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ABSTRACT

Introduction and objectives: Coronary artery disease and mental health disorders are often coexistent. Selective serotonin reuptake 
inhibitors (SSRIs) are often used in this context but have been associated with an increased risk of bleeding due to platelet 
dysfunction. Previous studies have assessed this risk in patients treated with clopidogrel-based dual antiplatelet therapy (DAPT) 
with contradictory results. However, there is no data regarding the use of SSRIs and potent P2Y12 inhibitors or triple antithrombotic 
therapy after percutaneous coronary intervention (PCI). The purpose of this study was to assess the impact of SSRIs on bleeding 
outcomes after PCI in patients treated with clopidogrel, prasugrel or ticagrelor-based DAPT or triple antithrombotic therapy.
Methods: Retrospective study including all patients undergoing PCI at a high-volume center during 2018. Patients on SSRIs were 
propensity-score-matched on a 1:1 ratio with patients naive to SSRIs adjusting for the baseline differences. The primary endpoint 
was major bleeding (BARC type 3 or 5 bleeding) at the 1-year follow-up. Secondary endpoints were a composite of major/non-major 
clinically relevant bleeding (BARC type 2, 3 or 5 bleeding), and a composite of major adverse cardiovascular events.
Results: Out of a total of 1063 patients treated with PCI during the study period, 1002 met the selection criteria, and 139 (13.9%) 
were on SSRIs. The latter had a higher bleeding risk before matching [PRECISE-DAPT, 16 [10-24] vs 13 [9-21]; P  =  .040]. No 
differences were reported in major bleeding (2.9% vs 2.9%, P = .991), major/non-major clinically relevant bleeding (2.9% vs 7.2%, 
P = .120) or in major adverse cardiovascular events (7.9% vs 7.9%, P = .979) in patients treated with SSRIs.
Conclusions: The use of SSRIs was frequent in patients treated with PCI, and although it was a marker of a higher bleeding risk 
at baseline, this was not associated with an additional bleeding liability.
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Inhibidores selectivos de la recaptación de serotonina y riesgo hemorrágico 
tras ICP. Un estudio con puntuación de propensión

RESUMEN

Introducción y objetivos: La cardiopatía isquémica y la enfermedad mental coexisten a menudo. Los inhibidores selectivos de la 
recaptación de serotonina (ISRS) se utilizan con frecuencia en este contexto, pero se han asociado con un incremento en el riesgo 
hemorrágico. Los estudios previos han evaluado este fenómeno en pacientes tratados con clopidogrel, con resultados contradictorios. 
No hay datos sobre el uso de ISRS e inhibidores del P2Y12 potentes o triple terapia antitrombótica. El objetivo de este estudio fue 
examinar el impacto de los ISRS en los eventos hemorrágicos en pacientes tratados con doble (incluyendo clopidogrel, prasugrel o 
ticagrelor) o triple terapia antitrombótica tras una intervención coronaria percutánea (ICP).
Métodos: Estudio retrospectivo en el que se incluyeron todos los pacientes tratados con ICP en un centro de alto volumen durante 
2018. Los pacientes en tratamiento con ISRS fueron emparejados mediante puntaje de propensión con pacientes sin ISRS. El objetivo 
primario fue el sangrado mayor al año de seguimiento (BARC 3 o 5). Los objetivos secundarios fueron un combinado de sangrado 
mayor o menor clínicamente relevante (BARC 2, 3 o 5) y un combinado de eventos cardiovasculares adversos mayores.
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INTRODUCTION

Coronary artery disease and mental health disorders frequently 
coexist and have a bidirectional relationship.1,2 Patients with mental 
health disorders have an increased risk of coronary artery disease 
and, inversely, it is not rare for patients to experience symptoms 
of depression or anxiety after a cardiac event.3 Moreover, depres-
sion in patients with CHD is associated with a poor adherence to 
treatment, unhealthy lifestyle habits, and a poor prognosis.4-8

