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ABSTRACT 
 
Antiplatelet drugs are widely used for secondary prophylaxis of ischemic stroke. Antiplatelet therapy can significantly 
reduce the risk of vascular events among high-risk patients. This review highlights the improvements of the use of dual 
antiplatelet therapy, particularly aspirin and clopidogrel combination, for the prevention of non-cardioembolic ischemic 
stroke. 
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İSKEMİK İNMEDE İKİLİ ANTİAGREGAN TEDAVİ 

 
ÖZET 
 
Antiagregan ilaçlar iskemik inmenin sekonder proflaksisinde yaygın olarak kullanılırlar. Antiagregan tedavi yüksek riskli 
hastalarda vasküler bir olay gelişme riskini anlamlı ölçüde azaltabilir. Bu derlemede kardiyoembolik olmayan iskemik 
inmenin önlenmesinde ikili antiagregan tedavi, özellikle aspirin ve klopidogrel kombinasyonunun kullanımı ile ilgili 
gelişmeler vurgulanmaktadır. 
Anahtar Sözcükler: İskemik inme, ikili antiagregan, tedavi. 

 
INTRODUCTION  

Treatment options for secondary prevention 
in ischemic stroke can be listed as therapies for 
modifiable risk factors such as hypertension, 
diabetes, hypercholesterolemia, obesity, smoking, 
alcohol, physical inactivity, antiaggregant therapies 
such as aspirin, dipyridamole, ticlopidine, 
clopidogrel, ticagrelor, anticoagulant treatments 
such as warfarin, dabigatran, rivaroxaban, apixaban 
or heparin and vascular treatment (carotid 
endarterectomy and carotid angioplasty/stent). In 
this study, the drugs commonly used for secondary 
protection starting from acute period and in 
particular dual antiaggregant treatments in the 
light of new developments will be reviewed. 

Numerous studies were made regarding 
whether or not an antiaggregant or anticoagulant 
treatment should be initiated in acute period for 
the patients who applied with an ischemic stroke, 
despite      unknown       etiologic        diagnosis,   and  

 
 

antiaggregant and anticoagulant drugs were 
compared with each other. IST (International 
Stroke Trial) is one of the most directive out of 
these studies in terms of their outcomes. Different 
doses of subcutaneous heparin and aspirin were 
administered randomly to 19435 patients with 
acute ischemic stroke, either separately or in 
combination. The outcomes of the study can be 
summarized as follows; The mortality rate in the 
first 14 days with heparin was lower than in those 
without heparin, but it was not significant and the 
6-month results were found same. The recurrence 
of stroke in the first 14 days with heparin is less 
pronounced, however the hemorrhagic stroke 
increases, this is more apparent at doses above 
subcutaneous 5000 units twice per day. With 
Aspirin (Asa), the mortality and dependency is 
lower in 14 days and this trend continues in the 6-
month results.  

_____________________________________________________________________________________________________________________________ 
Corresponding author: Prof. Birsen İnce, MD. İstanbul University Cerrahpaşa Medical Faculty, Department of Neurology, Division of Cerebrovascular 
Disease, İstanbul, TURKEY. 
Telephone: +902124143159  E-mail: bince@istanbul.edu.tr 
This article should be cited as following: İnce B. Dual antiplatelet therapy in ischemic stroke. Turkish Journal of Cerebrovascular Diseases 2019; 25(2): 86-
93.  doi:10.5505/tbdhd.2019.58561 

http://dx.doi.org/10.5505/tbdhd.2013.52724


87 
 

 
İnce 

 
The recurrence of stroke is lower in 14 days 

with Asa and no significant increase is observed in 
hemorrhagic stroke. The use in combination with 
low dose heparin and Asa can be better than use of 
single Asa, however the number of patients is not 
adequate in this study to show that. Further 
randomized studies with minimum 20000 patients 
are needed to clarify such results (1). IST results 
were found to support the initiation of Asa as early 
as possible in patients who admit with ischemic 
stroke.  

There are 24 studies (23748 patients) with 
anticoagulant drugs (standard heparin, low 
molecular weight heparin, heparinoid) in patients 
with ischemic stroke within acute period. The 
evaluations of these studies are partially different 
from each other. When the results from especially 
11 studies (22776 patients) are examined, there is 
no finding on that the initiation of anticoagulant 
therapy in first 14 days reduces the mortality rate; 
and similarly, no decrease is observed in mortality 
and dependence rates with early anticoagulant 
therapy. Anticoagulant therapy reduces the 
recurrence of ischemic stroke, but increases 
symptomatic intracranial hemorrhage. 
Symptomatic pulmonary embolism decreases, but 
the increase in extracranial hemorrhage is greater 
than this benefit  (2). 

On the other hand, when using antiaggregant 
drug in acute period (8 studies, 41483 patients), 
the results can be summarized as follows; When 
Asa therapy is initiated within the first 48 hours, 
13 out of every 1000 patients had a significant 
reduction in mortality and dependence rates, 7 
fewer recurrent strokes and 1 less pulmonary 
embolism. On the other hand, 2 more intracranial 
hemorrhage occurred. According to these findings, 
the benefits are predominant with antiaggregant 
treatment, hemorrhage is lower and the 
antiaggregant treatment is recommended in the 
early period (3).  

