR, Melo L, Burkhardt G, 
Rivera A, Braga MAP, Guimarães PO, Mehran R, Windecker S, 
Valgimigli M, Angiolillo DJ, Bhatt DL, Sandoval Y, Chen SL, Stone GW, 
Lopes RD. Short-Term Dual Antiplatelet Therapy After Drug-Eluting 
Stenting in Patients With Acute Coronary Syndromes: A Systematic Review 
and Network Meta-Analysis. JAMA Cardiol. 2024;9:1094-105.

	 5. �Vrints C, Andreotti F, Koskinas KC, Rossello X, Adamo M, Ainslie J, 
Banning AP, Budaj A, Buechel RR, Chiariello GA, Chieffo A, 
Christodorescu RM, Deaton C, Doenst T, Jones HW, Kunadian V, Mehilli J, 
Milojevic M, Piek JJ, Pugliese F, Rubboli A, Semb AG, Senior R, Ten 
Berg JM, Van Belle E, Van Craenenbroeck EM, Vidal-Perez R, Winther S; 
ESC Scientific Document Group. 2024 ESC Guidelines for the management 
of chronic coronary syndromes. Eur Heart J. 2024;45:3415-537.

	 6. �Bainey KR, Marquis-Gravel G, Belley-Côté E, Turgeon RD, Ackman ML, 
Babadagli HE, Bewick D, Boivin-Proulx LA, Cantor WJ, Fremes SE, 
Graham MM, Lordkipanidzé M, Madan M, Mansour S, Mehta SR, 



EuroIntervention 2025;21:e1396-e1398 • Guillaume Marquis-Gravel et al.e1398

Potter BJ, Shavadia J, So DF, Tanguay JF, Welsh RC, Yan AT, Bagai A, 
Bagur R, Bucci C, Elbarouni B, Geller C, Lavoie A, Lawler P, Liu S, 
Mancini J, Wong GC. Canadian Cardiovascular Society/Canadian 
Association of Interventional Cardiology 2023 Focused Update of the 
Guidelines for the Use of Antiplatelet Therapy. Can J Cardiol. 
2024;40:160-81.

	 7. �Valgimigli M, Frigoli E, Heg D, Tijssen J, Jüni P, Vranckx P, Ozaki Y, 
Morice MC, Chevalier B, Onuma Y, Windecker S, Tonino PAL, Roffi M, 
Lesiak M, Mahfoud F, Bartunek J, Hildick-Smith D, Colombo A, 
Stanković G, Iñiguez A, Schultz C, Kornowski R, Ong PJL, Alasnag M, 
Rodriguez AE, Moschovitis A, Laanmets P, Donahue M, Leonardi S, 
Smits PC; MASTER DAPT Investigators. Dual Antiplatelet Therapy after 
PCI in Patients at High Bleeding Risk. N Engl J Med. 2021;385:1643-55.

	 8. �Marquis-Gravel G, Costa F. DAPT After PCI in High Bleeding Risk: Should 
Diabetes Influence Duration? JACC Cardiovasc Interv. 2024;17:2678-80.

	 9. �Stefanini GG, Briguori C, Cao D, Baber U, Sartori S, Zhang Z, Dangas G, 
Angiolillo DJ, Mehta S, Cohen DJ, Collier T, Dudek D, Escaned J, 
Gibson CM, Gil R, Huber K, Kaul U, Kornowski R, Krucoff MW, 
Kunadian V, Moliterno DJ, Ohman EM, Oldroyd KG, Sardella G, 
Sharma SK, Shlofmitz R, Weisz G, Witzenbichler B, Pocock S, Mehran R. 

Ticagrelor monotherapy in patients with chronic kidney disease under-
going percutaneous coronary intervention: TWILIGHT-CKD. Eur Heart J. 
2021;42:4683-93.

	 10. �Landi A, Mahfoud F, Frigoli E, Chalkou K, Heg D, Abhaichand RK, 
Abhyankar AD, Barbato E, Beygui F, Danse PW, Garachemani A, del 
Blanco BG, Huber K, Koning R, Kukreja N, Piot C, Quang NN, 
Tirouvanziam A, Valla M, Smits PC, Valgimigli M; the MASTER DAPT 
investigators. Abbreviated or standard antiplatelet therapy after PCI in 
HBR patients with chronic kidney disease: a prespecified analysis from the 
MASTER DAPT trial. EuroIntervention. 2025;21:e1445-55.

	 11. �Guimarães PO, Franken M, Tavares CAM, Antunes MO, Silveira FS, 
Andrade PB, Bergo RR, Joaquim RM, Tinoco de Paula JE, Nascimento BR, 
Pitta FG, Arruda JA, Serpa RG, Ohe LN, Mangione FM, Furtado RHM, 
Ferreira E, Sampaio FBA, T do Nascimento C, Genelhu LOO, Bezerra CG, 
Sarmento-Leite R, Maia LN, Oliveira FRA, Wainstein MV, Dall’Orto FTC, 
Monfardini F, Assis SRL, Nicolau JC, Sposito AC, Lopes RD, Onuma Y, 
Valgimigli M, Angiolillo DJ, Serruys PWJC, Berwanger O, Bacal F, 
Lemos PA; NEO-MINDSET Trial Investigators. Early Withdrawal of 
Aspirin after PCI in Acute Coronary Syndromes. N Engl J Med. 2025 Aug 
31. [Epub ahead of print].


