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Abstract: Dual antiplatelet therapy (DAPT) after percutaneous coronary intervention has become
the standard of care, particularly in patients with acute coronary syndrome (ACS). Current clinical
guidelines recommend novel P2Y12 inhibitors (e.g., prasugrel or ticagrelor) in addition to aspirin based
on the results of representative randomized controlled trials conducted predominantly in Western
countries. These agents were superior to clopidogrel in reducing the composite ischemic events,
with a trade-off of the increased bleeding events. However, multiple differences exist between East
Asian and Western patients, especially with respect to their physique, thrombogenicity, hemorrhagic
diathesis, and on-treatment platelet reactivity. Recent studies from East Asian countries (e.g., Japan
or South Korea) have consistently demonstrated that use of novel P2Y12 inhibitors is associated with
a higher risk of bleeding events than use of clopidogrel, despite borderline statistical difference in the
incidence of composite ischemic events. Additionally, multiple studies have shown that the optimal
duration of DAPT may be shorter in East Asian than Western patients. This review summarizes
clinical studies of antithrombotic strategies in East Asian patients with ACS. Understanding these
differences in antithrombotic strategies including DAPT and their impacts on clinical outcomes will
aid in selection of the optimal tailored antithrombotic therapy for patients with ACS.

Keywords: dual antiplatelet therapy; P2Y12 inhibition; acute coronary syndrome; percutaneous
coronary intervention; tailored therapy

1. Introduction

Dual antiplatelet therapy (DAPT), namely the combination of aspirin and a P2Y12 inhibitor,
has become a standard antithrombotic regimen after stent implantation in patients who undergo
percutaneous coronary intervention (PCI). DAPT reduces the risk of ischemic events such as myocardial
infarction and stent thrombosis [1], but it does so at the cost of an increased risk of bleeding. Hence,
the current clinical practice guidelines recommend that antithrombotic therapy should be administered
while seeking an optimized balance between the risks of thrombotic events and bleeding events,
particularly in patients presenting with acute coronary syndrome (ACS) [2–6]. Recommendations
regarding the selection of antithrombotic therapy in the American and European guidelines are
based on clinical data from large-scale randomized controlled trials such as TRITON-TIMI 38 and
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PLATO [7–10]. More recently, precise bleeding risk assessments with a clear-cut definition of high
bleeding risk (HBR), such as the Academic Research Consortium (ARC)-HBR criteria, have been
implemented [11].

However, there are significant differences between East Asian and Western patients in terms of
physique, thrombogenicity, hemorrhagic diathesis, and on-treatment platelet reactivity, particularly by
clopidogrel; this is partly due to the high prevalence of the CYP2C19 loss-of-function alleles and is
widely known as the “East Asian paradox” [12–15]. Furthermore, Asian subgroups have been relatively
small in previous major randomized controlled trials [9,10,16]. Therefore, whether the evidence and
guidelines from Western countries can be generalized to East Asian patients remains largely unclear.
Given the different risk profiles between East Asian and Western populations, it is of utmost importance
to reassess the Asian version of HBR criteria, the most appropriate antithrombotic regimens (especially
in terms of the selection of P2Y12 inhibitors), and the optimal duration of DAPT for East Asian patients
with ACS. This in-depth review mainly summarizes data from East Asian clinical studies regarding
these issues and compares the data with studies conducted in Western countries. Evidence from
these studies is essential for understanding the safety and efficacy of various antithrombotic strategies
among East Asian patients with ACS.

2. Different Risk Profiles between East Asian and Western Population (“East Asian Paradox”)

As acknowledged by the World Heart Federation and Academic Research Consortium (ARC) for
HBR in recent years, differences in certain characteristics exist between East Asian and Western
patients with ACS, such as age, body mass index (BMI), and baseline renal function [11,12].
Nonetheless, few studies to date have been capable of detecting multiethnic disparities. East Asians
are underrepresented in large-scale clinical trials and real-world databases, even in countries with
diverse ethnicities such as the United States, Canada, and Australia [9,10,16]. This is a major concern in
constructing an effective primary and secondary prevention strategy for East Asian patients with ACS
because the ischemic and bleeding risk thresholds are thought to differ among ethnic groups [12,13].

Ethnic differences in the bleeding risk associated with warfarin use have been recognized. In one
study, warfarin use was associated with an increased risk of intracranial hemorrhage among Asian
patients with atrial fibrillation (AF) (hazard ratio [HR]: 4.06; 95% confidence interval [CI]: 2.47–6.65)
when compared with Whites in the Kaiser Permanente Southern California, United States cohort from
1995 to 2000 [17]. More recently, in 2007, Wang et al. [18] reported that, despite similar treatment,
Asian patients had a significantly higher bleeding risk than non-Asians after adjustments for BMI and
renal function in the non-ST-elevation (NSTE)-ACS population derived from the CRUSADE Quality
Improvement Initiative (February 2003 to December 2005) in the United States. These observations
are of importance because data from both Asian and non-Asian populations were compared within
the same health care system in the same country. The higher bleeding rates in Asian than American
patients might be explained by the potential overdosing of antithrombotic agents because of a lower
BMI and higher prevalence of chronic kidney disease (CKD) or by different responses to these
medications [18]. Furthermore, in a prospective observational study of 15,603 patients from the
CHARISMA trial, Mak et al. [19] demonstrated that Asians enrolled from Hong Kong, Malaysia,
Singapore, and Taiwan were more susceptible to bleeding events than were Western patients with no
difference in ischemic events.

After approval of clopidogrel for use in patients undergoing PCI and patients with ACS, greater
attention was given to the use of point-of-care assays (e.g., VerifyNow System; Accumetrics, San Diego,
CA, USA) measuring P2Y12 reaction units after a bolus dose of clopidogrel because several studies
demonstrated an association between high on-treatment platelet reactivity among poor metabolizers
and a higher incidence of ischemic events after PCI, including stent thrombosis [20,21]. The frequency
of poor CYP2C19 metabolizers reportedly ranges from about 2% to 5% among Caucasians and Africans
and is about 15% among Asians [14]. Pharmacogenomic studies have revealed that the CYP2C19
loss-of-function (*2) allele is a major driver of post-clopidogrel high on-treatment platelet reactivity [22].
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Despite higher rates of high on-treatment platelet reactivity, lower rates of ischemic events and higher
rates of bleeding events following clopidogrel use were observed among East Asian than Western
patients; this is now commonly known as the “East Asian paradox” [12,13,15]. In a 2011 meta-analysis
of 32 studies, individuals with one or more copy of CYP2C19 alleles associated with lower enzyme
activity had lower levels of active clopidogrel metabolites, less platelet inhibition, a lower risk of
bleeding, and a higher risk of cardiovascular disease events [23]. However, when analyses were
limited to studies with 200 or more events, the point estimates were attenuated and showed no
association between the genotype and clinically relevant outcomes. This finding is consistent with
the effects of small-study bias. More recently, the POPular Genetics trial [24] showed that a CYP2C19
genotype-guided strategy for the selection of oral P2Y12 inhibitors was non-inferior to standard
treatment with ticagrelor or prasugrel at 12 months with regard to thrombotic events and a lower rate
of bleeding events among 2488 patients with ST-elevation acute myocardial infarction undergoing
primary PCI recruited in European countries. Whether these results can be reproduced in East Asian
countries remains unclear, but there is a reemerging expectation that similar tactics may also benefit
East Asian patients.

3. Importance of Bleeding Risk Assessment in East Asian Patients with ACS

As noted above, DAPT provides more intense platelet inhibition than single antiplatelet therapy,
resulting in incremental reductions in the risk of thrombotic events after PCI or ACS. However,
DAPT has been associated with an increased risk of major bleeding [2–4,7,8]. This has also become
more evident in the era of the novel potent P2Y12 inhibitors such as ticagrelor and prasugrel [9,10].
The ARC-HBR criteria were proposed because of increasing concern regarding bleeding events after
PCI and the need for a standardized definition of HBR [11]. Consequently, HBR was defined as a ≥4%
risk of Bleeding Academic Research Consortium (BARC) Grade 3 or 5 bleeding [25] or a ≥1% risk
of intracranial hemorrhage at one year. Twenty clinical variables were identified as major or minor
criteria by consensus, supported by published evidence, and patients are considered to have HBR if at
least one major or two minor criteria are met. A previous study from a Japanese all-comers registry
(CREDO-Kyoto Registry Cohort-2) [26] demonstrated that the prevalence of patients with HBR was
43% and the cumulative incidence of major bleeding in patients in the HBR group was 10.4% at one
year after PCI; this is much higher than the prevalence of 4% defined at the proposal of the ARC-HBR
criteria. These results suggest that application of the ARC-HBR criteria can identify patients with HBR
in Japanese clinical practice despite the different risk profiles for bleeding events between East Asian
and Western populations [12,13,15].

In early 2020, the Japanese version of the HBR criteria was published by the Japanese Circulation
Society [27]. Within the Japanese criteria, low body weight (<55 kg for men, <50 kg for women), frailty,
dialysis, heart failure, and peripheral vascular disease were included as major criteria in addition to the
original ARC-HBR criteria (Table 1). Furthermore, the updated guideline stated that special attention
should be given to patients aged ≥80 years based on the study results from the Japanese nationwide
PCI registry [28]. This is in line with our previous report that patients undergoing PCI in Japan were of
advanced age and had a lower BMI than those in the United States [29]. Despite these modifications in
the HBR criteria, prasugrel has been predominantly used in Japan (approximately 70–80% of patients
with ACS undergoing PCI) [30,31].

Introduction of risk prediction tools is warranted to urge improvements in practice patterns.
Within the last decade, the DAPT score [2], PARIS score [3], and PRECISE-DAPT score [4] were
developed in Western studies as prediction tools to identify individual patients’ risks and benefits of
DAPT. Consequently, a few thrombotic and bleeding risk scores were developed in East Asian studies,
such as the Asian DAPT score [5] and the CREDO-Kyoto risk score [6]. The Asian DAPT score was
developed based on 13,172 patients registered in the Korean nationwide prospective registry and
validated in 7529 patients registered in two large-scale randomized controlled trials from South Korea
and Japan [5]. The score was reportedly useful for predicting both thrombotic and bleeding events
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with modest discrimination capacity. Variables that predicted the risk of bleeding events in the Asian
DAPT score were older age, CKD, and anemia, which were also included in the Japanese version of
the HBR criteria [27], suggesting that physicians should make efforts to minimize the bleeding risk
in these patients. Further large-scale studies among all East Asian countries are needed to improve
the accuracy of both thrombotic and bleeding risk prediction and explore the optimal antithrombotic
therapy for the modern era of this unique population of East Asian patients with ACS undergoing PCI.

Table 1. Major and minor criteria for high bleeding risk defined by ARC and JCS.