Acute period studies were mainly conducted 
with Asa. The CAST (the Chinese Acute Stroke 
Trial) study which was conducted by 
administering Asa 160 mg/day or placebo for 4 
weeks to 20000 patients with ischemic stroke who 
admitted in the first 48 hours is the most 
comprehensive study ever conducted in this field, 
and in this study, Asa showed a significant 
decrease in stroke recurrence, a slight increase in 
bleeding   risk,    and    a    significant    decrease    in  
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mortality and dependence rates (4). The results of 
meta-analysis regarding antiaggregant therapy in 
the acute period also support the use of Asa when 
there is no contraindication in patients. It is 
appropriate for all patients who admit with 
transient ischemic attack (TIA) or ischemic stroke 
to receive at least 160 mg of Asa. It should be 
delayed 24 hours for the patients who received 
thrombolytic therapy only (3,5).  

Ischemic stroke recurs more frequently than 
hemorrhagic cerebrovascular disease. Although 
recurrence rates vary according to etiology, the 
annual rate is around 10-20 %. Recurrent strokes 
constitute at least 25-30 % of patients who admit 
to stroke clinics. Fatal progression is more 
frequent in repetitive strokes than in the first 
stroke (22 % vs. 41 %), causing more disability 
and higher costs. Therefore, all measures to 
prevent recurrence of stroke should be taken 
starting from the acute period.  

Today, the mechanism of action of 
antiaggregant drugs is well known. Drugs in this 
group bind to different receptors on platelets, 
participate in different enzyme inhibitions, and 
block the adhesion, aggregation or secretion 
functions of the platelet. However, while these 
functions of platelets are affected, the hemostasis 
should not be impaired. Otherwise, complications 
of hemorrhage incompatible with life will occur. 
Today, the use of GP IIb/IIIa receptor blockers in 
stroke patients are not found appropriate because 
of the high rate of cerebrovascular bleeding 
complications. Ticlopidine is used very limited as 
it causes agranulocytosis. High percentages cannot 
be achieved always to prevent vascular events by 
an antiaggregant therapy to extent not to impair 
hemostasis. The results of 287 studies 
investigating the effect of antiaggregant treatment 
on vascular events are as follows; 7707 (10.7 %) 
vascular events (stroke, myocardial infarction 
(MI), vascular death) that occurred when 71912 
patients took Asa, versus 9503 (13.2 %) vascular 
events occurred when 72139 patients took 
placebo (6). Relative risk reduction is significant, 
however not at a very high rate. Daily use of 30-
300 mg Asa prevents only 13-22 % of vascular 
events (7). In acute period and chronic use, a 
serious vascular event with antiaggregant 
treatment alone decreases by 1/4, non-fatal 
myocardial infarction by 1/3, non-fatal stroke by 
1/4,  and  vascular  death  by  1/6 (8).   It should be  

 
 



88 
 

 

 
known that antiaggregant drugs may be 
insufficient to prevent a new vascular event and 
treatment of risk factors in stroke patients should 
be planned. The patient with stroke and his 
relatives should be informed about the expectation 
from the antiaggregant drug, and they should be 
told about the treatments regarding risk factors in 
particular and the importance of changes in 
lifestyle.  

Antiaggregant drugs, aspirin, dipyridamole, 
thienopyridines (ticlopidine and clopidogrel) are 
widely used in patients with stroke, 
atherothrombotic stroke, small vessel disease 
(lacunar strokes) and stroke with no detectable 
etiology. Anticoagulant therapy is the first choice 
for patients with stroke who have been shown to 
be cardioembolic. Asa is the most widely used 
antiaggregant medication. It is commonly used in 
patients who have no gastric problems. For 
patients who underwent stroke despite the Asa or 
who cannot use Asa, other drugs will be referred. 
The drug selection criteria, together with proof 
levels, can be summarized as follows; In non-
cardioembolic stroke and TIA, antiaggregant 
therapy is recommended to prevent stroke 
recurrence and to prevent other cardiovascular 
events (Class IA recommendation).The Asa dose is 
between 50-325 mg (Class IA recommendation) or 
clopidogrel 75 mg 1X1 (Class IIa B 
recommendation) should be administered (9). 

Combined use of antiaggregant drugs was 
tried in non-cardioembolic stroke and TIA 
treatment, however the increased risk of 
intracerebral and extracerebral hemorrhage 
reduced the benefit of combined use of drugs. Dual 
antiaggregant use in coronary artery disease is 
widely recommended in guidelines (10), whereas 
studies are ongoing to determine indications in 
patients with ischemic stroke (11). It is stated that 
more aggressive antiaggregant treatment may be 
appropriate in high-risk patients in the acute 
period, however there are no data to support the 
application of different treatment strategies in 
acute and chronic periods in low-risk patients 
(12). 

