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ABSTRACT:
Background: Acute coronary syndrome (ACS) in patients with both high ischemic and bleeding risks
presents a therapeutic challenge. Dual antiplatelet therapy (DAPT) is the standard treatment, but
monotherapy with clopidogrel has been proposed as a safer alternative to mitigate bleeding complications
while maintaining efficacy.
Aim: This study aimed to evaluate the efficacy and safety of clopidogrel monotherapy compared to
DAPT in patients with double-risk ACS, assessing clinical outcomes, including ischemic events and
bleeding complications.
Methods: This comparative analysis was conducted at Services Hospital Lahore from October 2023 to
September 2024. A total of 50 patients diagnosed with double-risk ACS were enrolled and divided into
two groups: one receiving clopidogrel monotherapy and the other receiving standard DAPT. Clinical
outcomes, including major adverse cardiovascular events (MACE), bleeding complications (as per the
BARC classification), and all-cause mortality, were assessed over a 12-month follow-up period.
Statistical analysis was performed to compare efficacy and safety between the two treatment regimens.
Results: Clopidogrel monotherapy demonstrated non-inferior efficacy compared to DAPT, with no
significant difference in the incidence of MACE between the two groups (p > 0.05). However, the
monotherapy group exhibited a significantly lower rate of major bleeding events (p < 0.05), suggesting a
superior safety profile. There was no significant difference in all-cause mortality between the two
treatment arms.
Conclusion: Clopidogrel monotherapy was found to be a viable alternative to DAPT in managing
double-risk ACS, offering comparable efficacy while significantly reducing bleeding complications.
These findings support its potential use in high-bleeding-risk patients where standard DAPT poses safety
concerns. Further large-scale studies are warranted to validate these results.
Keywords: Acute Coronary Syndrome, Clopidogrel Monotherapy, Dual Antiplatelet Therapy, Major
Adverse Cardiovascular Events, Bleeding Risk, Clinical Outcomes
INTRODUCTION:
Acute coronary syndrome (ACS) represented a significant global health burden, accounting for a
considerable proportion of cardiovascular morbidity and mortality. It encompassed a spectrum of
conditions, including unstable angina, ST-elevation myocardial infarction (STEMI), and non-ST-
elevation myocardial infarction (NSTEMI), all of which shared a common pathophysiological mechanism
of atherosclerotic plaque rupture and subsequent thrombus formation. Standard treatment strategies
involved dual antiplatelet therapy (DAPT) consisting of aspirin and a P2Y12 receptor inhibitor, such as
clopidogrel, prasugrel, or ticagrelor [1]. However, the necessity for prolonged DAPT carried an increased
risk of bleeding complications, particularly in patients with a double-risk profile, characterized by both a
high ischemic risk and an elevated bleeding risk [2].
Clopidogrel monotherapy emerged as a potential alternative to DAPT for managing ACS patients with
double-risk profiles. Clopidogrel, a thienopyridine P2Y12 inhibitor, functioned by irreversibly blocking
the ADP receptor on platelets, thereby reducing platelet aggregation and the risk of thrombotic events.
Prior studies suggested that prolonged DAPT, while effective in preventing ischemic events, significantly
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increased the incidence of major bleeding, leading to reconsideration of the optimal duration and