Major Minor

• Age of ≥75 years

※ Body weight of <55 kg for men and <50 kg for women
※ Frailty

• Severe or end-stage CKD (eGFR of <30 mL/min)
※ Dialysis •Moderate CKD (eGFR of 30–59 mL/min)

• Hb of <11 g/dL • Hb of 11.0–12.9 g/dL for men and 11.0–11.9 g/dL for
women

※ Heart failure

• Long-term use of anticoagulation • Long-term use of NSAIDs or steroids

※ Peripheral vascular disease

• Spontaneous (non-intracranial) bleeding requiring hospitalization or
transfusion in the past 6 months or at any time if recurrent

• First spontaneous (non-intracranial) bleed requiring
hospitalization or transfusion in the past 6–12 months

• Previous spontaneous intracranial hemorrhage at any time
• Previous traumatic intracranial hemorrhage within the past 12 months
• Presence of a brain arteriovenous malformation
•Moderate or severe ischemic stroke within the past 6 months

• Previous ischemic stroke not meeting the major
criteria

• Thrombocytopenia (platelet count of <100 × 109/L)

• Active malignancy within the past 12 months

• Liver cirrhosis with portal hypertension

• Chronic bleeding diathesis

• Nondeferrable major surgery on DAPT

• Recent major surgery or major trauma within 30 days

• Common criteria in both ARC and JCS; ※ Unique criteria in JCS. Patients are considered to have a high bleeding
risk if at least one major or two minor criteria are met in both the ARC and JCS versions. ARC, Academic Research
Consortium; CKD, chronic kidney disease; DAPT, dual antiplatelet therapy; eGFR, estimated glomerular filtration
rate; Hb, hemoglobin; JCS, Japanese Circulation Society; NSAIDs, nonsteroidal anti-inflammatory drugs.

In summary, considering the differences in the risk profiles between East Asian and Western
patients undergoing PCI, the Japanese version of the HBR criteria has been published. Although this
may be useful in East Asian countries for assessment of the bleeding risk in patients undergoing PCI,
these HBR criteria need to be modified or updated in accordance with the ongoing changes in the eras
and environments of each country.

4. Optimal Antithrombotic Regimen in East Asian Patients with ACS

As in Western countries, clopidogrel, in addition to aspirin, has been traditionally used after stent
implantation in East Asian patients with ACS [32–34]. More recently, prasugrel and ticagrelor have also
been introduced as potent P2Y12 inhibitors [30,31,35]. Clinical studies regarding the selection of P2Y12
inhibitors among patients with ACS conducted in East Asian countries are summarized in Table 2.



J. Clin. Med. 2020, 9, 1963 5 of 18

Table 2. Major clinical studies regarding the selection of P2Y12 inhibitors among East Asian patients with ACS.

Name of Study or
Database Country/Year Study Design Study Population Sample Size Main Findings

Clopidogrel vs. prasugrel

PRASFIT-ACS [36] Japan/2014 RCT; clopidogrel vs. low-dose prasugrel
(loading/maintenance doses of 20/3.75 mg)

Patients with ACS
undergoing PCI n = 1363

Low-dose prasugrel was associated with a low incidence of
composite ischemic events compared with clopidogrel at 24

weeks (HR: 0.77; 95% CI: 0.56–1.07), with a similar rate of TIMI
major bleeding (HR: 0.82; 95% CI: 0.39–1.73).

KiCS-PCI registry
[30] Japan/2019

Observational multicenter registry-based
study using propensity score matching;

clopidogrel vs. low-dose prasugrel
(loading/maintenance doses of 20/3.75 mg)

Patients with ACS
undergoing PCI

n = 2770 (901 pairs after
propensity score

matching)

Low-dose prasugrel was associated with a higher risk of
short-term bleeding events than was clopidogrel (OR: 2.91; 95%
CI: 1.63–5.18), although there was no significant difference in
the incidence of composite ischemic events between the two

groups (OR: 1.42; 95% CI: 0.90–2.23).

J-PCI registry [31] Japan/2019

Observational nationwide registry-based
study using propensity score matching;

clopidogrel vs. low-dose prasugrel
(loading/maintenance doses of 20/3.75 mg)

Patients with ACS
undergoing PCI

n = 62,737 (12,016 pairs
after propensity score

matching)

Low-dose prasugrel was associated with a higher risk of
in-hospital bleeding complications requiring blood transfusion

than was clopidogrel (OR: 1.65; 95% CI: 1.10–2.51), although
there was no significant difference in in-hospital mortality or
the occurrence of stent thrombosis between the two groups.

Clopidogrel vs. ticagrelor

PHILO [37] Japan, South Korea,
and Taiwan/2015 RCT; clopidogrel vs. ticagrelor

Patients with ACS
who were planned

to undergo PCI
n = 801

Ticagrelor was associated with a numerically higher but
statistically insignificant incidence of both ischemic events (HR:
1.47; 95% CI: 0.88–2.44) and bleeding events (HR: 1.54; 95% CI:

0.94–2.53) compared with clopidogrel at 12 months.

KAMIR-NIH [38] South Korea/2016
Observational multicenter registry-based
study using propensity score matching;

clopidogrel vs. ticagrelor

Patients with AMI
who underwent
successful PCI

n = 8010 (1377 pairs after
propensity score

matching)

Ticagrelor was associated with a higher risk of in-hospital TIMI
major bleeding than was clopidogrel (HR: 1.971; 95% CI:

1.086–3.577) despite the lack of a significant difference in the
composite ischemic events at 6 months (HR: 0.784; 95% CI:

0.491–1.253).

TICA-KOREA [39] South Korea/2019 RCT; clopidogrel vs. ticagrelor

Patients with ACS
who were planned

to undergo invasive
management

n = 800

Ticagrelor was associated with a higher incidence of bleeding
events than clopidogrel at 12 months (HR: 2.26; 95% CI:

1.34–3.79) and a numerically higher but statistically
insignificant incidence of composite ischemic events (HR: 1.62;

95% CI: 0.96–2.74).
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Table 2. Cont.

Name of Study or
Database Country/Year Study Design Study Population Sample Size Main Findings

COSTIC [40] China/2019
Prospective observational single-center
study using propensity score matching;

clopidogrel vs. ticagrelor

Patients with ACS
undergoing PCI

n = 4465 (1833 pairs after
propensity score

matching)

Ticagrelor was associated with a lower incidence of composite
ischemic events than clopidogrel at 1 month (0.6% vs. 1.4%)

(HR: 0.44; 95% CI: 0.22–0.89), especially in patients who
presented with AMI, but the incidence was similar at 6 and

12 months. The incidence of BARC type 2 bleeding was
consistently higher in the ticagrelor group than clopidogrel

group at 1, 6, and 12 months.

ESTATE [41] Taiwan/2016
Observational multicenter pilot study

using propensity score matching;
clopidogrel vs. ticagrelor

Patients with ACS
who received DAPT

(aspirin and one
P2Y12 inhibitor)

n = 928 (224 pairs after
propensity score

matching)

Ticagrelor was associated with a lower incidence of composite
ischemic endpoints (HR: 0.56; 95% CI: 0.30–1.04) and stroke

(HR: 0.15; 95% CI: 0.02–1.24) with borderline statistical
significance compared with clopidogrel, whereas the incidence
of bleeding events was comparable between the two regimens.

Taiwan National
Health Insurance

Research Database
[42]

Taiwan/2018
Observational nationwide registry-based
study using propensity score matching;

clopidogrel vs. ticagrelor

Patients with AMI
who received DAPT
and survived more

than 30 days

n = 27,339 (2389 in
ticagrelor group and
19,112 in clopidogrel

group after 1:8 propensity
score matching)

Ticagrelor was associated with a lower incidence of composite
ischemic outcomes than clopidogrel at 18 months (HR: 0.779;
95% CI: 0.684–0.887), without an increased risk of bleeding

events (HR: 0.731; 95% CI: 0.522–1.026).

Clopidogrel vs. prasugrel or ticagrelor

KAMIR-NIH [43] South Korea/2018
Observational multicenter registry-based

study; clopidogrel vs. prasugrel or
ticagrelor

Patients with ACS
who received DAPT

(aspirin and one
P2Y12 inhibitor)

n = 9355 (6444 in
clopidogrel group, 1811 in
ticagrelor group, 1100 in

prasugrel group)

Standard-dose prasugrel (HR: 2.14; 95% CI: 1.53–2.99) and
ticagrelor (HR: 2.26; 95% CI: 1.73–2.95) were associated with a

higher bleeding risk than was clopidogrel during a 1-year
follow-up, although there was no significant difference in

composite ischemic outcomes among the three
antiplatelet regimens.

Databases of the
National Health

Insurance Service
(NHIS) [35]

South Korea/2019
Observational nationwide cohort study;
clopidogrel vs. prasugrel or ticagrelor

using propensity score matching

Patients with ACS
treated with newly

initiated P2Y12
inhibitors

n = 70,715 (56,216 in
clopidogrel group, 11,402
in ticagrelor group, 3097

in prasugrel group)

Ticagrelor was associated with a higher incidence of bleeding
events at 2 years (HR: 1.23; 95% CI: 1.14–1.33) and lower
mortality rate (HR: 0.76; 95% CI: 0.63–0.91) as well as no

significant difference in composite ischemic events (HR: 1.00;
95% CI: 0.92–1.09) compared with clopidogrel. Prasugrel was
associated with a higher incidence of bleeding events at 2 years
than was clopidogrel (HR: 1.23; 95% CI: 1.06–1.43), whereas the

incidence of composite ischemic events (HR: 0.88; 95% CI:
0.74–1.05) and all-cause mortality (HR: 0.78; 95% CI: 0.50–1.22)

was similar.

RCT, randomized controlled trial; ACS, acute coronary syndrome; PCI, percutaneous coronary intervention; HR, hazard ratio; CI, confidence interval; OR, odds ratio; AMI, acute
myocardial infarction; TIMI, Thrombolysis In Myocardial Infarction; BARC, Bleeding Academic Research Consortium.
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Large-scale randomized controlled trials (TRITON-TIMI 38 and PLATO) have demonstrated
that compared with the use of clopidogrel, the use of potent P2Y12 inhibitors such as prasugrel
(loading/maintenance doses of 60/10 mg daily) or ticagrelor (loading dose of 180 mg followed by 90 mg
twice daily) is associated with a lower risk of ischemic events but a higher risk of bleeding events among
patients with ACS [9,10]. Prasugrel is a new-generation thienopyridine antiplatelet agent providing
prompter and more potent platelet inhibition than clopidogrel because of its simpler metabolic pathway
to become an active agent [9,36,44–46]. Prasugrel is also considered to be less susceptible to CYP2C19
polymorphisms, which is more common in East Asian than Western patients [12–14]. Multiple clinical
studies from Japan and South Korea have compared prasugrel and clopidogrel among East Asian
patients with ACS. The PRASFIT-ACS study [36] was a randomized controlled trial conducted in Japan
to investigate the safety and efficacy of low-dose prasugrel at loading/maintenance doses of 20/3.75 mg
among 1363 Japanese patients with ACS. The study demonstrated that use of low-dose prasugrel was
associated with a lower incidence of composite ischemic events compared with a standard clopidogrel
dosing regimen at 24 weeks (9.4% vs. 11.8%; HR: 0.77; 95% CI: 0.56–1.07), although the difference
was not significant mainly because of the limited number of patients. Importantly, the incidence of
major bleeding was comparable between the two regimens (1.9% vs. 2.2%; HR: 0.82; 95% CI: 0.39–1.73).
Based on the results of the study, this adjusted-dose regimen of prasugrel was approved in Japan
in 2014. However, the PRASFIT-ACS study was not an all-comers study, and the generalizability
of the study results to all Japanese patients with ACS remains debatable. Thus, outcome data of
low-dose prasugrel compared with clopidogrel should have been collected in the post-approval
phase from large-scale real-world multicenter PCI registries. Two retrospective studies were recently
performed to address this issue. In a Japanese contemporary multicenter PCI registry (JCD-KiCS
registry), Shoji et al. [30] demonstrated that administration of low-dose prasugrel was significantly
associated with a higher risk of short-term bleeding events than was clopidogrel (odds ratio [OR]:
2.91; 95% CI: 1.63–5.18; p < 0.001) after propensity score matching (901 pairs) in Japanese patients
with ACS who underwent PCI. However, there was no significant difference in the incidence of
composite ischemic events between the two groups (OR: 1.42; 95% CI: 0.90–2.23). The higher bleeding
tendency with the use of low-dose prasugrel than clopidogrel was observed especially in older patients
(>75 years of age), female patients, those with low body weight (<60 kg), prior cerebrovascular disease,
CKD, and ST-elevation acute myocardial infarction. Similarly, in a Japanese nationwide PCI registry
(J-PCI registry) that included 62,737 Japanese patients with ACS who underwent PCI, Akita et al. [31]
demonstrated that low-dose prasugrel was significantly associated with a higher risk of in-hospital
bleeding complications requiring blood transfusion than was clopidogrel (OR: 1.65; 95% CI: 1.10–2.51;
p = 0.016). However, there was no significant difference in the occurrence of stent thrombosis or
in-hospital mortality between the two different antiplatelet regimens. Notably, low-dose prasugrel was
used in approximately 70% of the patients in this study, and the difference in the bleeding rate between
the two groups was mainly derived from access-site bleeding (OR: 2.21; 95% CI: 1.31–3.89; p = 0.004).
Therefore, Japanese real-world data consistently show that the use of prasugrel (even at the adjusted
low dose) was associated with a higher bleeding risk than was clopidogrel.