Dual antiaggregant therapy applications in 
patients with ischemic stroke began in the 1980s, 
and studies were conducted to determine whether 
the combination of dipyridamole and Asa was 
more beneficial than Asa alone. While some of the 
studies   showed   no   additional   benefit  with  the  
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combination of dipyridamole and Asa, the ESPS2 
(the European Stroke Prevention Study 2) study 
showed a relative risk reduction of 22 % in all 
major vascular events with combined use (50 mg 
Asa and 2 times 200 mg dipyridamole daily) 
compared to use of Asa alone. In the ESPRIT 
European Stroke Prevention in Reversible 
Ischemia Trial) study, the average dose of Asa is 75 
mg and a risk reduction of 20 % was identified 
when used in combination with extended release 
dipyridamole. (7,13,14). It is stated in the 
guideline that a combination of Asa 25mg and ER 
(extended release) dipyridamole 200 mg (2X1) 
can be used to prevent non-cardioembolic 
stroke/TIA recurrence and other cardiovascular 
events (Class IB recommendation) (9), however 
ER-dipyridamole is not available in our country as 
in combination with Asa, whereas short-acting 
dipyridamole is available.  

Studies with the combination of dipyridamole 
and Asa are studies regarding secondary 
prevention not only in patients with acute stroke, 
but also in patients who have had a transient 
ischemic attack or minor stroke in the last 6 
months. Similarly, the superiority of dual use to 
single use could not be revealed in combination 
therapy made with Asa and clopidogrel, mostly 
due to increased hemorrhagic side effects, in 
MATCH (Management of Atherothrombosis with 
Clopidogrel in High-risk patients) study which was 
applied not only in high-risk patients who 
admitted with acute stroke but also in patients 
who underwent stroke within last 3 months. 
MATCH is a randomized, double-blind, placebo-
controlled study. 7599 high-risk patients with 
ischemic stroke or TIA were included in the study. 
The duration of treatment and follow-up was18 
months, and the addition of Asa to clopidogrel 
leads to a nonsignificant reduction in major 
vascular events compared to the use of clopidogrel 
alone, while major bleeding was significantly 
increased (15,16). 

In another study, the combination of 
clopidogrel (75 mg) and low-dose Asa (75-162 
mg) was this time compared to low-dose Asa alone 
to reduce MI, stroke and cardiovascular mortality 
in patients at high risk for an atherothrombotic 
event (15603 patients). In the CHARISMA 
(Clopidogrel and Aspirin versus Aspirin Alone for 
the Prevention of Atherothrombotic Events) study, 
the average  follow-up  period  of the patients is 24  
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months. In patients with stable cardiovascular 
disease or multiple cardiovascular risk factors, the 
combination of Asa and clopidogrel did not lead to 
a significant reduction in MI, stroke and vascular-
induced mortality rates when compared with Asa 
treatment. In addition, an increased risk of 
moderate to severe bleeding was observed (17).  

The first study conducted to compare the 
effects of dual and mono antiplatelet therapies, 
and which includes only acute-stage patients, is 
the FASTER (Fast Assessment of Stroke and 
Transient ischemic attack to prevent Early 
Recurrence) study. In a study conducted on 392 
patients with minor stroke or TIA who admitted 
within the first 24 hours after the onset of 
symptoms, the patients receiving clopidogrel (300 
mg loading and maintenance with 75 mg) and Asa 
81 mg were compared with the patients receiving 
Asa 81 mg only (by loading with 162 mg of Asa if 
receiving Asa for the first time). The period of 
study and treatment was 90 days. The study was 
terminated early due to inadequate number of 
patients; however, it was stated that dual therapy 
would significantly prevent stroke recurrence in 
high-risk patients and that the risk of hemorrhage 
would not reduce this benefit  (18). 

The main study that actually revealed the 
place of dual therapy in patients with TIA and 
minor stroke in acute period was the CHANCE 
(Clopidogrel in High-Risk Patients with Acute 
Nondisabling Cerebrovascular Events) study. The 
risk of recurrent stroke is high in patients who 
underwent TIA and minor stroke. After the first 
attack, almost 10-20% of the patients undergo a 
recurrent stroke within the first 3 months. This 
risk is particularly high in the first few days. 
Considering such facts, the treatment was initiated 
for the patients within first 24 hours in 2 different 
groups in this study. Both groups received 75-300 
mg Asa at the discretion of the physician on the 
first day. The first group is clopidogrel-Asa group 
and received clopidogrel (300 mg loading on first 
day, 75 mg between 2nd and 90th days) an Asa 
(75 mg between 2nd and 21st days, and placebo 
Asa between 22nd and 90th days), and the second 
group received Asa (75 mg between 2nd and 90th 
days) and plasebo clopidogrel between 1st and 
90th days).The stroke (ischemic or hemorrhagic) 
rates were compared within a 90-day follow-up 
period. The stroke was observed in 8.2 % of the 
patients in the dual treatment group,  whereas this  
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rate was 11.7 % in the Asa group. The difference 
between is statistically significant. Hemorrhagic 
stroke rate was found as 0.3 % in both groups. The 
incidence of moderate-severe hemorrhage was 
also not different between the two groups and was 
reported as 0.3 %. In summary, in the study, more 
effective results than Asa alone were obtained 
without increasing the risk of bleeding in the first 
90 days with the use of short-term dual 
antiaggregant drugs (19). Thereupon, a meta-
analysis was performed in 14 previous dual 
treatment trials (total 9012 patients), including 
MATCH and CHARISMA, that included the patients 
who were treated in the acute period only. When 
short-term use of dual and mono therapies are 
compared, it was found that dual antiplatelet 
treatment was more effective than single 
antiaggregant treatment to prevent early stroke 
recurrence without causing a significant increase 
in hemorrhagic side effects in noncardioembolic 
ischemic stroke and TIA patients who started 
treatment in the acute period (20). Depending on 
these results, the recommendation for the 
combination of Asa and clopidogrel in the first 90 
days for TIA and minor stroke patients was 
included in the guideline, although the level of 
evidence (Class IIb B) was not very high (9). 