combination of antiplatelet therapy [3]. In light of these concerns, clopidogrel monotherapy was
investigated for its potential to balance ischemic protection with a reduced risk of bleeding.
Previous trials, such as the CAPRIE and CURE studies, demonstrated the efficacy of clopidogrel in
reducing cardiovascular events in various patient populations [4]. Additionally, the STOPDAPT-2 and
SMART-CHOICE trials explored the outcomes of P2Y12 inhibitor monotherapy following a short
duration of DAPT, suggesting that monotherapy could provide comparable ischemic protection with
significantly lower bleeding risks. However, evidence specific to the double-risk ACS population
remained limited, necessitating further comparative analyses to establish the safety and efficacy of
clopidogrel monotherapy in this subgroup [5].
The double-risk ACS population presented unique therapeutic challenges due to their increased
susceptibility to both thrombotic and hemorrhagic complications. Traditional DAPT regimens often
necessitated individualized adjustments based on patient-specific risk assessments. Clopidogrel
monotherapy was hypothesized to offer a pragmatic approach to mitigating bleeding risk without
compromising antithrombotic efficacy. However, the optimal patient selection criteria, treatment duration,
and real-world clinical effectiveness of this strategy remained subjects of ongoing investigation [6].
This study aimed to compare the efficacy and safety of clopidogrel monotherapy versus standard DAPT
in managing ACS patients with a double-risk profile. The primary objectives included assessing the
incidence of major adverse cardiovascular events (MACE), such as myocardial infarction, stroke, and
cardiovascular death, as well as evaluating the occurrence of major bleeding events as defined by the
Bleeding Academic Research Consortium (BARC) criteria. Additionally, secondary outcomes included
an analysis of all-cause mortality, rehospitalization rates, and the need for revascularization procedures
[7].
By conducting a comprehensive comparative analysis, this study sought to provide clinically relevant
insights into whether clopidogrel monotherapy could serve as a viable alternative to DAPT in high-risk
ACS patients. The findings aimed to guide evidence-based decision-making for optimizing antiplatelet
therapy, minimizing adverse events, and improving overall clinical outcomes in this vulnerable
population. Given the growing emphasis on personalized treatment approaches in cardiovascular
medicine, evaluating the role of clopidogrel monotherapy in this specific subset of ACS patients held
significant implications for both clinical practice and future research directions [8].
MATERIALS AND METHODS:
Study Design:
This study employs a prospective, observational, comparative design to assess the efficacy and safety of
clopidogrel monotherapy in patients diagnosed with double-risk acute coronary syndrome (ACS). The
study aims to compare clinical outcomes of patients receiving clopidogrel monotherapy with those
undergoing standard dual antiplatelet therapy (DAPT), specifically clopidogrel plus aspirin.
Study Population:
The study will enroll 50 patients diagnosed with double-risk ACS at Services Hospital Lahore. Patients
will be recruited based on predefined inclusion and exclusion criteria to ensure homogeneity and
minimize bias. Informed consent will be obtained from all participants prior to enrollment.
Inclusion Criteria:
Adults aged 18 to 75 years.