Selective serotonin reuptake inhibitors (SSRIs) are often prescribed 
as first-line agents to treat depression and anxiety,9,10 but have a 
potential for increased bleeding risk due to the concomitant inhi-
bitory effect on the platelet serotonin reuptake transporter (5-HTT).11 
Platelet 5-HTT inhibition has been associated with a reduced 
platelet activation and aggregation, and with a prolonged bleeding 
time.12,13 On the other hand, some studies have linked SSRI-related 
bleeding risk to older age, comorbidities or polypharmacy.14,15

Bleeding risk due to antithrombotic therapy is a major concern 
following percutaneous coronary intervention (PCI) as hemorrhagic 
events are prognostically unfavorable as recurrent ischemic events.16,17 
While bleeding risk depends on multiple clinical and laboratory 
features,18,19 the identification of potential modifiable factors is key 
to optimize the balance between ischemic and bleeding risk.20 Prior 
studies have evaluated the bleeding risk of patients with a concomi-
tant treatment of SSRIs and dual antiplatelet therapy (DAPT) plus 
aspirin and clopidogrel with contradictory results.21-23 However, the 
impact of SSRIs plus therapy with more potent P2Y12 inhibitors (eg, 
ticagrelor or prasugrel) or triple antithrombotic therapy with DAPT 
plus an oral anticoagulant (OAC) has never been explored.  In this 
study we tried to compare the 1-year risk of bleeding after PCI and 
concomitant guideline-recommended antithrombotic therapy (inclu-
ding clopidogrel, ticagrelor or prasugrel-based DAPT and triple 
antithrombotic therapy) in patients with or without prescribed SSRIs. 

METHODS

Study design and setting

Retrospective study including all consecutive patients discharged after 
PCI performed at a single center during 2018. Those treated with 
SSRIs were propensity score-matched (PSM) to a control group to 
compare bleeding outcomes at the 1-year follow-up. Antithrombotic 
treatment was decided by the clinical cardiologist in accordance with 

the current clinical practice guidelines.24 This study was conducted 
according to the Declaration of Helsinki and was approved by the 
local clinical research ethics committee. Written informed consent 
was obtained from all patients before the PCI.

Population

All patients discharged after the PCI performed during the study 
period were eligible. Those treated at discharge with single antiplatelet 
therapy, DAPT were excluded—not including acetylsalicylic acid—as 
well as those anticoagulated with low-molecular-weight heparin for 
other reasons. Patients with missing information at the follow-up were 
also excluded. Clinical and procedural data, treatment at discharge, 
and outcomes during the first year were reviewed through electronic 
health records. Patients were treated with SSRIs if their list of pres-
criptions at discharge included one of the following: citalopram, 
escitalopram, fluoxetine, fluvoxamine, paroxetine or sertraline. 

Endpoints

The primary safety endpoint was major bleeding at the 1-year 
follow-up. Secondary endpoints were a composite of major or non-
major clinically relevant bleeding, and a composite of major adverse 
cardiovascular events (MACE). Major bleeding was defined as a 
bleeding event type 3 or 5 according to the Bleeding Academic 
Research Consortium (BARC). Major/non-major clinically relevant 
bleeding was defined as BARC type 2, 3 or 5 bleeding event.25 
MACE was defined as a composite outcome of cardiovascular 
death, non-fatal myocardial infarction or unplanned revasculariza-
tion. Events were independently adjudicated by 2 cardiologists who 
were unaware of the SSRIs group.

Statistical analysis

Categorical variables were expressed as counts (percentages), and 
the continuous ones as mean ± standard deviation or median [inter-
quartile range] according to their distribution assessed using the 
Shapiro-Wilk test. P values were obtained using the chi-square test 
or the Mann-Whitney U test, as appropriate. PSM was conducted 
to account for the confounding biases.26 Logistic regression was 
used to determine the probability of being treated with SSRIs and 
included the following confounding variables potentially associated 
with SSRIs treatment and the primary endpoint:27 age, sex, prior 

Abbreviations

DAPT: dual antiplatelet therapy. PCI: percutaneous coronary intervention. SSRIs: selective serotonin reuptake inhibitors.