Ticagrelor is a new adenosine diphosphate receptor antagonist providing prompter and more
potent platelet inhibition than clopidogrel, and it is less susceptible to CYP2C19 polymorphisms [10,
37,47,48]. Because ticagrelor itself is an active antiplatelet agent, it does not require an activation
process, unlike clopidogrel and prasugrel. Several clinical studies from East Asian countries (Japan,
South Korea, China, and Taiwan) have compared ticagrelor with clopidogrel. The PHILO study [37],
a randomized controlled trial performed in Japan, South Korea, and Taiwan to investigate the safety
and efficacy of ticagrelor among 801 patients with ACS, demonstrated that the use of ticagrelor was
associated with a numerically higher but statistically insignificant incidence of both composite ischemic
events (9.0% vs. 6.3%; HR: 1.47; 95% CI: 0.88–2.44) and bleeding events (10.3% vs. 6.8%; HR: 1.54; 95%
CI: 0.94–2.53) compared with clopidogrel at 12 months. In Japan, based on the results of the PHILO
study, ticagrelor is used in patients with ACS only when prasugrel or clopidogrel is unavailable or
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contraindicated [27]. In a Korean multicenter PCI registry (KAMIR-NIH), Park et al. [38] reported that
the use of ticagrelor was significantly associated with a higher risk of in-hospital major bleeding events
than was clopidogrel (2.6% vs. 1.2%; HR: 1.971 95% CI: 1.086–3.577; p = 0.008) after propensity score
matching (1377 pairs) in Korean patients who presented with acute myocardial infarction (AMI) and
underwent successful PCI. However, there was no significant difference in composite ischemic events at
six months (4.2% vs. 4.9%; HR: 0.784; 95% CI: 0.491–1.253). In particular, an increased risk of bleeding
with the use of ticagrelor was observed in older patients (>75 years of age), patients with low body
weight (<60 kg), and those who underwent a transfemoral intervention. The TICA-KOREA study [39],
a randomized controlled trial comparing the rates of ischemic and bleeding events between ticagrelor
and clopidogrel among 800 Korean patients with ACS, demonstrated that the use of ticagrelor was
significantly associated with a higher incidence of bleeding events at 12 months (11.7% vs. 5.3%; HR:
2.26; 95% CI: 1.34–3.79; p = 0.002). In addition, there was a borderline significant difference in the
incidence of composite ischemic events between the two regimens (9.2% vs. 5.8%; HR: 1.62; 95% CI:
0.96–2.74; p = 0.07).

In contrast to the studies from Japan and South Korea, three Chinese and Taiwanese studies
demonstrated superior results of ticagrelor over clopidogrel. The interim analysis of the COSTIC
trial [40], which is an ongoing, prospective, observational, Chinese single-center study, demonstrated
that the use of ticagrelor was associated with a lower incidence of composite ischemic events than
was clopidogrel at one month (0.6% vs. 1.4%; HR: 0.44; 95% CI: 0.22–0.89; p = 0.019), especially
in patients who presented with AMI. However, the incidence was similar at 6 and 12 months after
propensity score matching (1833 pairs), with a higher incidence of BARC Type 2 bleeding [25] in the
ticagrelor group. The ESTATE trial [41], a Taiwanese retrospective pilot study that investigated the
safety and efficacy of ticagrelor compared with clopidogrel among 928 consecutive patients with ACS,
demonstrated that the use of ticagrelor was associated with a lower incidence of composite ischemic
events (HR: 0.56; 95% CI: 0.30–1.04; p = 0.07) and stroke (HR: 0.15; 95% CI: 0.02–1.24; p = 0.08) with
borderline statistical significance after propensity score matching (224 pairs). The incidence of bleeding
events was comparable between the two regimens, although more patients developed dyspnea and
consequent drug discontinuation in the ticagrelor group than clopidogrel group (21.0% vs. 11.6%;
p = 0.007). Finally, a Taiwanese nationwide cohort study of 27,339 patients who presented with AMI
demonstrated that the use of ticagrelor was associated with a lower incidence of composite ischemic
events than was clopidogrel at 18 months (10.6% vs. 16.2%; HR: 0.779; 95% CI: 0.684–0.887), without
an increased risk of bleeding events (3.2% vs. 4.1%; HR: 0.731; 95% CI: 0.522–1.026) after 1:8 propensity
score matching [42].

More recently, some clinical studies from South Korea have comprehensively compared clopidogrel
and potent P2Y12 inhibitors such as prasugrel and ticagrelor. In a Korean nationwide registry-based
study of patients with AMI (KAMIR-NIH), Kang et al. [43] reported that the use of potent P2Y12
inhibitors such as standard-dose prasugrel (HR: 2.14; 95% CI: 1.53–2.99; p < 0.001) and ticagrelor
(HR: 2.26; 95% CI: 1.73–2.95; p < 0.001) was significantly associated with a higher bleeding risk than
clopidogrel during a one-year follow-up after the index PCI for the ACS events, although there was no
significant difference in the one-year composite ischemic outcomes among the three different antiplatelet
regimens. Another Korean nationwide cohort study of 70,715 patients with ACS demonstrated that,
compared with clopidogrel, the use of ticagrelor was significantly associated with a higher incidence of
bleeding at two years (18.1% vs. 15.1% HR: 1.23; 95% CI: 1.14–1.33; p < 0.001) and lower mortality rate
(3.1% vs. 3.9%; HR: 0.76; 95% CI: 0.63–0.91; p = 0.002) as well as no significant difference in composite
ischemic events (13.1% vs. 13.0%; HR: 1.00; 95% CI: 0.92–1.09) [35]. Furthermore, compared with
clopidogrel, the use of prasugrel was significantly associated with a higher incidence of bleeding at
two years (14.8% vs. 12.5%; HR: 1.23; 95% CI: 1.06–1.43; p = 0.01), whereas the incidence of composite
ischemic events (10.3% vs. 11.4%; HR: 0.88; 95% CI: 0.74–1.05) and the mortality rate (1.6% vs. 1.9%;
HR: 0.78; 95% CI: 0.50–1.22) were similar between the two regimens. In this study, the risks of ischemic
events and bleeding events were comparable between prasugrel and ticagrelor.
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In summary, most studies conducted in East Asian countries, especially Japan and South Korea,
consistently showed that the use of potent P2Y12 inhibitors such as prasugrel (even at the Japanese
adjusted dose) and ticagrelor in East Asian patients with ACS was associated with a higher risk
of bleeding than was clopidogrel, despite the presence of only a borderline statistically significant
difference or no significant difference in the rates of composite ischemic events including mortality,
myocardial infarction, stent thrombosis, or stroke. These important study results should be taken
into account especially in East Asian countries, where there are larger numbers of advanced-age and
underweight patients with ACS than in Western countries [28,29,49,50]. However, because Chinese and
Taiwanese studies have demonstrated that ticagrelor is superior to clopidogrel in reducing ischemic
events without an increased risk of bleeding [40–42], further studies are warranted to determine the
optimal antithrombotic regimen in East Asian patients with ACS. At present, based on the results of
previous studies, a tailored antiplatelet regimen with appropriate dosages should be considered to
balance the risks of both ischemic and bleeding events among East Asian patients with ACS [27,51].

5. Optimal Duration of DAPT in East Asian Patients with ACS

With respect to the duration of DAPT, previous studies have shown a low risk of ischemic
events and a high risk of bleeding events in East Asian patients who underwent PCI, and a short
DAPT duration should be recommended even in patients with ACS who have a high risk of ischemic
events [11,52,53]. In a meta-analysis of 13 randomized controlled trials (five East Asian studies and
eight non-East Asian studies), Ki et al. [52] demonstrated that a long DAPT duration was significantly
associated with a lower incidence of ischemic events than a short DAPT duration in non-East Asian
patients with coronary artery disease, while the effect was neutral in East Asian patients. Furthermore,
a long DAPT duration was significantly associated with a higher incidence of bleeding events than a
short DAPT duration in both East Asian and non-East Asian patients. Similarly, in a landmark analysis
from the time of DAPT discontinuation in the short DAPT group, Kang et al. [53] compared a prolonged
DAPT group with a single antiplatelet therapy group in East Asian and non-East Asian patients using
data from seven randomized controlled trials. The meta-analysis showed no effect of prolonged DAPT
in reducing the ischemic risk in East Asian patients despite the significantly increased risk of bleeding.
Therefore, to prevent ischemic events after PCI, a long DAPT duration is promising in non-East Asian
patients but not in East Asian patients. Although patients both with and without ACS were included
in each randomized controlled trial, high proportions of patients with ACS (30–70%) were evaluated in
these meta-analyses. Therefore, these results are considered applicable to some extent in patients with
ACS. The SMART-DATE study [54], a randomized controlled trial of patients with ACS not included in
these meta-analyses, also demonstrated non-inferiority of composite ischemic events and bleeding
with six months of short DAPT compared with 12 months of long DAPT. Therefore, it is reasonable
for East Asians, even those with ACS, to apply a short DAPT duration rather than a long DAPT
duration. Additionally, with respect to the specific DAPT duration, the administration period has
differed (3, 6, or 12 months) depending on the trials, but the most sufficient evidence to date supports a
DAPT duration of six months [54,55]. The STOPDAPT-2 trial [56], which validated a very short DAPT
of 1 month in Japan, revealed non-inferiority in the incidence of composite ischemic cardiovascular
events and superiority in the incidence of bleeding in the very-short-duration DAPT group compared
with the 12-month-duration DAPT group. Approximately 35% of the study population had ACS,
but no interaction was observed in the subgroup analyses between patients with and without ACS.
However, this study had several important limitations: not all patients had ACS, all patients were
treated with cobalt-chromium drug-eluting stents, and the only post-DAPT antiplatelet agent was
clopidogrel. In addition to these important clinical trials, further studies regarding the optimal duration
of DAPT in East Asian patients with ACS are warranted. A tailored antiplatelet strategy in East Asian
patients with ACS should be considered based on the individual risk assessment of both ischemic and
bleeding events.
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6. Optimal Antithrombotic Regimen in Patients with AF Undergoing PCI