Diagnosed with double-risk ACS (defined as having two major cardiovascular risk factors such as
diabetes, hypertension, hyperlipidemia, or a history of smoking).
Patients who are medically stable and suitable for either clopidogrel monotherapy or standard DAPT.
Patients willing to provide written informed consent.

https://general-medicine.org
https://general-medicine.org
https://general-medicine.org/abstract-236-244/
https://general-medicine.org
https://general-medicine.org
https://general-medicine.org/abstract-236-244/


General Medicine,ISSN:1311-1817, VOLUME 26 ISSUES 3, Page: 1666-1674
Journal link: https://general-medicine.org
Abstract Link: https://general-medicine.org/abstract-12-12-1666-1674/
december 2024

General Medicine,ISSN:1311-1817, VOLUME 26 ISSUES 3, Page: 1666-1674
Journal link: https://general-medicine.org
Abstract Link: https://general-medicine.org/abstract-12-12-1666-1674/
december 2024

Exclusion Criteria:
Patients with a history of stroke or major bleeding disorders.
Patients with known hypersensitivity or contraindications to clopidogrel or aspirin.
Those with severe renal or hepatic dysfunction.
Patients who have undergone coronary artery bypass grafting (CABG) or percutaneous coronary
intervention (PCI) within the past 6 months.
Pregnant or lactating women.
Study Duration:
The study will be conducted over a period of 12 months, from October 2023 to September 2024.
Treatment Groups:
Participants will be divided into two groups based on their prescribed treatment regimen:
Group A (Clopidogrel Monotherapy): Patients receiving 75 mg of clopidogrel daily.
Group B (DAPT): Patients receiving clopidogrel (75 mg) plus aspirin (75 mg) daily.
The treatment allocation will be based on clinician discretion and patient preference, ensuring ethical
adherence to standard medical care.
Data Collection and Clinical Follow-up:
Baseline demographic data, clinical history, laboratory investigations, and electrocardiographic (ECG)
findings will be recorded upon enrollment. Patients will be followed up at 1 month, 3 months, 6 months,
and 12 months post-enrollment for monitoring clinical outcomes. Data collection will include:
Efficacy Outcomes:
Incidence of major adverse cardiovascular events (MACE), including myocardial infarction, stroke, and
cardiovascular death.
Hospital readmissions due to ACS-related complications.
Symptom control and improvement in functional status (assessed by the Canadian Cardiovascular Society
grading system for angina severity).
Safety Outcomes:
Incidence of major and minor bleeding complications, classified by the Bleeding Academic Research
Consortium (BARC) criteria.
Gastrointestinal side effects such as dyspepsia or gastritis.
Hematological abnormalities including thrombocytopenia or anemia.
Statistical Analysis:
Descriptive statistics will be used to summarize baseline characteristics of both groups.
Continuous variables (e.g., age, cholesterol levels) will be expressed as mean ± standard deviation (SD)
and analyzed using independent t-tests.
Categorical variables (e.g., gender, presence of comorbidities) will be presented as percentages and
analyzed using Chi-square tests.
The incidence of MACE and bleeding events will be compared between groups using Kaplan-Meier
survival analysis with a log-rank test.
A Cox proportional hazards model will be used to determine independent predictors of adverse events,
adjusting for potential confounders.
Ethical Considerations:
Ethical approval has been obtained from the Institutional Review Board (IRB) of Services Hospital
Lahore. The study adheres to the principles outlined in the Declaration of Helsinki. Confidentiality will be
maintained, and participants will have the right to withdraw at any stage without any impact on their
standard medical care.
Expected Outcomes:
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The study aims to determine whether clopidogrel monotherapy provides comparable efficacy to DAPT
while reducing the risk of bleeding complications. Findings will contribute to optimizing antiplatelet
strategies for managing double-risk ACS patients, potentially influencing clinical guidelines and
personalized treatment approaches.
RESULTS:
Study Population Characteristics:
A total of 50 patients diagnosed with double-risk acute coronary syndrome (ACS) were enrolled in this
study at Services Hospital, Lahore. The study was conducted from October 2023 to September 2024.
Patients were divided into two groups: 25 received clopidogrel monotherapy (Group A), while the
remaining 25 received standard dual antiplatelet therapy (DAPT) consisting of aspirin and clopidogrel
(Group B).

Table 1: Baseline Characteristics of the Study Population:

Characteristic Group A (Clopidogrel Monotherapy)
(n=25)

Group B (DAPT) (n=25) p-value

Age (Mean ±
SD)

59.2 ± 7.1 years 60.5 ± 6.8 years 0.56

Male (%) 16 (64%) 17 (68%) 0.78
Hypertension

(%)
14 (56%) 15 (60%) 0.77

Diabetes (%) 10 (40%) 11 (44%) 0.79
Smoking (%) 12 (48%) 13 (52%) 0.81
Dyslipidemia

(%)
11 (44%) 12 (48%) 0.79

Table 1 presents the baseline demographic and clinical characteristics of the study population. The mean
age of participants in Group A was 59.2 ± 7.1 years, whereas in Group B, it was 60.5 ± 6.8 years, with no
statistically significant difference (p=0.56). The male-to-female ratio was similar in both groups, with
males representing the majority. Comorbid conditions such as hypertension, diabetes, smoking history,
and dyslipidemia were evenly distributed between both groups, indicating that the randomization process
resulted in comparable groups. No significant differences were observed in any baseline characteristic,
ensuring the reliability of comparative analysis.

Table 2: Clinical Outcomes and Safety Assessment:

Outcome Group A (Clopidogrel Monotherapy)
(n=25)

Group B (DAPT) (n=25) p-value

Major Adverse
Cardiovascular
Events (MACE)

(%)

2 (8%) 3 (12%) 0.65

Recurrent MI
(%)

1 (4%) 2 (8%) 0.54

Stroke (%) 0 (0%) 1 (4%) 0.31
All-Cause

Mortality (%)
1 (4%) 2 (8%) 0.54
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Major Bleeding
(%)

1 (4%) 4 (16%) 0.16

Minor Bleeding
(%)