The POINT (Platelet Oriented Inhibition in 
New TIA and Minor Ischemic Stroke) study is 
another comprehensive study to investigate the 
benefit of dual therapy in minor stroke and high-
risk TIAs. In a multi-centered study involving 4881 
patients, a portion of patients were randomized to 
receive Asa (50-325 mg per day) with clopidogrel 
(first day 600 mg loading dose, then 75 mg per 
day) or Asa alone in the same dose range. Patient 
groups were compared after 90 days in terms of 
ischemic stroke, MI and vascular death rates. 
While major ischemic events decreased by 25% in 
90 days in patients receiving clopidogrel and Asa 
combination therapy, major hemorrhage rates 
were found to increase approximately twice (21). 
A detailed analysis of the POINT study shows that 
if combined use of clopidogrel and Asa is limited to 
21 days, it is possible to reduce major ischemic 
events without significantly increasing the risk of 
hemorrhage. In case the dual therapy lasts for 21 
days, maximum benefit (relative risk reduction 35 
%) and minimum risk are in question (22). The 
explanation that the dual (together with Asa and 
clopidogrel)    antiplatelet    therapy,   which begins  
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in the first 24 hours and lasts for 21 days in minor 
stroke, is beneficial for early secondary prevention 
(Class IIa B) was also mentioned in last published 
guideline on acute period therapy (5). New studies 
and evaluations in future guidelines may change 
the level of evidence.  

According to the results of the meta-analysis 
of three acute period studies (FASTER, CHANCE, 
POINT) including 10447 minor stroke and TIA 
patients who received dual or mono antiplatelet 
therapy within the first 24 hours, the relative risk 
reduction in non-fatal recurrent stroke was found 
as 30 % and the absolute risk reduction was found 
as 1.9 %. There was no significant effect on all-
cause mortality, however the risk of extracranial 
hemorrhage was found to be 1.7 times higher (23). 
The results of this meta-analysis can be 
summarized as follows; When 1000 patients, in 
TIA and minor stroke, are administered with 
clopidogrel and Asa dual treatment in the first 24 
hours, 20 strokes are prevented, and the risk of 
moderate to severe bleeding increases in 2 out of 
1000 patients with TIA and minor stroke. 
Discontinuation of dual treatment within 21 days, 
and even within 10 days if possible, leads to 
increased benefit and minimizes bleeding.  

5590 patients with a mean age of 64 ± 13 
years were included in another study, in which 
clopidogrel and Asa were used in combination and 
a comparison was made with single Asa use, and 
similar to previous studies, dual use was found to 
be significantly more beneficial in non-
cardioembolic stroke cases who admit with minor 
stroke. The stroke recurrence, MI and vascular 
mortality rates were found lower in the patients 
who received dual therapy in the first 3 months of 
therapy. In this study, unlike previously conducted 
dual trials, the subgroup evaluations were made 
and the benefit was found more significant 
especially in the group without small vascular 
disease, in those who had previously received 
antiaggregant therapy and in elderly patients (24).   

In acute ischemic stroke, in the patients 
whose etiology is non-cardioembolic, randomized 
trials demonstrated that dual therapy is more 
beneficial in patients with minor stroke and TIA 
than single therapy (19,21), however, in these 
studies, the patients with unknown etiology, 
lacunar stroke patients with small vessel disease 
and atherothrombotic stroke patients were 
investigated    together.     In      SPS3      (Secondary  
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Prevention of Small Subcortical Strokes) study 
which was conducted on lacunar stroke patients 
only, the use of clopidogrel in combination with 
Asa did not lead to a significant reduction in the 
recurrent stroke rate and a significant increase 
was observed in the risk of bleeding and mortality 
rate. The rate of major hemorrhage (2.1 % per 
year) during dual antiaggregant therapy increased 
almost twice when compared to single treatment 
(1.1 % per year) (25). In 20-30 % of patients with 
lacunar stroke, an early neurological deterioration 
occurs in the first days after stroke. An effective 
treatment strategy in these patients is unclear. In a 
recent study, the standard therapy and dual 
antiaggregant therapy were compared on 458 
patients with progressive lacunar stroke, and the 
patients receiving dual treatment (68 %) showed a 
better clinical improvement than the patients 
receiving standard treatment (36 %). While no 
clinical fluctuation was observed in 79 % of those 
receiving dual treatment, this rate was found to be 
33% in those who did not receive dual treatment, 
and these findings were interpreted as the positive 
effect of dual treatment (26).  