Antithrombotic agents are necessary for thromboembolic risk protection in patients with AF
undergoing PCI and/or for those presenting with ACS. Although triple antithrombotic therapy
(TAT) such as DAPT plus an oral anticoagulant (OAC) can increase the bleeding risk, stroke and
stent thrombosis prevention is crucial for these patients [57,58]. Recent randomized controlled
trials demonstrated favorable outcomes of patients with AF and coronary artery disease treated by
dual antithrombotic therapy (DAT) including P2Y12 inhibitors and direct OACs (DOACs) [59–62].
In addition, a recent meta-analysis of these representative trials demonstrated that combined
antithrombotic strategies with DOACs (as DAT or TAT) were significantly associated with a lower
incidence of bleeding events than those with vitamin K antagonist (VKA), without an increased risk
of ischemic events [63]. These results are consistent with the outcomes of patients with ACS from
the AUGUSTUS trial [64]. Moreover, according to the Japanese and East Asian subgroup analysis of
the REDUAL-PCI trial, DAT may also be allowed in patients with AF undergoing PCI [65]. Based on
these results, the most recent American guideline recommends the combination of an OAC and a
P2Y12 inhibitor as DAT in patients with AF who undergo PCI with stenting for ACS [66], although the
European Society of Cardiology states that one month of TAT can be considered based on the patient’s
bleeding and ischemic risks [8]. Therefore, the decision of whether to administer DAT or TAT must be
based on the patient’s ischemic versus bleeding risk. In addition, a recent network meta-analysis [67]
demonstrated that apixaban-based DAT might be the best option for patients undergoing PCI who
need anticoagulation for AF in terms of reducing the risk of bleeding events, which might be reasonable
especially for East Asian patients given their HBR profiles [53]. Notwithstanding these benefits,
there are several issues associated with the use of DAT for patients with AF undergoing PCI. Because a
previous meta-analysis revealed that DAT might increase the risk of stent thrombosis [68], DAT should
be selected based on the patient’s risk of stent thrombosis, which is indicated by information such as
the patient’s angiographic data (e.g., bifurcation lesions or chronic total occlusion lesions) and clinical
data (e.g., presence of ACS or diabetes mellitus) [69]. Although a meta-analysis of patients with ACS
and AF undergoing PCI also revealed that the use of DAT was significantly associated with a decreased
risk of bleeding without an increase in ischemic events compared with TAT [70], this finding should
be interpreted with caution because the incidence of stent thrombosis was not analyzed. However,
in general, it is noteworthy that the risk of stent thrombosis is low with both DAT or TAT, but the
long-term TAT is significantly associated with an increased risk of bleeding events [59–62].

The post-hoc analysis of the AUGUSTUS trial demonstrated an increased risk of bleeding with
aspirin in addition to DAT using an OAC and P2Y12 inhibitor after 30 days of randomization without a
decreased risk of ischemic events [71]. However, with regard to 30-day short-term outcomes, this study
also demonstrated that aspirin could decrease the risk of severe ischemic events despite an increased
risk of severe bleeding. In addition, the AUGUSTUS trial allowed randomization within 14 days after
PCI [61], which might have mitigated the effect of TAT in the early phase. Based on these findings,
physicians might need to decide whether to administer DAT or 1 month of TAT in patients with AF
undergoing PCI.

There are several concerns associated with DAT, especially for the East Asian population.
Because some East Asian patients poorly metabolize clopidogrel, DAT including clopidogrel might be
challenging [72]. Although there are no data comparing more potent P2Y12 inhibitors (prasugrel or
ticagrelor) versus clopidogrel as DAT regimens, and although most previous trials included clopidogrel
in approximately 90% of treatments [59–62], potent P2Y12 inhibitors might be better for DAT in East
Asian patients with ACS because of their high prevalence of CYP2C19 loss-of-function alleles [14].
In contrast, the current guidelines recommend clopidogrel rather than a potent P2Y12 inhibitor if the
patient needs TAT [8]. Recent data from a Japanese multicenter registry-based study showed that
low-dose prasugrel (3.75 mg/day) as part of TAT did not increase the risk of bleeding compared with
clopidogrel-based TAT [73]. Thus, low-dose prasugrel might be a reasonable option for East Asian
patients with AF undergoing PCI.
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A Korean retrospective cohort study demonstrated that VKA-based TAT reduced major adverse
cardiac and cerebrovascular events compared with conventional DAPT (aspirin and clopidogrel) in
patients with AF undergoing coronary artery stenting, without an increased risk of bleeding [74].
The authors considered that this might have been partly due to the relatively low prothrombin
time–international normalized ratio (PT-INR) control (1.83 ± 0.41) in the study patients. Moreover,
a nationwide Korean study showed the gradual increase in the prescription rate of TAT for patients
with AF undergoing PCI [75]. Because the Japanese guideline recommends that a target PT-INR
of 1.6–2.6 for patients with AF aged >70 years [76,77], a lower therapeutic level of warfarin with
DAPT might be another option, especially for patients at high risk of thrombotic events including
stent thrombosis.

Adherence to medication is another issue, especially for patients undergoing DOAC-based DAT.
DOAC compliance during treatment with a DAT regimen is extremely crucial in the early phase after
PCI because the half-life of DOACs is relatively shorter than that of antiplatelets [78]. In addition, data
from Japan, which has national medical insurance, showed that frequent daily dosing of anticoagulants
was an independent risk factor for non-adherence [79]. If patients have issues with adherence, DAT
with a DOAC in the early phase after PCI might be dangerous, and VKA-based DAT might be a better
option because of medication adherence/compliance problems in aging East Asian societies [80,81].

In summary, although recent data have shown that DAT is better than TAT in terms of reducing
the bleeding risk without an increased risk of ischemic events, stent thrombosis remains a critical
issue. Physicians must decide which is better: DAT or TAT, DOAC or VKA, and clopidogrel or
ticagrelor/prasugrel; they must also determine when to drop aspirin (immediately after, 14 days after,
or 30 days after PCI) based on the patient’s ischemic versus bleeding risk profile.

7. Optimal Timing of Administering P2Y12 Inhibitors in East Asian Patients with NSTE-ACS

The American and European guidelines recommend against administering prasugrel in patients
with NSTE-ACS in whom the coronary anatomy is not known [82,83]. This recommendation is based
on the results of the ACCOAST trial [84], in which pretreatment with prasugrel in patients with
NSTE-ACS who were planned to undergo cardiac catheterization did not reduce the incidence of
ischemic events up to 30 days, but increased the incidence of major bleeding compared with the control
group. In Japan, both protocol of the randomized controlled trial and the clinical practice guideline
have recommended administration of P2Y12 inhibitors before PCI [27,36], but there is no elaboration
on the optimal timing for pretreatment with prasugrel—at the time of diagnosis of ACS or immediately
after diagnostic angiography—for patients with NSTE-ACS undergoing PCI. In fact, in Japan, P2Y12
inhibitors (low-dose prasugrel or clopidogrel) are often administered at the time of ACS diagnosis
before the coronary anatomy is confirmed because coronary artery bypass grafting is rarely performed
for patients with ACS due to patient and institution disfavor of surgical procedures. Furthermore,
a recent study of pretreatment with prasugrel for Japanese patients with NSTE-ACS demonstrated
that the administration of prasugrel at the time of diagnosis of ACS was associated with significantly
reduced in-stent thrombus and/or plaque protrusion immediately after PCI as compared with the
administration of prasugrel after the coronary angiography prior to PCI, suggesting that administration
of prasugrel at the time of diagnosis of ACS is the more favorable choice [85].

However, some studies showed that the use of prasugrel, even at a lower dose, was associated
with an increased risk of bleeding compared with clopidogrel [30,31], raising questions regarding
whether prasugrel administration should be restricted to patients at low bleeding risk or whether
prasugrel should not be used before diagnostic angiography. Further studies regarding the timing and
safety of prasugrel administration are warranted to assess the optimal timing of pretreatment with
P2Y12 inhibitors for East Asian patients who present with NSTE-ACS.
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8. Conclusions

This review summarizes the differences in patients’ characteristics, thrombotic and bleeding
risks, and optimal antithrombotic strategies, especially in the selection of P2Y12 inhibitors and the
optimal DAPT duration between East Asian and Western patients. Understanding these differences
may contribute to the selection of optimal tailored antithrombotic therapy and improvement in the
quality of medical care for both East Asian and non-East Asian patients who present with ACS.

Author Contributions: Conceptualization, Y.N. and S.K.; Writing—Original Draft Preparation, Y.N., M.S., R.F.,
K.E., T.K., and S.S.; Writing—Review and Editing, S.K.; and Supervision, S.K. All authors have read and agreed to
the published version of the manuscript.

Funding: The authors received no financial support for the research, authorship, and/or publication of this article.

Acknowledgments: We thank Angela Morben, DVM, ELS, from Edanz Group (https://en-author-services.
edanzgroup.com/), for editing a draft of this manuscript.

Conflicts of Interest: Kohsaka received unrestricted research grants from the Department of Cardiology, Keio
University School of Medicine provided by Bayer Yakuhin and Daiichi Sankyo Co., Ltd. and lecture fees from
Bristol-Meyers Squibb. Sawano reports receiving Japan Promotional Society for Cardiovascular Disease Sakakibara
Memorial Research Grant, the Japan Heart Foundation Research Grant, a Japan Society for the Promotion of
Science Grants-in-Aid for Scientific Research (18K17332), and a Takeda Japan Medical Office Funded Research
Grant 2018 outside the submitted work. There are no other potential conflicts of interest relevant to this article.