Resultados: De los 1.063 pacientes tratados con ICP durante el periodo del estudio, 1.002 cumplieron los criterios de selección y 
139 (13,9%) recibían ISRS. Los pacientes con ISRS tenían un mayor riesgo de sangrado antes del emparejamiento (PRECISE-DAPT: 
16 [10-24] frente a 13 [9-21]; p =  0,040). No hubo diferencias en el objetivo primario (2,9% frente a 2,9%; p =  0,991) ni en los 
objetivos secundarios de sangrado mayor o menor clínicamente relevante (2,9 frente a 7,2%; p = 0,120) y eventos cardiovasculares 
adversos mayores (7,9 frente a 7,9%; p = 0,979).
Conclusiones: El uso de ISRS fue frecuente en los pacientes tratados con ICP, y aunque fue un marcador de riesgo hemorrágico 
basal, no se asoció con un mayor riesgo de sangrado en el seguimiento. 

Palabras clave: Sangrado. Enfermedad coronaria. Intervencionismo coronario percutáneo. Inhibidores selectivos de la recaptación de 
serotonina. Terapia antitrombótica.
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relevant bleeding, hypertension, cancer, past medical history of 
hematologic disease or anemia, liver disease, creatinine clearance, 
treatment with potent P2Y12 inhibitors or concomitant OAC. The 
nearest neighbor matching method with no replacement, and a 
caliper width of 0.1 were used in the PSM on a 1:1 ratio. Propensity 
score histograms and standardized mean differences before and 
after the PSM were used to evaluate the balance of the groups 
regarding the covariates.28 Time-to-event analyses were conducted 
using the Kaplan-Meier and Cox proportional hazards methods. To 
determine major bleeding predictors in the unmatched cohort,  
a multivariate Cox regression model was conducted that used a 
purposeful selection model and prioritized parsimony. Clinical 
meaningful variables and those showing P values <  0.2 in the 
univariate analysis were included. Statistical analyses were 
performed using SPSS software (version 24; IBM Corp., United 
States) and R software (version 4.0.3; R Foundation for Statistical 
Computing, Austria). Matching was performed using the MatchIt 
R package (Ho, Imai, King, & Stuart, 2011) while covariate balance 
was assessed using the Cobalt R package (Greifer, 2021).

RESULTS

Baseline clinical characteristics

A total of 1063 patients were treated with PCI during the study 
period, 1002 of whom met the selection criteria and were included 
in the analysis. A total of 139 patients (13.9%) were treated with 
SSRIs at discharge (figure 1). Median age was 66 years (58-75), and 
745 patients (74.4%) were male with a median PRECISE-DAPT score 
of 13 [9-22]. Regarding antithrombotic therapy, 684 patients (68.3%) 
were treated with potent P2Y12 inhibitors and 102 (10.2%) were 
concomitantly treated with OAC. The baseline clinical characteristics 
of the overall population and the unmatched groups are shown on 
table 1. Patients from the SSRIs group were more likely to be women. 
They also had a more extensive past medical history of hypertension, 
diabetes mellitus, cancer, significant bleeding, and hematologic 
disease or anemia. Both the HAS-BLED and the PRECISE-DAPT 
bleeding risk scores were higher in the SSRIs group. 

Unmatched analysis

In the overall population there were a total of 19 major bleeding 
events at the 1-year follow-up: 4 (2.9%) in the SSRIs group, and 15 

(1.7%) in the unmatched non-SSRIs group (P  =  .350). Of these, 4 
(21.1%) were fatal, 10 (52.6%) GI bleedings, 4 (21.1%) intracranial 
bleedings while the remaining ones occurred in other locations. 