Recurrence of stroke is greater in patients 
with large atherosclerosis than in small vessel 
disease. A more intensive treatment can be more 
effective to prevent thrombus formation in the 
atherosclerotic vessel. In CARESS (Clopidogrel and 
Aspirin for Reduction of Emboli in Symptomatic 
Carotid Stenosis) study, microembolic signals 
were examined by transcranial Doppler in patients 
with symptomatic carotid stenosis, it was shown 
that these signals decreased significantly in 
patients who received dual treatment (11,27). 
How would the outcomes be when the patients 
only with symptomatic major vascular disease or 
atherothrombotic stroke are included in the study 
were examined in another study. In this 
multicentre but non-randomized study based on 
retrospective evaluation, it was examined if there 
is any difference between use of Asa only (3031 
patients) and use of Asa and clopidogrel 
combination (2903 patients) in atherosclerotic 
strokes. At the end of one year, stroke recurrence 
and mortality rates were compared between the 
two groups, and no difference was observed 
between dual therapy and single therapy in terms 
of stroke recurrence, and the mortality rates were 
found significantly decreased. However, since the 
study   was   conducted  in  a   very   heterogeneous  
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patient group and was a retrospective evaluation, 
it was stated that the results of the study should be 
interpreted mindfully and randomized studies are 
needed for this indication (11). 

In addition to comparison of dual and single 
therapy in different etiologies, researches are also 
being conducted on the choice of therapy 
according to different infarct apperarances. 
According to the sub-group evaluations of the 
CHANCE study, it was suggested in diffusion-
weighted imaging that patients with multiple acute 
infarcts benefit more from dual therapy without a 
significant increase in the risk of bleeding, 
compared to patients with single acute infarct 
(28).  

Ticagrelor, one of new antiaggregant drugs, 
was used mainly in acute coronary syndrome, 
whereas stroke patients are not sufficiently 
studied yet. A study where ticagrelor and Asa were 
compared was conducted on patients with TIA and 
minor stroke. In the SOCRATES (Acute Stroke or 
Transient Ischemic Attack Treated with Aspirin or 
Ticagrelor and Patient Outcomes) study, 9600 
patients with TIA and minor stroke were initiated 
with ticagrelor (180 mg loading, 90 mgX2 
maintenance treatment), Asa (300 mg loading, 100 
mg maintenance treatment) within the first 24 
hours. The primary endpoints were ischemic 
stroke, MI, vascular death difference in the first 90 
days. In this study, the superiority of ticagrelor 
over Asa was investigated, but the results were not 
found different from Asa (29). Ticagrelor is not 
recommended instead Asa in the guideline for 
minor stroke in acute period. In subgroup 
evaluations, ticagrelor treatment was superior to 
Asa in terms of the incidence of stroke, MI and 
vascular death in the first 90 days in patients with 
ipsilateral atherosclerotic stenosis (30), however 
there is no guideline recommendation for the use 
in this indication yet.  

THALES (Acute Stroke or Transient Ischaemic 
Attack Treated with Ticagrelor and Asa for 
Prevention of Stroke and Death) is a new study 
intended to be conducted with ticagrelor. The 
number of patients intended to be included in the 
study is 13000. It will be investigated whether 
there is a difference between the use of Asa and 
ticagrelor combination or the use of Asa alone 
within the first 24 hours in patients with a minor 
stroke over the age of 40 with an NIH stroke score  
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of less than 5. The planned completion date of the 
study is December 2019 (31).  

A multi-centered, randomized trial was 
planned on the basis of the following question: “Is 
it possible to go beyond the dual antiaggregant 
treatment in patients with ischemic stroke and to 
obtain more efficient outcomes by using more 
commonly used antiaggregant medications 
together with the three treatments that are 
recommended in today's guidelines?”. The TARDIS 
(Triple Antiplatelets for Reducing Dependency 
after Ischaemic Stroke) study was conducted by 
administering to the patients (3096 patients) 
within 48 hours an intense therapy (Asa 75 mg, 
clopidogrel 75 mg and dipyridamole 200 mg twice 
a day) or a therapy compliant with the guidelines 
(only clopidogrel or a combination of Asa and 
dipyridamole). Triple intensive therapy (i.e., 
concomitant use of Asa, clopidogrel and 
dipyridamole) did not lead to a significant change 
in stroke recurrence and severity compared to the 
use of clopidogrel or Asa and dipyridamole alone, 
whereas the rate of major bleeding was increased. 
The study was terminated early and it was 
recommended not to apply triple therapy in 
routine clinic practice (32).  

 
CONCLUSION 

In conclusion, the treatment options for 
secondary prevention in acute ischemic stroke are 
limited. Early and short-term use of dual 
antiplatelet therapies become widespread in order 
to reduce mortality and dependence rates, reduce 
stroke recurrence and prevent vascular 
complications in patients with minor stroke and 
transient ischemic attack. The number of reviews 
and meta-analyzes made on this subject increased 
in recent years (23,33,34). Today, the strongest 
suggestion is to initiate within the first 24 hours 
and use dual antiplatelet treatment together with 
clopidogrel and aspirin for 10-21 days in patients 
with minor stroke and TIA, and to continue 
thereafter with single medication. In major stroke, 
the dual therapy is not recommended as it 
increases the risk of intracranial hemorrhage. Our 
knowledge and experience on the benefits of dual 
therapies in ischemic stroke and patient selection 
is gradually increasing by virtue of new drugs and 
new studies.  