References

1. Leon, M.B.; Baim, D.S.; Popma, J.J.; Gordon, P.C.; Cutlip, D.E.; Ho, K.K.; Giambartolomei, A.; Diver, D.J.;
Lasorda, D.M.; Williams, D.O.; et al. A clinical trial comparing three antithrombotic-drug regimens after
coronary-artery stenting. Stent Anticoagulation Restenosis Study Investigators. N. Engl. J. Med. 1998, 339,
1665–1671. [CrossRef] [PubMed]

2. Yeh, R.W.; Secemsky, E.A.; Kereiakes, D.J.; Normand, S.L.; Gershlick, A.H.; Cohen, D.J.; Spertus, J.A.;
Steg, P.G.; Cutlip, D.E.; Rinaldi, M.J.; et al. Development and Validation of a Prediction Rule for Benefit and
Harm of Dual Antiplatelet Therapy Beyond 1 Year After Percutaneous Coronary Intervention. JAMA 2016,
315, 1735–1749. [CrossRef] [PubMed]

3. Baber, U.; Mehran, R.; Giustino, G.; Cohen, D.J.; Henry, T.D.; Sartori, S.; Ariti, C.; Litherland, C.; Dangas, G.;
Gibson, C.M.; et al. Coronary Thrombosis and Major Bleeding After PCI With Drug-Eluting Stents: Risk
Scores From PARIS. J. Am. Coll Cardiol. 2016, 67, 2224–2234. [CrossRef] [PubMed]

4. Costa, F.; van Klaveren, D.; James, S.; Heg, D.; Raber, L.; Feres, F.; Pilgrim, T.; Hong, M.K.; Kim, H.S.;
Colombo, A.; et al. Derivation and validation of the predicting bleeding complications in patients undergoing
stent implantation and subsequent dual antiplatelet therapy (PRECISE-DAPT) score: A pooled analysis of
individual-patient datasets from clinical trials. Lancet 2017, 389, 1025–1034. [CrossRef]

5. Kang, J.; Park, K.W.; Ki, Y.J.; Park, J.; Rhee, T.; Kim, C.H.; Han, J.K.; Yang, H.M.; Kang, H.J.; Koo, B.K.;
et al. Development and Validation of an Ischemic and Bleeding Risk Evaluation Tool in East Asian Patients
Receiving Percutaneous Coronary Intervention. Thromb. Haemost. 2019, 119, 1182–1193. [CrossRef] [PubMed]

6. Natsuaki, M.; Morimoto, T.; Yamaji, K.; Watanabe, H.; Yoshikawa, Y.; Shiomi, H.; Nakagawa, Y.; Furukawa, Y.;
Kadota, K.; Ando, K.; et al. Prediction of Thrombotic and Bleeding Events After Percutaneous Coronary
Intervention: CREDO-Kyoto Thrombotic and Bleeding Risk Scores. J. Am. Heart Assoc. 2018, 7, e008708.
[CrossRef]

7. Levine, G.N.; Bates, E.R.; Bittl, J.A.; Brindis, R.G.; Fihn, S.D.; Fleisher, L.A.; Granger, C.B.; Lange, R.A.;
Mack, M.J.; Mauri, L.; et al. 2016 ACC/AHA Guideline Focused Update on Duration of Dual Antiplatelet
Therapy in Patients With Coronary Artery Disease: A Report of the American College of Cardiology/American
Heart Association Task Force on Clinical Practice Guidelines: An Update of the 2011 ACCF/AHA/SCAI
Guideline for Percutaneous Coronary Intervention, 2011 ACCF/AHA Guideline for Coronary Artery Bypass
Graft Surgery, 2012 ACC/AHA/ACP/AATS/PCNA/SCAI/STS Guideline for the Diagnosis and Management of
Patients With Stable Ischemic Heart Disease, 2013 ACCF/AHA Guideline for the Management of ST-Elevation
Myocardial Infarction, 2014 AHA/ACC Guideline for the Management of Patients With Non-ST-Elevation
Acute Coronary Syndromes, and 2014 ACC/AHA Guideline on Perioperative Cardiovascular Evaluation
and Management of Patients Undergoing Noncardiac Surgery. Circulation 2016, 134, e123–e155. [CrossRef]

https://en-author-services.edanzgroup.com/
https://en-author-services.edanzgroup.com/
http://dx.doi.org/10.1056/NEJM199812033392303
http://www.ncbi.nlm.nih.gov/pubmed/9834303
http://dx.doi.org/10.1001/jama.2016.3775
http://www.ncbi.nlm.nih.gov/pubmed/27022822
http://dx.doi.org/10.1016/j.jacc.2016.02.064
http://www.ncbi.nlm.nih.gov/pubmed/27079334
http://dx.doi.org/10.1016/S0140-6736(17)30397-5
http://dx.doi.org/10.1055/s-0039-1688792
http://www.ncbi.nlm.nih.gov/pubmed/31079414
http://dx.doi.org/10.1161/JAHA.118.008708
http://dx.doi.org/10.1161/CIR.0000000000000404


J. Clin. Med. 2020, 9, 1963 13 of 18

8. Valgimigli, M.; Bueno, H.; Byrne, R.A.; Collet, J.P.; Costa, F.; Jeppsson, A.; Juni, P.; Kastrati, A.; Kolh, P.;
Mauri, L.; et al. 2017 ESC focused update on dual antiplatelet therapy in coronary artery disease developed
in collaboration with EACTS: The Task Force for dual antiplatelet therapy in coronary artery disease of
the European Society of Cardiology (ESC) and of the European Association for Cardio-Thoracic Surgery
(EACTS). Eur. Heart J. 2018, 39, 213–260. [CrossRef]

9. Wiviott, S.D.; Braunwald, E.; McCabe, C.H.; Montalescot, G.; Ruzyllo, W.; Gottlieb, S.; Neumann, F.J.;
Ardissino, D.; De Servi, S.; Murphy, S.A.; et al. Prasugrel versus clopidogrel in patients with acute coronary
syndromes. N. Engl. J. Med. 2007, 357, 2001–2015. [CrossRef]

10. Wallentin, L.; Becker, R.C.; Budaj, A.; Cannon, C.P.; Emanuelsson, H.; Held, C.; Horrow, J.; Husted, S.;
James, S.; Katus, H.; et al. Ticagrelor versus clopidogrel in patients with acute coronary syndromes. N. Engl.
J. Med. 2009, 361, 1045–1057. [CrossRef]

11. Urban, P.; Mehran, R.; Colleran, R.; Angiolillo, D.J.; Byrne, R.A.; Capodanno, D.; Cuisset, T.; Cutlip, D.;
Eerdmans, P.; Eikelboom, J.; et al. Defining High Bleeding Risk in Patients Undergoing Percutaneous
Coronary Intervention: A Consensus Document From the Academic Research Consortium for High Bleeding
Risk. Circulation 2019, 140, 240–261. [CrossRef]

12. Levine, G.N.; Jeong, Y.H.; Goto, S.; Anderson, J.L.; Huo, Y.; Mega, J.L.; Taubert, K.; Smith, S.C., Jr. Expert
consensus document: World Heart Federation expert consensus statement on antiplatelet therapy in East
Asian patients with ACS or undergoing PCI. Nat. Rev. Cardiol. 2014, 11, 597–606. [CrossRef] [PubMed]

13. Jeong, Y.H. “East asian paradox”: Challenge for the current antiplatelet strategy of “one-guideline-fits-all
races” in acute coronary syndrome. Curr. Cardiol. Rep. 2014, 16, 485. [CrossRef] [PubMed]

14. Scott, S.A.; Sangkuhl, K.; Stein, C.M.; Hulot, J.S.; Mega, J.L.; Roden, D.M.; Klein, T.E.; Sabatine, M.S.;
Johnson, J.A.; Shuldiner, A.R.; et al. Clinical Pharmacogenetics Implementation Consortium guidelines
for CYP2C19 genotype and clopidogrel therapy: 2013 update. Clin. Pharmacol. Ther. 2013, 94, 317–323.
[CrossRef] [PubMed]

15. Kang, J.; Kim, H.S. The Evolving Concept of Dual Antiplatelet Therapy after Percutaneous Coronary
Intervention: Focus on Unique Feature of East Asian and "Asian Paradox". Korean Circ. J. 2018, 48, 537–551.
[CrossRef] [PubMed]

16. Kang, H.J.; Clare, R.M.; Gao, R.; Held, C.; Himmelmann, A.; James, S.K.; Lim, S.T.; Santoso, A.; Yu, C.M.;
Wallentin, L.; et al. Ticagrelor versus clopidogrel in Asian patients with acute coronary syndrome:
A retrospective analysis from the Platelet Inhibition and Patient Outcomes (PLATO) Trial. Am. Heart
J. 2015, 169, 899–905 e891. [CrossRef]

17. Shen, A.Y.; Yao, J.F.; Brar, S.S.; Jorgensen, M.B.; Chen, W. Racial/ethnic differences in the risk of intracranial
hemorrhage among patients with atrial fibrillation. J. Am. Coll. Cardiol. 2007, 50, 309–315. [CrossRef]

18. Wang, T.Y.; Chen, A.Y.; Roe, M.T.; Alexander, K.P.; Newby, L.K.; Smith, S.C., Jr.; Bangalore, S.; Gibler, W.B.;
Ohman, E.M.; Peterson, E.D. Comparison of baseline characteristics, treatment patterns, and in-hospital
outcomes of Asian versus non-Asian white Americans with non-ST-segment elevation acute coronary
syndromes from the CRUSADE quality improvement initiative. Am. J. Cardiol. 2007, 100, 391–396. [CrossRef]

19. Mak, K.H.; Bhatt, D.L.; Shao, M.; Hankey, G.J.; Easton, J.D.; Fox, K.A.; Topol, E.J. Ethnic variation in adverse
cardiovascular outcomes and bleeding complications in the Clopidogrel for High Atherothrombotic Risk and
Ischemic Stabilization, Management, and Avoidance (CHARISMA) study. Am. Heart J. 2009, 157, 658–665.
[CrossRef]

20. Price, M.J.; Endemann, S.; Gollapudi, R.R.; Valencia, R.; Stinis, C.T.; Levisay, J.P.; Ernst, A.; Sawhney, N.S.;
Schatz, R.A.; Teirstein, P.S. Prognostic significance of post-clopidogrel platelet reactivity assessed by a
point-of-care assay on thrombotic events after drug-eluting stent implantation. Eur. Heart J. 2008, 29,
992–1000. [CrossRef]

21. Brar, S.S.; ten Berg, J.; Marcucci, R.; Price, M.J.; Valgimigli, M.; Kim, H.S.; Patti, G.; Breet, N.J.; DiSciascio, G.;
Cuisset, T.; et al. Impact of platelet reactivity on clinical outcomes after percutaneous coronary intervention.
A collaborative meta-analysis of individual participant data. J. Am. Coll. Cardiol. 2011, 58, 1945–1954.
[CrossRef] [PubMed]

22. Gurbel, P.A.; Shuldiner, A.R.; Bliden, K.P.; Ryan, K.; Pakyz, R.E.; Tantry, U.S. The relation between CYP2C19
genotype and phenotype in stented patients on maintenance dual antiplatelet therapy. Am. Heart J. 2011,
161, 598–604. [CrossRef] [PubMed]

http://dx.doi.org/10.1093/eurheartj/ehx419
http://dx.doi.org/10.1056/NEJMoa0706482
http://dx.doi.org/10.1056/NEJMoa0904327
http://dx.doi.org/10.1161/CIRCULATIONAHA.119.040167
http://dx.doi.org/10.1038/nrcardio.2014.104
http://www.ncbi.nlm.nih.gov/pubmed/25154978
http://dx.doi.org/10.1007/s11886-014-0485-4
http://www.ncbi.nlm.nih.gov/pubmed/24668607
http://dx.doi.org/10.1038/clpt.2013.105
http://www.ncbi.nlm.nih.gov/pubmed/23698643
http://dx.doi.org/10.4070/kcj.2018.0166
http://www.ncbi.nlm.nih.gov/pubmed/29968428
http://dx.doi.org/10.1016/j.ahj.2015.03.015
http://dx.doi.org/10.1016/j.jacc.2007.01.098
http://dx.doi.org/10.1016/j.amjcard.2007.03.035
http://dx.doi.org/10.1016/j.ahj.2008.08.031
http://dx.doi.org/10.1093/eurheartj/ehn046
http://dx.doi.org/10.1016/j.jacc.2011.06.059
http://www.ncbi.nlm.nih.gov/pubmed/22032704
http://dx.doi.org/10.1016/j.ahj.2010.12.011
http://www.ncbi.nlm.nih.gov/pubmed/21392617