The multivariable Cox model identified the following independent 
predictors for the primary endpoint of major bleeding: PRECISE-
DAPT score ≥ 25, and concomitant anticoagulation. Table 2 shows 
the univariable and multivariable Cox predictors for the primary 
endpoint.

The major/non-major clinically relevant bleeding endpoint occurred 
in 4 patients (2.9%) from the SSRIs group, and in 43 patients (4.9%) 
from the unmatched no-SSRIs group (P = .290). The rate of MACE 
was similar in both groups: 11 events (7.9%) in the SSRIs group 
and 50 events (5.8%) in the non-SSRIs group. 

The Kaplan-Meier curves and the associated risk tables for each 
endpoint of the unmatched cohorts are shown on figure 2.

Propensity score matching analysis

The variables used in the PSM, the standardized mean differences, 
and the Propensity score distributions of the unmatched and 
matched samples are shown on figure 3. PSM resulted in an exce-
llent balance of covariates with standardized mean differences 
≤ 10% in all variables included in the Propensity score. There was 
also a very good balance across the other baseline characteristics 
and bleeding risk scores except for diabetes mellitus and hyperli-
pemia that were more prevalent in the SSRIs group (table 3).

The rate of major bleeding at the 1-year follow-up was 2.9% for 
both patients on SSRIs and the matched SSRIs non-users (HR, 1.01; 
95%CI, 0.25-4.03; P  =  .991). There were no non-major clinically 
relevant bleedings in the SSRIs group and 6 (4.3%) among SSRIs 
non-users (HR, 0.39; 95%CI, 0.16-1.27; P = .120). No differences in 
MACE were reported between the SSRI and the non-SSRIs groups 
(HR, 1.01; 95%CI, 0.44-2.33; P = .979) (figure 4).

DISCUSSION

The main findings of this study can be summarized as follows:  
a) the use of SSRIs was frequent among patients undergoing PCI;  
b) patients prescribed with SSRIs had a higher baseline bleeding risk; 

1063 patients undergoing PCI during 2018

139 patients on SSRIs 139 patients without SSRIs

Propensity score matching 1:1

1002 patients included in the study
139 were SSRIs users

61 were excluded
28 in-hospital deaths
3 not treated with ASA at discharge
9 not treated with a P2Y12 inhibitors 
21 were lost to follow-up

Figure 1. Patient flowchart. PCI, percutaneous coronary intervention; SSRIs, selective serotonin reuptake inhibitors.
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c) despite the imbalance reported in the baseline characteristics, after 
adjustment SSRIs users were not associated with a significant excess 
of major or clinically relevant bleeding at the 1-year follow-up. 

There is a strict correlation between coronary artery disease and 
mental health disorders. In our study up to 13.9% of patients 
treated with PCI were prescribed SSRIs. This group has more 
comorbidities and bleeding risk factors with the potential to compli-
cate the clinical decision-making process regarding antithrombotic 
therapy selection. Importantly, whether SSRIs trigger a higher 
bleeding risk through a biological effect on platelet 5-HTT receptors 
or are a marker of a higher bleeding risk through concomitant 
comorbidities has been the matter of discussion in prior studies. 

Labos et al.21 reported an increased risk of bleeding in patients 
taking both SSRIs and acetylsalicylic acid or clopidogrel-based 
DAPT after myocardial infarction. On the contrary, Lasella et al.22 
assessed the impact of SSRI therapy on patients on DAPT after PCI 
finding no excessive bleedings in patients on SSRIs. Interestingly, 
they reported a lower risk of MACE in patients on SSRIs compared 
to those on mirtazapine, but a higher risk compared to patients on 
either one of the 2 antidepressants. This may be explained by a 
protective effect of SSRIs on MACE29 that could be exceeded by 
the unfavorable effect of mental health disorders on cardiovascular 
events.30 Another interpretation could be associated with the phar-
macokinetics of clopidogrel since it is a prodrug that requires 
enzymatic conversion into its active metabolite by cytochrome P450 