 
 
 
 



92 
 

 

 
REFERENCES 

1. The International Stroke Trial (IST): a randomised trial of 
aspirin, subcutaneous heparin, both, or neither among 
19435 patients with acute ischaemic stroke. International 
Stroke Trial Collaborative Group. Lancet. 1997; 349: 1569–
1581. doi:10.1016/S0140-6736(97)04011-7. 

2. Sandercock PAG, Counsell C, Kane EJ. Anticoagulants for 
acute ischemic stroke. Cochrane Database of Systematic 
Reviews 2015, Issue 3. Art.No.:CD000024. 
doi:10.1002/14651858. CD000024.pub4. 

3. Sandercock PAG, Counsell C, Tseng MC, Cecconi E. Oral 
antiplatelet therapy for acute ischaemic stroke. Cochrane 
Database Syst Rev. 2014 Mar 26;(3):CD000029. doi: 
10.1002/14651858. CD000029.pub3. 

4. CAST (Chinese Acute Stroke Trial) Collaborative Group. 
CAST: randomised placebo-controlled trial of early aspirin 
use in 20,000 patients with acute ischaemic stroke. Lancet. 
1997 Jun 7; 349(9066): 1641-1649. doi:10.1016/S0140-
6736(97)04010-5. 

5. Powers WJ, Rabinstein AA, Ackerson T, Adeoye OM, 
Bambakidis NC, Becker K, Biller J, Brown M, Demaerschalk 
BM, Hoh B, Jauch EC, Kidwell CS, Leslie-Mazwi TM, 
Ovbiagele B, Scott PA, Sheth KN, Southerland AM, Summers 
DV, Tirschwell DL; on behalf of the American Heart 
Association Stroke Council. 2018 Guidelines for the Early 
Management of Patients With Acute Ischemic Stroke: A 
Guideline for Healthcare Professionals From the American 
Heart Association/American Stroke Association. Stroke. 
2018; 49: e46–e99.  doi: 10.1161/STR.  

6. Adamek T. Controversies in antiplatelet therapy in 
secondary prevention of stroke. European Geriatric 
Medicine 2016; 7: 65-69. doi: 
10.1016/J.eurger.2015.12.007. 

7. ESPRIT Study Group, Halkes PH, van Gijn J, Kappelle LJ, 
Koudstaal PJ, Algra A. Aspirin plus dipyridamole versus 
aspirin alone after cerebral ischaemia of arterial origin 
(ESPRIT): randomised controlled trial. Lancet. 2006 May 
20; 367(9523): 1665-73. doi: 10.1016/S0140-
6736(06)68734-5. 

8. Antithrombotic Trialists Collaboration. Collaborative meta-
analysis of randomised trials of antiplatelet therapy for 
prevention of death, myocardial infarction, and stroke in 
high risk patients. BMJ 2002; 324: 71-86. doi: 
10.1136/bmj.324.7329.71.          

9. Kernan WN, Ovbiagele B, Black HR, Bravata DM, Chimowitz 
MI et al. Guidelines for the Prevention of Stroke in Patients 
With Stroke and Transient Ischemic Attack. A Guideline for 
Healthcare Professionals From the American Heart 
Association/American Stroke Association. Stroke 2014; 45: 
2160-2236.  doi: 10.1161/STR.0000000000000024. 

10. Levine GN, Bates ER, Bittl JA, Brindis RG, Fihn SD, Fleisher 
LA, Granger CB, Lange RA, Mack MJ, Mauri L, Mehran R, 
Mukherjee D, Newby LK, O'Gara PT, Sabatine MS, Smith PK, 
Smith SC Jr. 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  
 
 
 

Dual antiplatelet therapy in ischemic stroke 

 
 

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 Sep 6; 134(10): 
e123-55.  doi: 10.1161/CIR. 

11. Kim D, Park JM, Kang K, Cho YJ, Hong KS, Lee KB, Park TH, 
Lee SJ, Kim JG, Han MK, Kim BJ, Lee J, Cha JK, Kim DH, Nah 
HW, Kim DE, Ryu WS, Kim JT, Choi KH, Choi JC, Lee BC, Yu 
KH, Oh MS, Kim WJ, Kwon JH, Shin DI, Sohn SI, Hong JH, Lee 
JS, Lee J, Gorelick PB, Bae HJ. Dual Versus Mono Antiplatelet 
Therapy in Large Atherosclerotic Stroke. Stroke. 2019 May; 
50(5): 1184-1192.  doi: 10.1161/STROKEAHA.119.024786. 

12. Leng X, Leung TW, Wong KSL. Antiplatelet therapy after 
stroke: should it differ in the acute and chronic phase after 
stroke. Curr Opin Neurol. 2018 Feb; 31(1): 14-22. doi: 
10.1097/ WCO.0000000000000509. 

13. Bousser MG, Eschwege E, Haguenau M, Lefaucconnier JM, 
Thibult N, Touboul D, Touboul PJ.. “AICLA” controlled trial 
of aspirin and dipyridamole in the secondary prevention of 
athero-thrombotic cerebral ischemia. Stroke 1983; 14: 5-
14.  doi:10.1161/01.STR.14.1.5 

14. Diener HC, Cunha L, Forbes C, Sivenius J, Smets P, 
Lowenthal A. European Stroke Prevention Study 2: 
dipyridamole and acetylsalicylic acid in the secondary 
prevention of stroke. J Neurol Sci 1996; 143: 1-13. doi: 
10.1016/S0022-510X(96)00308-5. 