J. Clin. Med. 2020, 9, 1963 14 of 18

23. Holmes, M.V.; Perel, P.; Shah, T.; Hingorani, A.D.; Casas, J.P. CYP2C19 genotype, clopidogrel metabolism,
platelet function, and cardiovascular events: A systematic review and meta-analysis. JAMA 2011, 306,
2704–2714. [CrossRef] [PubMed]

24. Claassens, D.M.F.; Vos, G.J.A.; Bergmeijer, T.O.; Hermanides, R.S.; van’t Hof, A.W.J.; van der Harst, P.;
Barbato, E.; Morisco, C.; Tjon Joe Gin, R.M.; Asselbergs, F.W.; et al. A Genotype-Guided Strategy for Oral
P2Y12 Inhibitors in Primary PCI. N. Engl. J. Med. 2019, 381, 1621–1631. [CrossRef]

25. Mehran, R.; Rao, S.V.; Bhatt, D.L.; Gibson, C.M.; Caixeta, A.; Eikelboom, J.; Kaul, S.; Wiviott, S.D.; Menon, V.;
Nikolsky, E.; et al. Standardized Bleeding Definitions for Cardiovascular Clinical Trials: A Consensus Report
From the Bleeding Academic Research Consortium. Circulation 2011, 123, 2736–2747. [CrossRef]

26. Natsuaki, M.; Morimoto, T.; Shiomi, H.; Yamaji, K.; Watanabe, H.; Shizuta, S.; Kato, T.; Ando, K.; Nakagawa, Y.;
Furukawa, Y.; et al. Application of the Academic Research Consortium High Bleeding Risk Criteria in an
All-Comers Registry of Percutaneous Coronary Intervention. Circ. Cardiovasc. Interv. 2019, 12, e008307.
[CrossRef]

27. Nakamura, M.; Kimura, K.; Kimura, T.; Ishihara, M.; Otsuka, F.; Kozuma, K.; Kosuge, M.; Shinke, T.;
Nakagawa, Y.; Natsuaki, M.; et al. JCS 2020 Guideline Focused Update on Antithrombotic Therapy in
Patients With Coronary Artery Disease. Circ. J. 2020, 84, 831–865. [CrossRef]

28. Numasawa, Y.; Inohara, T.; Ishii, H.; Yamaji, K.; Kohsaka, S.; Sawano, M.; Kodaira, M.; Uemura, S.; Kadota, K.;
Amano, T.; et al. Comparison of Outcomes After Percutaneous Coronary Intervention in Elderly Patients,
Including 10 628 Nonagenarians: Insights From a Japanese Nationwide Registry (J-PCI Registry). J. Am.
Heart Assoc. 2019, 8, e011183. [CrossRef]

29. Kohsaka, S.; Miyata, H.; Ueda, I.; Masoudi, F.A.; Peterson, E.D.; Maekawa, Y.; Kawamura, A.; Fukuda, K.;
Roe, M.T.; Rumsfeld, J.S.; et al. An international comparison of patients undergoing percutaneous coronary
intervention: A collaborative study of the National Cardiovascular Data Registry (NCDR) and Japan
Cardiovascular Database-Keio interhospital Cardiovascular Studies (JCD-KiCS). Am. Heart J. 2015, 170,
1077–1085. [CrossRef]

30. Shoji, S.; Sawano, M.; Sandhu, A.T.; Heidenreich, P.A.; Shiraishi, Y.; Ikemura, N.; Ueno, K.; Suzuki, M.;
Numasawa, Y.; Fukuda, K.; et al. Ischemic and Bleeding Events Among Patients With Acute Coronary
Syndrome Associated With Low-Dose Prasugrel vs Standard-Dose Clopidogrel Treatment. JAMA Netw.
Open 2020, 3, e202004. [CrossRef]

31. Akita, K.; Inohara, T.; Yamaji, K.; Kohsaka, S.; Numasawa, Y.; Ishii, H.; Amano, T.; Kadota, K.; Nakamura, M.;
Maekawa, Y. Impact of Reduced-Dose Prasugrel vs. Standard-Dose Clopidogrel on In-Hospital Outcomes of
Percutaneous Coronary Intervention in 62,737 Patients with Acute Coronary Syndromes: A Nationwide
Registry Study in Japan. Eur. Heart J. Cardiovasc. Pharmacother. 2019. [CrossRef] [PubMed]

32. Ozaki, Y.; Katagiri, Y.; Onuma, Y.; Amano, T.; Muramatsu, T.; Kozuma, K.; Otsuji, S.; Ueno, T.; Shiode, N.;
Kawai, K.; et al. CVIT expert consensus document on primary percutaneous coronary intervention (PCI) for
acute myocardial infarction (AMI) in 2018. Cardiovasc. Interv. Ther. 2018, 33, 178–203. [CrossRef]

33. Numasawa, Y.; Sawano, M.; Miyata, H.; Ueda, I.; Noma, S.; Suzuki, M.; Kuno, T.; Kodaira, M.; Maekawa, Y.;
Fukuda, K.; et al. Outcomes After Percutaneous Coronary Intervention of Acute Coronary Syndrome
Complicated With Cardiopulmonary Arrest (from a Japanese Multicenter Registry). Am. J. Cardiol. 2017, 119,
1173–1178. [CrossRef] [PubMed]

34. Numasawa, Y.; Ueda, I.; Sawano, M.; Kuno, T.; Kodaira, M.; Noma, S.; Suzuki, M.; Miyata, H.; Fukuda, K.;
Kohsaka, S. Relation of Baseline Hemoglobin Level to In-Hospital Outcomes in Patients Who Undergo
Percutaneous Coronary Intervention (from a Japanese Multicenter Registry). Am. J. Cardiol. 2018, 121,
695–702. [CrossRef]

35. Yun, J.E.; Kim, Y.J.; Park, J.J.; Kim, S.; Park, K.; Cho, M.S.; Nam, G.B.; Park, D.W. Safety and Effectiveness of
Contemporary P2Y12 Inhibitors in an East Asian Population With Acute Coronary Syndrome: A Nationwide
Population-Based Cohort Study. J. Am. Heart Assoc. 2019, 8, e012078. [CrossRef] [PubMed]

36. Saito, S.; Isshiki, T.; Kimura, T.; Ogawa, H.; Yokoi, H.; Nanto, S.; Takayama, M.; Kitagawa, K.; Nishikawa, M.;
Miyazaki, S.; et al. Efficacy and safety of adjusted-dose prasugrel compared with clopidogrel in Japanese
patients with acute coronary syndrome: The PRASFIT-ACS study. Circ. J. 2014, 78, 1684–1692. [CrossRef]

37. Goto, S.; Huang, C.H.; Park, S.J.; Emanuelsson, H.; Kimura, T. Ticagrelor vs. clopidogrel in Japanese, Korean
and Taiwanese patients with acute coronary syndrome–randomized, double-blind, phase III PHILO study.
Circ. J. 2015, 79, 2452–2460. [CrossRef]

http://dx.doi.org/10.1001/jama.2011.1880
http://www.ncbi.nlm.nih.gov/pubmed/22203539
http://dx.doi.org/10.1056/NEJMoa1907096
http://dx.doi.org/10.1161/CIRCULATIONAHA.110.009449
http://dx.doi.org/10.1161/CIRCINTERVENTIONS.119.008307
http://dx.doi.org/10.1253/circj.CJ-19-1109
http://dx.doi.org/10.1161/JAHA.118.011017
http://dx.doi.org/10.1016/j.ahj.2015.09.017
http://dx.doi.org/10.1001/jamanetworkopen.2020.2004
http://dx.doi.org/10.1093/ehjcvp/pvz056
http://www.ncbi.nlm.nih.gov/pubmed/31593213
http://dx.doi.org/10.1007/s12928-018-0516-y
http://dx.doi.org/10.1016/j.amjcard.2017.01.007
http://www.ncbi.nlm.nih.gov/pubmed/28236456
http://dx.doi.org/10.1016/j.amjcard.2017.12.007
http://dx.doi.org/10.1161/JAHA.119.012078
http://www.ncbi.nlm.nih.gov/pubmed/31310570
http://dx.doi.org/10.1253/circj.CJ-13-1482
http://dx.doi.org/10.1253/circj.CJ-15-0112


J. Clin. Med. 2020, 9, 1963 15 of 18

38. Park, K.H.; Jeong, M.H.; Ahn, Y.; Ahn, T.H.; Seung, K.B.; Oh, D.J.; Choi, D.J.; Kim, H.S.; Gwon, H.C.;
Seong, I.W.; et al. Comparison of short-term clinical outcomes between ticagrelor versus clopidogrel
in patients with acute myocardial infarction undergoing successful revascularization; from Korea Acute
Myocardial Infarction Registry-National Institute of Health. Int. J. Cardiol. 2016, 215, 193–200. [CrossRef]

39. Park, D.W.; Kwon, O.; Jang, J.S.; Yun, S.C.; Park, H.; Kang, D.Y.; Ahn, J.M.; Lee, P.H.; Lee, S.W.; Park, S.W.;
et al. Clinically Significant Bleeding With Ticagrelor Versus Clopidogrel in Korean Patients With Acute
Coronary Syndromes Intended for Invasive Management: A Randomized Clinical Trial. Circulation 2019,
140, 1865–1877. [CrossRef]

40. Sun, Y.; Li, C.; Zhang, L.; Yu, T.; Ye, H.; Yu, B.; Tao, M.; Jiang, J.; Yan, J.; Wang, Y.; et al. Clinical outcomes after
ticagrelor and clopidogrel in Chinese post-stented patients. Atherosclerosis 2019, 290, 52–58. [CrossRef]

41. Chen, I.C.; Lee, C.H.; Fang, C.C.; Chao, T.H.; Cheng, C.L.; Chen, Y.; Yu, C.L.; Lin, C.C.; Lin, C.Y.; Li, Y.H.; et al.
Efficacy and safety of ticagrelor versus clopidogrel in acute coronary syndrome in Taiwan: A multicenter
retrospective pilot study. J. Chin. Med. Assoc. 2016, 79, 521–530. [CrossRef] [PubMed]

42. Lee, C.H.; Cheng, C.L.; Kao Yang, Y.H.; Chao, T.H.; Chen, J.Y.; Li, Y.H. Cardiovascular and Bleeding Risks in
Acute Myocardial Infarction Newly Treated With Ticagrelor vs. Clopidogrel in Taiwan. Circ. J. 2018, 82,
747–756. [CrossRef] [PubMed]

43. Kang, J.; Han, J.K.; Ahn, Y.; Chae, S.C.; Kim, Y.J.; Chae, I.H.; Hur, S.H.; Seong, I.W.; Chae, J.K.; Cho, M.C.;
et al. Third-Generation P2Y12 Inhibitors in East Asian Acute Myocardial Infarction Patients: A Nationwide
Prospective Multicentre Study. Thromb. Haemost. 2018, 118, 591–600. [CrossRef] [PubMed]

44. Nishi, T.; Ariyoshi, N.; Nakayama, T.; Fujimoto, Y.; Sugimoto, K.; Takahara, M.; Wakabayashi, S.;
Koshizaka, M.; Hanaoka, H.; Kobayashi, Y. Increased platelet inhibition after switching from maintenance
clopidogrel to prasugrel in Japanese patients with stable coronary artery disease. Circ. J. 2015, 79, 2439–2444.
[CrossRef] [PubMed]