Table 1. Baseline clinical characteristics of the overall population, and SSRIs/non-SSRIs users before matching

Variable Overall (N = 1002) SSRI (N = 139) Non-SSRI (N = 863) P

Age, years 66 [58-75] 67 [60-76] 66 [57-75] .530

Sex, male 745 (74.4) 76 (54.7) 669 (77.5) .001*

BMI 28.7 [25.9-31.8] 30.0 [25.8-32.0] 28.6 [25.9-31.7] .067

Hypertension 688 (68.7) 112 (80.6) 576 (66.7) .001*

Diabetes mellitus 370 (36.9) 64 (46.0) 306 (35.5) .017*

Hyperlipidemia 525 (52.4) 83 (59.7) 442 (51.2) .059

Smoking (current or former) 260 (25.9) 34 (24.5) 226 (26.2) .709

Previous revascularization 248 (24.8) 41 (29.5) 207 (24.0) .174

COPD 67 (6.7) 10 (7.2) 57 (6.6) .740

Chronic kidney disease 115 (11.5) 17 (12.2) 98 (11.4) .774

Cancer 98 (9.8) 20 (14.4) 78 (9.0) .044*

Liver disease 37 (3.7) 8 (5.8) 29 (3.4) .166

Hematologic disease or anemia 99 (9.9) 25 (18) 74 (8.6) .001*

Previous relevant bleeding 31 (3.1) 9 (6.5) 22 (2.5) .010*

Atrial fibrillation 87 (8.7) 11 (7.9) 76 (8.8) .871

Oral anticoagulant 102 (10.2) 9 (6.5) 93 (10.8) .119

Potent P2Y12 inhibitors 684 (68.3) 90 (64.7) 594 (68.8) .323

Ticagrelor, no. (%) 660 (65.9) 86 (61.8) 574 (66.5) .543

Prasugrel 24 (2.4) 4 (2.9) 20 (2.3) .543

DAPT duration (months) 8 [6-12] 6 [6-12] 8 [6-12] .440

PRECISE-DAPT 13 [9-22] 16 [10-24] 13 [9-21] .040*

PRECISE-DAPT ≥ 25 195 [19.5] 34 [24.5] 161 [18.7] .109

HAS-BLED 2 (2-3) 3 (2-3) 2 (2-3) .034*

Creatinine clearance, mL/min/1.73 m2 100 [82.3-124.1] 94.8 [72.9-125.2] 100 [82.7-124.1] .154

Clinical presentation

CCS 441 (44.0) 66 (47.5) 375 (43.5) .375

ACS 561 (56.0) 73 (52.5) 488 (56.5)

ACS, acute coronary syndrome; BMI, body mass index (kg/m2); CCS, chronic coronary syndrome; COPD, chronic obstructive pulmonary disease; DAPT, dual antiplatelet therapy; 
SSRI, selective serotonin reuptake inhibitors.
Data are expressed as no. (%), mean ± standard deviation or median [interquartile range]. 
* Indicates a statistically significant difference with P values < .05.
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(CYP).31 Bykov et al.23 reported an increased risk of ischemic events 
in patients on clopidogrel and a CYP2C19-inhibiting SSRI compared 
to those on noninhibiting SSRIs. No differences were found regar-
ding major bleeding. The study did not include a group of patients 
without SSRI treatment.