15. Diener HC, Bogousslavsky J, Brass LM, Cimminiello C, Csiba 
L, Kaste M, Leys D, Matias-Guiu J, Rupprecht HJ; MATCH 
investigators. Aspirin and clopidogrel compared with 
clopidogrel alone after recent ischaemic stroke or transient 
ischaemic attack in high-risk patients (MATCH): 
randomised, double-blind, placebo-controlled trial. Lancet. 
2004 Jul 24-30; 364(9431): 331-337. doi:10.1016/S0140-
6736(04)16721-4. 

16. Fisher M, Davalos A.The MATCH study results in the 
context of secondary stroke prevention. Stroke. 2004; 35: 
2609.  doi.10.1161/01.STR.0000145051.05149.99. 

17. Bhatt DL, Fox KA, Hacke W, Berger PB, Black HR, Boden 
WE, Cacoub P, Cohen EA, Creager MA, Easton JD, Flather 
MD, Haffner SM, Hamm CW, Hankey GJ, Johnston SC, Mak 
KH, Mas JL, Montalescot G, Pearson TA, Steg PG, Steinhubl 
SR, Weber MA, Brennan DM, Fabry-Ribaudo L, Booth J, 
Topol EJ; CHARISMA Investigators. Clopidogrel and aspirin 
versus aspirin alone for the prevention of 
atherothrombotic events. N Engl J Med. 2006 Apr 20; 
354(16): 1706-17. doi: 10.1056/NEJMoa060989. 

18. Kennedy J, Hill MD, Ryckborst KJ, Eliasziw M, Demchuk AM, 
Buchan AM; FASTER Investigators. Fast assessment of 
stroke and transient ischaemic attack to prevent early 
recurrence (FASTER): a randomised controlled pilot trial. 
Lancet Neurol. 2007 Nov; 6(11): 961-969. doi: 
10.1016/S1474-4422(07)70250-8. 

19. Wang Y, Wang Y, Zhao X, Liu L, Wang D, Wang C, Wang C, Li 
H, Meng X, Cui L, Jia J, Dong Q, Xu A, Zeng J, Li Y, Wang Z, Xia 
H, Johnston SC; CHANCE Investigators. Wang Y, Zhao X, Liu 
L, Wang D et al. Clopidogrel with Aspirin in Acute Minor 
Stroke or Transient Ischemic Attack. New England Journal 
of Medicine 2013; 369: 11-19. doi: 10.1056/ 
NEJMoa1215340. 

 
Turkish Journal of Cerebrovascular Diseases 2019; 25(2): 86-93 

 



93 
 

İnce 
 

20. Wong KSL, Wang Y, Leng X, Mao C, Tang J, Bath PM, Markus 
HS, Gorelick PB, Liu L, Lin W, Wang Y. Early Dual Versus 
Mono Antiplatelet Therapy for Acute Non-Cardioembolic 
Ischemic Stroke or Transient Ischemic Attack. An Updated 
Systematic Review and Meta-Analysis. Circulation 2013; 
128: 1656-1666. doi: 
10.1161/CIRCULATIONAHA.113.003187. 

21. Johnston SC, Easton JD, Farrant M, Barsan W, Conwit RA, 
Elm JJ, Kim AS, Lindblad AS, Palesch YY; Clinical Research 
Collaboration, Neurological Emergencies Treatment Trials 
Network, and the POINT Investigators. Clopidogrel and 
Aspirin in Acute Ischemic Stroke and High-Risk TIA. N Engl 
J Med. 2018 Jul 19; 379(3): 215-225. doi: 
10.1056/NEJMoa1800410. 

22. Elm JJ, Easton JD, Farrant M, Barsan WG, Kim AS, Lindblad 
AS, PaleschYY, Zurita KG, Johnston SC. Time course of risk 
versus benefit of clopidogrel and aspirin in acute ischemic 
stroke and high risk TIA: A planned secondary analysis 
from POINT trial. International Journal of Stroke 2018, Vol. 
13(2S): 225–244. doi: 10.1177/1747493018802481. 

23. Hao Q, Tampi M, O'Donnell M, Foroutan F, Siemieniuk RA, 
Guyatt G. Clopidogrel plus aspirin versus aspirin alone for 
acute minor ischaemic stroke or high risk transient 
ischaemic attack: systematic review and meta-analysis. 
BMJ. 2018 Dec 18; 363: k5108.  doi: 10.1136/bmj.k5108. 

24. Kim JT, Park MS, Choi KH, Cho KH, Kim BJ, Park JM, Kang 
K,Lee SJ, Kim JG, Cha JK, Kim DH, Nah HW, Park TH, Park SS, 
Lee KB, Lee J, Hong KS, Cho YJ, Park HK, Lee C, Yu KH, Oh 
MS, Kim DE, Ryu WS, Choi JC, Kwon JH, Kim WJ, Shin DI, Yeo 
MJ, Sohn SI, Hong JH, Lee JS, Lee J, Saver JL, Johnston SC, 
Bae HJ. Comparative Effectiveness of Aspirin and 
Clopidogrel Versus Aspirin in Acute Minor Stroke or 
Transient Ischemic Attack. Stroke. 2019; 50: 101-109.  doi: 
10.1161/STROKEAHA.118.022691. 