45. Ebisawa, S.; Ueki, Y.; Mochidome, T.; Senda, K.; Nishimura, H.; Saigusa, T.; Miura, T.; Motoki, H.; Koyama, J.;
Ikeda, U. Comparison of platelet aggregation response in switching regimen from prasugrel to clopidogrel
between CYP2C19 extensive versus non-extensive metabolizers. Cardiovasc. Interv. Ther. 2018, 33, 277–284.
[CrossRef] [PubMed]

46. Wakabayashi, S.; Kitahara, H.; Nishi, T.; Sugimoto, K.; Nakayama, T.; Fujimoto, Y.; Ariyoshi, N.; Kobayashi, Y.
Platelet inhibition after loading dose of prasugrel in patients with ST-elevation and non-ST-elevation acute
coronary syndrome. Cardiovasc. Interv. Ther. 2018, 33, 239–246. [CrossRef]

47. Wallentin, L.; James, S.; Storey, R.F.; Armstrong, M.; Barratt, B.J.; Horrow, J.; Husted, S.; Katus, H.; Steg, P.G.;
Shah, S.H.; et al. Effect of CYP2C19 and ABCB1 single nucleotide polymorphisms on outcomes of treatment
with ticagrelor versus clopidogrel for acute coronary syndromes: A genetic substudy of the PLATO trial.
Lancet 2010, 376, 1320–1328. [CrossRef]

48. Tateishi, K.; Saito, Y.; Kitahara, H.; Nakayama, T.; Fujimoto, Y.; Kobayashi, Y. Increased platelet inhibition
after switching from prasugrel to low-dose ticagrelor in Japanese patients with prior myocardial infarction.
J. Cardiol. 2020, 75, 473–477. [CrossRef]

49. Kohsaka, S.; Kimura, T.; Goto, M.; Lee, V.V.; Elayda, M.; Furukawa, Y.; Fukushima, M.; Komeda, M.; Sakata, R.;
Willerson, J.T.; et al. Difference in patient profiles and outcomes in Japanese versus American patients
undergoing coronary revascularization (collaborative study by CREDO-Kyoto and the Texas Heart Institute
Research Database). Am. J. Cardiol. 2010, 105, 1698–1704. [CrossRef]

50. Numasawa, Y.; Kohsaka, S.; Miyata, H.; Kawamura, A.; Noma, S.; Suzuki, M.; Nakagawa, S.; Momiyama, Y.;
Naito, K.; Fukuda, K. Impact of body mass index on in-hospital complications in patients undergoing
percutaneous coronary intervention in a Japanese real-world multicenter registry. PLoS ONE 2015, 10,
e0124399. [CrossRef]

51. Saito, Y.; Kobayashi, Y.; Tanabe, K.; Ikari, Y. Antithrombotic therapy after percutaneous coronary intervention
from the Japanese perspective. Cardiovasc. Interv. Ther. 2020, 35, 19–29. [CrossRef] [PubMed]

52. Ki, Y.J.; Kang, J.; Park, J.; Han, J.K.; Yang, H.M.; Park, K.W.; Kang, H.J.; Koo, B.K.; Kim, H.S. Efficacy and
Safety of Long-Term and Short-Term Dual Antiplatelet Therapy: A Meta-Analysis of Comparison between
Asians and Non-Asians. J. Clin. Med. 2020, 9, 652. [CrossRef] [PubMed]

http://dx.doi.org/10.1016/j.ijcard.2016.04.044
http://dx.doi.org/10.1161/CIRCULATIONAHA.119.041766
http://dx.doi.org/10.1016/j.atherosclerosis.2019.09.011
http://dx.doi.org/10.1016/j.jcma.2016.02.010
http://www.ncbi.nlm.nih.gov/pubmed/27339180
http://dx.doi.org/10.1253/circj.CJ-17-0632
http://www.ncbi.nlm.nih.gov/pubmed/29081474
http://dx.doi.org/10.1055/s-0038-1626697
http://www.ncbi.nlm.nih.gov/pubmed/29534250
http://dx.doi.org/10.1253/circj.CJ-15-0546
http://www.ncbi.nlm.nih.gov/pubmed/26310876
http://dx.doi.org/10.1007/s12928-017-0482-9
http://www.ncbi.nlm.nih.gov/pubmed/28681220
http://dx.doi.org/10.1007/s12928-017-0475-8
http://dx.doi.org/10.1016/S0140-6736(10)61274-3
http://dx.doi.org/10.1016/j.jjcc.2019.10.004
http://dx.doi.org/10.1016/j.amjcard.2010.01.349
http://dx.doi.org/10.1371/journal.pone.0124399
http://dx.doi.org/10.1007/s12928-019-00633-6
http://www.ncbi.nlm.nih.gov/pubmed/31845096
http://dx.doi.org/10.3390/jcm9030652
http://www.ncbi.nlm.nih.gov/pubmed/32121235


J. Clin. Med. 2020, 9, 1963 16 of 18

53. Kang, J.; Park, K.W.; Palmerini, T.; Stone, G.W.; Lee, M.S.; Colombo, A.; Chieffo, A.; Feres, F.; Abizaid, A.;
Bhatt, D.L.; et al. Racial Differences in Ischaemia/Bleeding Risk Trade-Off during Anti-Platelet Therapy:
Individual Patient Level Landmark Meta-Analysis from Seven RCTs. Thromb. Haemost. 2019, 119, 149–162.
[CrossRef]

54. Hahn, J.Y.; Song, Y.B.; Oh, J.H.; Cho, D.K.; Lee, J.B.; Doh, J.H.; Kim, S.H.; Jeong, J.O.; Bae, J.H.; Kim, B.O.; et al.
6-month versus 12-month or longer dual antiplatelet therapy after percutaneous coronary intervention in
patients with acute coronary syndrome (SMART-DATE): A randomised, open-label, non-inferiority trial.
Lancet 2018, 391, 1274–1284. [CrossRef]

55. Palmerini, T.; Della Riva, D.; Benedetto, U.; Bacchi Reggiani, L.; Feres, F.; Abizaid, A.; Gilard, M.; Morice, M.C.;
Valgimigli, M.; Hong, M.K.; et al. Three, six, or twelve months of dual antiplatelet therapy after DES
implantation in patients with or without acute coronary syndromes: An individual patient data pairwise
and network meta-analysis of six randomized trials and 11 473 patients. Eur. Heart. J. 2017, 38, 1034–1043.
[CrossRef] [PubMed]

56. Watanabe, H.; Domei, T.; Morimoto, T.; Natsuaki, M.; Shiomi, H.; Toyota, T.; Ohya, M.; Suwa, S.; Takagi, K.;
Nanasato, M.; et al. Effect of 1-Month Dual Antiplatelet Therapy Followed by Clopidogrel vs 12-Month Dual
Antiplatelet Therapy on Cardiovascular and Bleeding Events in Patients Receiving PCI: The STOPDAPT-2
Randomized Clinical Trial. JAMA 2019, 321, 2414–2427. [CrossRef] [PubMed]

57. Hamon, M.; Lemesle, G.; Tricot, O.; Meurice, T.; Deneve, M.; Dujardin, X.; Brufau, J.M.; Bera, J.; Lamblin, N.;
Bauters, C. Incidence, source, determinants, and prognostic impact of major bleeding in outpatients with
stable coronary artery disease. J. Am. Coll. Cardiol. 2014, 64, 1430–1436. [CrossRef]

58. Piccini, J.P.; Jones, W.S. Triple Therapy for Atrial Fibrillation after PCI. N. Engl. J. Med. 2017, 377, 1580–1582.
[CrossRef]

59. Cannon, C.P.; Bhatt, D.L.; Oldgren, J.; Lip, G.Y.H.; Ellis, S.G.; Kimura, T.; Maeng, M.; Merkely, B.; Zeymer, U.;
Gropper, S.; et al. Dual Antithrombotic Therapy with Dabigatran after PCI in Atrial Fibrillation. N. Engl.
J. Med. 2017, 377, 1513–1524. [CrossRef]

60. Gibson, C.M.; Mehran, R.; Bode, C.; Halperin, J.; Verheugt, F.W.; Wildgoose, P.; Birmingham, M.; Ianus, J.;
Burton, P.; van Eickels, M.; et al. Prevention of Bleeding in Patients with Atrial Fibrillation Undergoing PCI.
N. Engl. J. Med. 2016, 375, 2423–2434. [CrossRef]

61. Lopes, R.D.; Heizer, G.; Aronson, R.; Vora, A.N.; Massaro, T.; Mehran, R.; Goodman, S.G.; Windecker, S.;
Darius, H.; Li, J.; et al. Antithrombotic Therapy after Acute Coronary Syndrome or PCI in Atrial Fibrillation.
N. Engl. J. Med. 2019, 380, 1509–1524. [CrossRef] [PubMed]

62. Vranckx, P.; Valgimigli, M.; Eckardt, L.; Tijssen, J.; Lewalter, T.; Gargiulo, G.; Batushkin, V.; Campo, G.;
Lysak, Z.; Vakaliuk, I.; et al. Edoxaban-based versus vitamin K antagonist-based antithrombotic regimen
after successful coronary stenting in patients with atrial fibrillation (ENTRUST-AF PCI): A randomised,
open-label, phase 3b trial. Lancet 2019, 394, 1335–1343. [CrossRef]

63. Eyileten, C.; Postula, M.; Jakubik, D.; Toma, A.; Mirowska-Guzel, D.; Patti, G.; Renda, G.; Siller-Matula, J.M.
Non-Vitamin K Oral Anticoagulants (NOAC) Versus Vitamin K Antagonists (VKA) for Atrial Fibrillation
with Elective or Urgent Percutaneous Coronary Intervention: A Meta-Analysis with a Particular Focus on
Combination Type. J. Clin. Med. 2020, 9, 1120. [CrossRef] [PubMed]

64. Windecker, S.; Lopes, R.D.; Massaro, T.; Jones-Burton, C.; Granger, C.B.; Aronson, R.; Heizer, G.;
Goodman, S.G.; Darius, H.; Jones, W.S.; et al. Antithrombotic Therapy in Patients With Atrial Fibrillation and
Acute Coronary Syndrome Treated Medically or With Percutaneous Coronary Intervention or Undergoing
Elective Percutaneous Coronary Intervention: Insights From the AUGUSTUS Trial. Circulation 2019, 140,
1921–1932. [CrossRef]

65. Ako, J.; Okumura, K.; Nakao, K.; Kozuma, K.; Morino, Y.; Okazaki, K.; Fukaya, T.; Kimura, T.;
Investigators, R.-D.P.T. Dual Anti-Thrombotic Therapy With Dabigatran After Percutaneous Coronary
Intervention in Atrial Fibrillation- Japanese and East-Asian Subgroup Analysis of the RE-DUAL PCI Trial.
Circ. J. 2019, 83, 327–333. [CrossRef]

66. January, C.T.; Wann, L.S.; Calkins, H.; Chen, L.Y.; Cigarroa, J.E.; Cleveland, J.C., Jr.; Ellinor, P.T.;
Ezekowitz, M.D.; Field, M.E.; Furie, K.L.; et al. 2019 AHA/ACC/HRS Focused Update of the 2014 AHA/ACC/