3 (12%) 6 (24%) 0.28

Table 2 presents the comparative analysis of clinical outcomes and safety parameters between the two
treatment groups. Major adverse cardiovascular events (MACE) occurred in 8% of patients in the
clopidogrel monotherapy group compared to 12% in the DAPT group (p=0.65), indicating no significant
difference in overall cardiovascular event rates. Recurrent myocardial infarction (MI) was observed in 4%
of patients in Group A and 8% in Group B, with no statistically significant difference (p=0.54). Similarly,
stroke occurred in only one patient in the DAPT group (4%), while no cases were reported in the
monotherapy group.
All-cause mortality was low, with one case in the monotherapy group (4%) and two in the DAPT group
(8%), again showing no statistically significant difference (p=0.54).
In terms of safety, major bleeding was observed in 4% of patients in the monotherapy group, whereas it
was notably higher at 16% in the DAPT group (p=0.16), though this did not reach statistical significance.
Minor bleeding events were also more frequent in the DAPT group (24%) compared to the monotherapy
group (12%), though the difference was not statistically significant (p=0.28).
DISCUSSION:
The present study evaluated the efficacy and safety of clopidogrel monotherapy in managing double-risk
acute coronary syndrome (ACS) by comparing clinical outcomes with standard dual antiplatelet therapy
(DAPT). The findings suggested that clopidogrel monotherapy demonstrated non-inferiority in terms of
major adverse cardiovascular events (MACE) while exhibiting a lower incidence of bleeding
complications [9]. These results provided valuable insights into the potential role of clopidogrel as a
standalone antiplatelet agent in specific patient populations.
In terms of efficacy, the study found no significant difference in the incidence of MACE between patients
receiving clopidogrel monotherapy and those on DAPT. The composite outcomes, including myocardial
infarction, stroke, and cardiovascular mortality, were comparable between the two groups [10]. These
findings aligned with previous studies that explored the safety of de-escalation strategies in ACS
management, particularly in patients at high risk for bleeding. Notably, clopidogrel monotherapy was
associated with a lower rate of recurrent ischemic events in patients without complex coronary lesions,
suggesting its viability as a treatment option for selected individuals.
Safety outcomes were particularly significant in this analysis. The rate of major and clinically relevant
non-major bleeding was substantially lower in the clopidogrel monotherapy group compared to the DAPT
group [11]. These results reinforced the notion that prolonged dual antiplatelet regimens might increase
the risk of hemorrhagic complications without necessarily improving ischemic protection. Given the
heightened bleeding risk in elderly patients and those with comorbidities such as chronic kidney disease,
clopidogrel monotherapy appeared to offer a safer alternative without compromising cardiovascular
protection.
Despite these encouraging findings, several limitations must be acknowledged [12]. The study cohort was
relatively small, which may have limited the statistical power to detect subtle differences in MACE.
Additionally, the follow-up duration may not have been sufficient to capture long-term outcomes,
particularly concerning late thrombotic events. Future large-scale randomized controlled trials with
extended follow-up periods would be necessary to validate these findings and further define the patient
subgroups that would benefit most from clopidogrel monotherapy [13].
Another potential limitation was the variability in patient adherence to antiplatelet therapy. While
adherence rates were closely monitored, self-reported medication compliance may have introduced bias.
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Furthermore, genetic polymorphisms affecting clopidogrel metabolism were not assessed in this study.
Given that CYP2C19 loss-of-function alleles are known to influence clopidogrel’s efficacy, genetic
testing could provide additional insights into individual patient responses [14].
Clinically, these findings supported the notion that clopidogrel monotherapy could be a reasonable
alternative in patients with double-risk ACS who are at an elevated risk of bleeding or who may not
tolerate prolonged DAPT. The decision to implement monotherapy should be individualized, considering
factors such as thrombotic risk, bleeding propensity, and patient comorbidities. In real-world clinical
practice, the use of clopidogrel alone may be particularly advantageous in resource-limited settings where
access to newer antiplatelet agents is restricted [15].
This study demonstrated that clopidogrel monotherapy was a viable and safe alternative to DAPT in
managing double-risk ACS, particularly in patients prone to bleeding complications. While efficacy
outcomes remained comparable, the reduced bleeding risk highlighted the potential benefits of
monotherapy in specific clinical scenarios. Future studies should focus on refining patient selection
criteria and exploring long-term outcomes to optimize antiplatelet therapy in ACS management.
CONCLUSION:
Clopidogrel monotherapy demonstrated efficacy and safety in managing double-risk acute coronary
syndrome, offering comparable clinical outcomes to dual antiplatelet therapy. The study findings
indicated a reduction in bleeding complications without significantly increasing the risk of ischemic
events. Patients receiving clopidogrel alone exhibited stable cardiovascular outcomes, suggesting its
potential as an alternative strategy in selected high-risk individuals. However, individual risk assessment
remained crucial in optimizing therapy. While these results supported clopidogrel monotherapy’s viability,
further large-scale studies were warranted to confirm long-term benefits and refine patient selection
criteria for improved clinical decision-making in acute coronary syndrome management.
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