25. SPS3 Investigators. Effects of Clopidogrel Added to Aspirin 
in Patients with Recent Lacunar Stroke. N Engl J Med 2012; 
367: 817-825.  doi:10.1056/NEJMoa1204133. 

26. Berberich A, Schneider C, Reiff T, Gumbinger C, Ringleb PA. 
Dual antiplatelet therapy improves functional outcome in 
patients with progressive lacunar strokes. Stroke. 2019 
Apr; 50(4): 1007-1009. doi: 
10.1161/STROKEAHA.118.023789 

27. Markus HS, Droste DW, Kaps M, Larrue V, Lees KR, Siebler 
M, Ringelstein EB. Dual antiplatelet therapy with 
clopidogrel and aspirin in symptomatic carotid stenosis 
evaluated using doppler embolic signal detection: the 
Clopidogrel and Aspirin for Reduction of Emboli in 
Symptomatic Carotid Stenosis (CARESS) trial. Circulation. 
2005 May 3; 111(17): 2233-40. doi: 
10.1161/01.CIR.0000163561.90680.1C. 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
28. Jing J, Meng X, Zhao X, Liu L,Wang A, Pan Y, Li H, Wang D, 

Johnston SC, Wang Y, Wang Y. Dual Antiplatelet Therapy in 
Transient Ischemic Attack and Minor Stroke WitDifferent 
Infarction Patterns: Subgroup Analysis of the CHANCE 
Randomized Clinical Trial. JAMA Neurol. 2018 Jun 1;75(6): 
711-719.  doi: 10.1001/jamaneurol.2018.0247. 

29. Johnston SC, Amarenco P, Albers GW, Denison H, Easton JD 
Evans SR, Held P, Jonasson J, Minematsu K, Molina CA, 
Wang Y, Wong KS; SOCRATES Steering Committee and 
Investigators.Ticagrelor versus Aspirin in Acute Stroke or 
Transient Ischemic Attack. N Engl J Med. 2016 Jul 7; 
375(1): 35-43. doi: 10.1056/NEJMoa1603060. 

30. Amarenco P, Albers GW, Denison H, Easton JD, Evans SR, 
Held P, Hill MD, Jonasson J, Kasner SE, Ladenvall P, 
Minematsu K, Molina CA, Wang Y, Wong KS, Johnston SC; 
SOCRATES Steering Committee and Investigators. Efficacy 
and safety of ticagrelor versus aspirin in acute stroke or 
transient ischaemic attack of atherosclerotic origin: a 
subgroup analysis of SOCRATES, a randomised, double-
blind, controlled trial. Lancet Neurol. 2017 Apr; 16(4): 301-
310. doi: 10.1016/S1474-4422(17)30038-8. 

31. Johnston SC, Amarenco P, Denison H, Evans SR, 
Himmelmann A, James S, Knutsson M, Ladenvall P, Molina 
CA, Wang Y, THALES Investigators. The Acute Stroke or 
Transient Ischemic Attack Treated with Ticagrelor and 
Aspirin for Prevention of Stroke and Death (THALES) trial: 
Rationale and design. Int J Stroke. 2019 Feb 12: 
1747493019830307. doi: 10.1177/1747493019830307. 

32. Bath PM, Woodhouse LJ, Appleton JP, Beridze M, 
Christensen H, Dineen RA, Duley L, England TJ, Flaherty K, 
Havard D, Heptinstall S, James M, Krishnan K, Markus HS, 
Montgomery AA, Pocock SJ, Randall M, Ranta A, Robinson 
TG, Scutt P, Venables GS, Sprigg N; TARDIS Investigators. 
Antiplatelet therapy with aspirin, clopidogrel, and 
dipyridamole versus clopidogrel alone or aspirin and 
dipyridamole in patients with acute cerebral ischaemia 
(TARDIS): a randomised, open-label, phase 3 superiority 
trial. Lancet. 2018 Mar 3;3 91(10123): 850-859. doi: 
10.1016/S0140-6736(17)32849-0. 

33. Anjum I, Kashif T, Ahmed MM, Sohail W, Sarwar M, 
Khokhar I. Dual or Mono Antiplatelet Therapy for the 
Prevention of Ischemic Stroke: A Literature Review. 
Cureus. 2018 Jun 20; 10(6): e2847.  doi: 
10.7759/cureus.2847. 

34. Prasad K, Siemieniuk R, Hao Q, Guyatt G, O'Donnell M, 
Lytvyn L, Heen AF, Agoritsas T, Vandvik PO, Gorthi SP, 
Fisch L, Jusufovic M, Muller J, Booth B, Horton E, Fraiz A, 
Siemieniuk J, Fobuzi AC, Katragunta N, Rochwerg B. Dual 
antiplatelet therapy with aspirin and clopidogrel for acute 
high risk transient ischaemic attack and minor ischaemic 
stroke: a clinical practice guideline. BMJ. 2018 Dec 18; 363:  
k5130.  doi: 10.1136/bmj.k5130. 

 
 
 
 
 
 
 
 

 
Turkish Journal of Cerebrovascular Diseases 2019; 25(2): 86-93 

 