HRS Guideline for the Management of Patients With Atrial Fibrillation: A Report of the American College of
Cardiology/American Heart Association Task Force on Clinical Practice Guidelines and the Heart Rhythm
Society in Collaboration With the Society of Thoracic Surgeons. Circulation 2019, 140, e125–e151. [CrossRef]

http://dx.doi.org/10.1055/s-0038-1676545
http://dx.doi.org/10.1016/S0140-6736(18)30493-8
http://dx.doi.org/10.1093/eurheartj/ehw627
http://www.ncbi.nlm.nih.gov/pubmed/28110296
http://dx.doi.org/10.1001/jama.2019.8145
http://www.ncbi.nlm.nih.gov/pubmed/31237644
http://dx.doi.org/10.1016/j.jacc.2014.07.957
http://dx.doi.org/10.1056/NEJMe1710753
http://dx.doi.org/10.1056/NEJMoa1708454
http://dx.doi.org/10.1056/NEJMoa1611594
http://dx.doi.org/10.1056/NEJMoa1817083
http://www.ncbi.nlm.nih.gov/pubmed/30883055
http://dx.doi.org/10.1016/S0140-6736(19)31872-0
http://dx.doi.org/10.3390/jcm9041120
http://www.ncbi.nlm.nih.gov/pubmed/32295160
http://dx.doi.org/10.1161/CIRCULATIONAHA.119.043308
http://dx.doi.org/10.1253/circj.CJ-18-0874
http://dx.doi.org/10.1161/CIR.0000000000000665


J. Clin. Med. 2020, 9, 1963 17 of 18

67. Kuno, T.; Ueyama, H.; Takagi, H.; Ando, T.; Numasawa, Y.; Briasoulis, A.; Fox, J.; Bangalore, S. Meta-analysis of
Antithrombotic Therapy in Patients With Atrial Fibrillation Undergoing Percutaneous Coronary Intervention.
Am. J. Cardiol. 2020, 125, 521–527. [CrossRef]

68. Gargiulo, G.; Goette, A.; Tijssen, J.; Eckardt, L.; Lewalter, T.; Vranckx, P.; Valgimigli, M. Safety and
efficacy outcomes of double vs. triple antithrombotic therapy in patients with atrial fibrillation following
percutaneous coronary intervention: A systematic review and meta-analysis of non-vitamin K antagonist
oral anticoagulant-based randomized clinical trials. Eur. Heart J. 2019, 40, 3757–3767. [CrossRef]

69. Gori, T.; Polimeni, A.; Indolfi, C.; Raber, L.; Adriaenssens, T.; Munzel, T. Predictors of stent thrombosis and
their implications for clinical practice. Nat. Rev. Cardiol. 2019, 16, 243–256. [CrossRef]

70. Kuno, T.; Ueyama, H.; Ando, T.; Briasoulis, A.; Takagi, H. Antithrombotic therapy in patients with atrial
fibrillation and acute coronary syndrome undergoing percutaneous coronary intervention; insights from a
meta-analysis. Coron. Artery Dis. 2020. [CrossRef]

71. Alexander, J.H.; Wojdyla, D.; Vora, A.N.; Thomas, L.; Granger, C.B.; Goodman, S.G.; Aronson, R.; Windecker, S.;
Mehran, R.; Lopes, R.D. The Risk/Benefit Tradeoff of Antithrombotic Therapy in Patients with Atrial
Fibrillation Early and Late After an Acute Coronary Syndrome or Percutaneous Coronary Intervention:
Insights from AUGUSTUS. Circulation 2020, 141, 1618–1627. [CrossRef] [PubMed]

72. Oh, I.Y.; Park, K.W.; Kang, S.H.; Park, J.J.; Na, S.H.; Kang, H.J.; Koo, B.K.; Jeong, Y.H.; Hwang, J.Y.; Kwak, C.H.;
et al. Association of cytochrome P450 2C19*2 polymorphism with clopidogrel response variability and
cardiovascular events in Koreans treated with drug-eluting stents. Heart 2012, 98, 139–144. [CrossRef]
[PubMed]

73. Otsuki, H.; Yamaguchi, J.; Kawamoto, T.; Yoshikawa, M.; Ebihara, S.; Tanaka, K.; Nakao, M.; Jujo, K.;
Arashi, H.; Ota, Y.; et al. Safety and Efficacy of Low-Dose Prasugrel as Part of Triple Therapy With Aspirin
and Oral Anticoagulants in Patients With Atrial Fibrillation Undergoing Percutaneous Coronary Intervention-
From the TWMU-AF PCI Registry. Circ. J. 2019, 83, 1000–1005. [CrossRef]

74. Suh, S.Y.; Kang, W.C.; Oh, P.C.; Choi, H.; Moon, C.I.; Lee, K.; Han, S.H.; Ahn, T.; Choi, I.S.; Shin, E.K. Efficacy
and safety of aspirin, clopidogrel, and warfarin after coronary artery stenting in Korean patients with atrial
fibrillation. Heart Vessel. 2014, 29, 578–583. [CrossRef] [PubMed]

75. Park, J.; Choi, E.K.; Han, K.D.; Choi, Y.J.; Lee, E.; Choe, W.; Lee, S.R.; Cha, M.J.; Lim, W.H.; Kang, J.; et al.
Temporal trends in prevalence and antithrombotic treatment among Asians with atrial fibrillation undergoing
percutaneous coronary intervention: A nationwide Korean population-based study. PLoS ONE 2019, 14,
e0209593. [CrossRef] [PubMed]

76. J-Rhythm Registry Investigators. Determinants of warfarin use and international normalized ratio levels
in atrial fibrillation patients in Japan. Subanalysis of the J-RHYTHM Registry. Circ. J. 2011, 75, 2357–2362.
[CrossRef]

77. JCS Joint Working Group. Guidelines for Pharmacotherapy of Atrial Fibrillation (JCS 2013). Circ. J. 2014, 78,
1997–2021. [CrossRef]

78. Connors, J.M. Testing and monitoring direct oral anticoagulants. Blood 2018, 132, 2009–2015. [CrossRef]
79. Suzuki, T.; Shiga, T.; Omori, H.; Tatsumi, F.; Nishimura, K.; Hagiwara, N. Adherence to medication and

characteristics of Japanese patients with non-valvular atrial fibrillation. J. Cardiol. 2017, 70, 238–243. [CrossRef]
80. Burn, J.; Pirmohamed, M. Direct oral anticoagulants versus warfarin: Is new always better than the old?

Open Heart 2018, 5, e000712. [CrossRef]
81. Hou, Y.; Zhang, D.; Gu, J.; Xue, F.; Sun, Y.; Wu, Q.; Zhao, X.; Wang, X. The association between self-perceptions

of aging and antihypertensive medication adherence in older Chinese adults. Aging Clin. Exp. Res. 2016, 28,
1113–1120. [CrossRef] [PubMed]

82. Amsterdam, E.A.; Wenger, N.K.; Brindis, R.G.; Casey, D.E., Jr.; Ganiats, T.G.; Holmes, D.R., Jr.; Jaffe, A.S.;
Jneid, H.; Kelly, R.F.; Kontos, M.C.; et al. 2014 AHA/ACC Guideline for the Management of Patients with
Non-ST-Elevation Acute Coronary Syndromes: A report of the American College of Cardiology/American
Heart Association Task Force on Practice Guidelines. J. Am. Coll. Cardiol. 2014, 64, e139–e228. [CrossRef]
[PubMed]

http://dx.doi.org/10.1016/j.amjcard.2019.11.022
http://dx.doi.org/10.1093/eurheartj/ehz732
http://dx.doi.org/10.1038/s41569-018-0118-5
http://dx.doi.org/10.1097/MCA.0000000000000900
http://dx.doi.org/10.1161/CIRCULATIONAHA.120.046534
http://www.ncbi.nlm.nih.gov/pubmed/32223444
http://dx.doi.org/10.1136/hrt.2011.227272
http://www.ncbi.nlm.nih.gov/pubmed/21700758
http://dx.doi.org/10.1253/circj.CJ-18-1113
http://dx.doi.org/10.1007/s00380-013-0399-x
http://www.ncbi.nlm.nih.gov/pubmed/23974943
http://dx.doi.org/10.1371/journal.pone.0209593
http://www.ncbi.nlm.nih.gov/pubmed/30645601
http://dx.doi.org/10.1253/circj.CJ-11-0427
http://dx.doi.org/10.1253/circj.CJ-66-0092
http://dx.doi.org/10.1182/blood-2018-04-791541
http://dx.doi.org/10.1016/j.jjcc.2016.11.009
http://dx.doi.org/10.1136/openhrt-2017-000712
http://dx.doi.org/10.1007/s40520-015-0516-z
http://www.ncbi.nlm.nih.gov/pubmed/26690757
http://dx.doi.org/10.1016/j.jacc.2014.09.017
http://www.ncbi.nlm.nih.gov/pubmed/25260718


J. Clin. Med. 2020, 9, 1963 18 of 18

83. Roffi, M.; Patrono, C.; Collet, J.P.; Mueller, C.; Valgimigli, M.; Andreotti, F.; Bax, J.J.; Borger, M.A.; Brotons, C.;
Chew, D.P.; et al. 2015 ESC Guidelines for the management of acute coronary syndromes in patients
presenting without persistent ST-segment elevation: Task Force for the Management of Acute Coronary
Syndromes in Patients Presenting without Persistent ST-Segment Elevation of the European Society of
Cardiology (ESC). Eur. Heart J. 2016, 37, 267–315. [CrossRef] [PubMed]

84. Montalescot, G.; Bolognese, L.; Dudek, D.; Goldstein, P.; Hamm, C.; Tanguay, J.F.; ten Berg, J.M.; Miller, D.L.;
Costigan, T.M.; Goedicke, J.; et al. Pretreatment with prasugrel in non-ST-segment elevation acute coronary
syndromes. N. Engl. J. Med. 2013, 369, 999–1010. [CrossRef] [PubMed]

85. Katayama, Y.; Kubo, T.; Ino, Y.; Kameyama, T.; Matsuo, Y.; Kitabata, H.; Terada, K.; Emori, H.; Aoki, H.;
Taruya, A.; et al. The relationship between timing of prasugrel pretreatment and in-stent thrombus
immediately after percutaneous coronary intervention for acute coronary syndrome: An optical coherence
tomography study. Heart Vessel. 2018, 33, 1159–1167. [CrossRef] [PubMed]

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1093/eurheartj/ehv320
http://www.ncbi.nlm.nih.gov/pubmed/26320110
http://dx.doi.org/10.1056/NEJMoa1308075
http://www.ncbi.nlm.nih.gov/pubmed/23991622
http://dx.doi.org/10.1007/s00380-018-1167-8
http://www.ncbi.nlm.nih.gov/pubmed/29691643
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Different Risk Profiles between East Asian and Western Population (“East Asian Paradox”) 
	Importance of Bleeding Risk Assessment in East Asian Patients with ACS 
	Optimal Antithrombotic Regimen in East Asian Patients with ACS 
	Optimal Duration of DAPT in East Asian Patients with ACS 
	Optimal Antithrombotic Regimen in Patients with AF Undergoing PCI 
	Optimal Timing of Administering P2Y12 Inhibitors in East Asian Patients with NSTE-ACS 
	Conclusions 
	References