We should mention that none of the aforementioned studies included 
patients treated with potent P2Y12 inhibitors, which is currently the 
standard of care of patients with ACS. To our knowledge, this is the 
first study to assess the impact of SSRIs on a cohort of patients 
treated with potent P2Y12 inhibitors prasugrel or ticagrelor. In our 
population, two thirds of the patients were treated with potent P2Y12 
inhibitors, which is more consistent with the antiplatelet strategies 
recommended by the current clinical practice guidelines.32,33 In this 
clinical setting, despite the imbalances reported in the baseline blee-
ding risk in an unadjusted analysis, we found no differences regar-
ding major or clinically relevant bleeding events among patients on 
SSRIs and the matched group without a SSRI prescription. Hence, 
while the prescription of SSRIs can be a marker of a higher risk 
population with more comorbidities and risk factors, this may not 
translate into an independent predictor of bleeding events after 
accounting for the potential confounders. This is consistent with 
prior evidence in the medical literature. In the study conducted by 
Labos et al.21 patients on SSRI had a more significant past medical 
history of hypertension, renal failure, anemia or other hematologic 
disease, and non-GI bleeding. Lasella et al.22 reported that SSRIs 
users were more likely to have diabetes, hypertension, dyslipidemia, 
COPD, and chronic kidney disease. 

Our findings are clinically relevant for different reasons. Although 
SSRIs have been associated with a potential for an increased blee-
ding risk, a direct translation into an excess of adverse events has 
not been confirmed yet. Our data provide reassurance on the 
relative safety profile of potent antithrombotic therapies in associa-
tion with SSRIs, which did not substantially increase the risk of 
bleeding during the first year after PCI when the treatment deci-
sion-making process is based on a thorough evaluation of the 
features of bleeding and ischemic risk.

Our study also included a proportion of patients treated with conco-
mitant antiplatelet and OAC therapy (~10%), which is consistent 

Table 2. Univariable and multivariable Cox predictors for major bleeding

Variable
Univariable analysis Multivariable analysis

HR (95%CI) P HR (95%CI) P

Age, years 1.06 (1.02-1.11) .008

Sex, male 0.47 (0.19-1.18) .107

BMI 0.98 (0.89-1.09) .756

Hypertension 0.99 (0.38-2.61) .989

Diabetes mellitus 1.91 (0.78-4.79) .160

Hyperlipidemia 0.82 (0.33-2.01) .664

Chronic kidney disease 3.67 (1.39-9.66) .008

Cancer 2.47 (0.82-7.46) .107

Liver disease 1.48 (0.19-11.05) .705

Hematologic disease or 
anemia 

2.47 (0.82-7.46) .107

Previous relevant bleeding 3.91 (0.90-16.91) .068

Atrial fibrillation 5.45 (2.05-14.53) .001

Oral anticoagulant 8.22 (3.34-20.23) .001 6.99 (2.78-17.64) .001

Potent P2Y12 inhibitors 0.16 (0.06-0.45) .001

PRECISE-DAPT ≥ 25 4.77 (1.94-11.75) .001 3.59 (1.44-8.98) .006

HAS-BLED 1.69 (1.17-2.43) .005

Creatinine clearance 0.98 (0.97-0.99) .024

SSRI 1.68 (0.56-5.07) .356 1.95 (0.64-5.93) .241

95%CI, 95% confidence interval; BMI, body mass index (kg/m2); HR, hazard ratio; SSRI, 
selective serotonin reuptake inhibitors.
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Figure  2. Kaplan-Meier curves for the primary bleeding outcome (A), the 
secondary composite bleeding (B), and the ischemic outcomes (C). Unmat-
ched cohort. SSRIs, selective serotonin reuptake inhibitors.
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with the current standard practice.34 The impact of SSRIs on bleeding 
outcomes in patients with AF treated with OAC has also been 
examined in the past. Various authors have reported a higher risk of 
major bleeding in patients concurrently treated with SSRIs and 
warfarin.35,36 On the contrary, Quinn et al.37 did not find a signifi-
cantly increased risk of bleeding among patients from the ROCKET AF 
trial assigned to warfarin or rivaroxaban who were also on SSRIs. 
However, there was a modest but non-statistically significant higher 
risk of major bleeding in the warfarin group. Since SSRIs are CYP2C9 
inhibitors, an increase of warfarin plasma concentrations could 
explain these findings.38 This reaffirms the importance of non-vitamin 
k antagonists to reduce the risk of bleeding also in this population 
given the need for multiple antithrombotic agents after the PCI and 
the higher baseline bleeding risk reported.39 

Limitations 

The current study has several limitations. First, its retrospective 
observational design, and the relatively small size of the sample 
limits our ability to provide definitive conclusions due to the resi-
dual possibility of type-2 errors. Secondly, despite the PSM resulted 
in a good balance between the selected potential confounders and 
the other baseline characteristics, the presence of residual confoun-
ding factors cannot be completely ruled out. For example, some 
variables associated with bleeding like the presence of diabetes 
mellitus or peripheral arterial disease were not included in the 
propensity score model. Yet similar findings were observed in the 
adjusted and unadjusted analyses. Thirdly, the classification of SSRI 
users was based on treatment at discharge without accounting for 
treatment adherence or discontinuation.

CONCLUSIONS

In this real-world study, a combination of SSRIs and potent 
antithrombotic therapies was frequently prescribed after PCI. 

Although the prescription of SSRIs was associated with a higher 
baseline bleeding risk in the unadjusted analysis this was not the 
case with an excess of major or clinically relevant bleeding reported 
at the follow-up.
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Figure 3. Variables used in the propensity score matching analysis and their 
standardized differences (A), and the propensity score distributions (B) of 
the unmatched and matched samples. OAC, oral anticoagulant.
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Table  3. Baseline clinical characteristics of SSRIs/non-SSRIs users after 
matching

Variable
SSRI  
(N = 139)

Non-SSRI  
(N = 139)

P 

Chronic obstructive pulmonary disease

Age, years 68 [60-76] 67 [58-75] .757

Sex, male 76 (54.7) 73 (52.5) .810

BMI 30.0 [25.8-32.0] 28.4 [25.3-32.4] .143

Hypertension 112 (80.6) 109 (78.4) .656

Diabetes mellitus 64 (46.0) 48 (34.5) .050

Hyperlipidemia 83 (59.7) 67 (48.2) .045

Smoking (current or former) 34 (24.5) 28 (20.1) .330

Previous revascularization 41 (29.5) 30 (21.6) .153

COPD 10 (7.2) 9 (6.5) .816

Chronic kidney disease 17 (12.2) 19 (13.7) .721

Cancer 20 (14.4) 18 (12.9) .727

Liver disease 8 (5.8) 10 (7.2) .626

Hematologic disease or anemia 25 (18) 21 (15.1) .519

Previous relevant bleeding 9 (6.5) 10 (7.2) .812

Atrial fibrillation 11 (7.9) 11 (7.9) 1.000

Oral anticoagulant 9 (6.5) 9 (6.5) 1.000

Potent P2Y12 inhibitors 90 (64.7) 97 (69.8) .371

Ticagrelor 86 (61.8) 91 (65.5) .749

Prasugrel 4 (2.9) 6 (4.3) .749

DAPT duration, months 6 [6-12] 6 [6-12] .810

PRECISE-DAPT 16 [10-24] 15 [10-24] .863

PRECISE-DAPT ≥ 25 34 (24.5) 32 (23.0) .778

HAS-BLED 3 [2-3] 3 [2-3] .560

Creatinine clearance,  
mL/min/1.73 m2

94.8 [72.9-125.2] 100 [82.7-114.0] .747

Clinical presentation

CCS 66 (47.5)
73 (52.5)

63 (45.3)
76 (54.7)

.718

ACS 

ACS, acute coronary syndrome; BMI, body mass index (kg/m2); CCS, chronic coronary 
syndrome; COPD, chronic obstructive pulmonary disease; DAPT,  dual antiplatelet 
therapy; SSRI, selective serotonin reuptake inhibitors. 
Data are expressed as no. (%), mean ± standard deviation or median [interquartile range].
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