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Abstract: Clopidogrel is an antiplatelet agent indicated in the management of atherothrombotic conditions. Bleeding is a predictable 
adverse event associated with antiplatelet agents. While non-ulcerogenic; a major site of bleeding with clopidogrel is the gastrointesti-
nal (GI) tract. The risk of GI bleeding with clopidogrel monotherapy is generally low; however, it increases with the presence of other 
risk factors such as aspirin use, advanced age, prior GI bleed, non-steroidal anti-inflammatory drugs, steroids and anticoagulants. In 
patients with a prior GI bleed, the risk of recurrence is high and strategies to prophylactically mitigate the risk should be implemented. 
In this review, evidence supporting the use of proton pump inhibitors to reduce the risk of recurrent GI bleed is discussed. Recommenda-
tions on an appropriate regimen to diminish the risk are provided.
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Indication and Benefit
Clopidogrel is a P2Y12 receptor antagonist which 
blocks the interaction between adenosine diphosphate 
(ADP) and platelets.1 It binds irreversibly to P2Y12 
leading to inhibition of ADP induced platelet activation 
and aggregation. On the basis of studies such as 
CAPRIE and CURE, clopidogrel is indicated for use 
in patients presenting with acute coronary syndromes 
(ACS) and for secondary prevention in patients with a 
history of myocardial infarction (MI), stroke or periph-
eral artery disease (PAD).1 In the pivotal CAPRIE 
(Clopidogrel versus Aspirin in patients at Risk of 
Ischemic Events) study, clopidogrel was compared to 
aspirin in 19185 patients with recent ischemic stroke, 
recent MI or PAD over a 2 year time period. For the 
primary composite endpoint of ischemic stroke, MI or 
vascular death, patients treated with clopidogrel had 
an annual risk of 5.3% compared to 5.8% in aspirin 
treated patients (RR, 0.91; 95% CI, 0.3–16.5).2

The CURE (Clopidogrel in Unstable Angina 
to Prevent Recurrent Events) study compared the 
 combination of aspirin and clopidogrel to aspirin 
alone in patients presenting with ACS without 
ST segment elevation. Dual antiplatelet therapy 
(DAPT) with clopidogrel and aspirin was associated 
with a  significant 20% relative risk reduction in the 
 combined endpoint of MI, stroke and cardiovascular 
(CV) death over a 12 month study period (9.3% vs. 
11.4%, 95% CI, 0.72–0.90).3 Given its robust  evidence 
base,  clopidogrel is recommended first line by 
 professional organizations for multiple atherothrom-
botic conditions, including MI.4,5

Risk of GI Bleeding
As an antiplatelet agent, bleeding is a predictable 
adverse event associated with the use of clopidogrel. 
The overall bleeding rate associated with clopidogrel 
monotherapy is comparable to that seen in aspirin 
treated patients. In the CAPRIE study, any 
bleeding disorder was reported in 9.27% of patients 
receiving clopidogrel compared to 9.28% of patients 
receiving aspirin.2 A major site of bleeding, as seen 
in the CAPRIE study, is the gastrointestinal tract 
(GI) with GI bleeding reported in 1.99% of patients 
on clopidogrel compared to 2.66% in aspirin treated 
patient (P , 0.05).

Fork et al conducted a gastroscopic study of 36 
healthy volunteers exposed to clopidogrel 75 mg 

daily or aspirin 325 mg daily for 8 days to determine 
the GI toxicity of clopidogrel using the modified 
Lanza score.6 The modified Lanza score assigns 
points based on the severity of mucosal lesions, 
with higher scores signifying more GI damage. The 
modified Lanza score of patients exposed to clopi-
dogrel was unchanged from baseline to study comple-
tion (0 vs. 0) whereas the score rose significantly in 
patients exposed to aspirin (0 vs. 7.5; P , 0.001). In 
contrast to aspirin, clopidogrel is not a direct mucosal 
irritant as demonstrated in the study by Fork et al, 
nonetheless it is still associated with GI  hemorrhage. 
The exact mechanism of clopidogrel induced GI 
bleeding is unknown, but is thought to primarily be 
due to its antiplatelet effects.7

Platelets play a crucial role in achieving hemostasis 
through their ability to adhere to the site of injury to 
form platelet plugs and also release pro-angiogenic 
growth factors that promote healing.7,8 Clopidogrel 
therefore can impair healing and enhance bleeding 
from ulcers formed due to other medications (such 
as NSAIDS, aspirin), hydrochloric acid or other 
mechanisms.7 In the CURE trial, DAPT with 
clopidogrel and aspirin was associated with almost 
double the rate of major GI bleeds compared to aspirin 
monotherapy (1.3% vs. 0.7%).3

Risk of Recurrent GI Bleeding
A history of GI bleed is a strong predictor of  having 
a recurrent GI bleed. In a prospective case-control 
study of patients with upper GI bleeds, the most 
important clinical risk factor for recurrence was a 
previous history of GI bleed. It was associated with 
an almost fourfold increase in the risk of an upper GI 
bleed in patients admitted for an acute upper GI bleed 
(OR, 3.7; 95% CI, 1.2–11; P = 0.01).9

Given its non-ulcerogenic properties, there 
was considerable interest in using clopidogrel as 
an alternative to aspirin in patients with prior GI 
bleed to lessen the chance of a recurrence. Chan 
et al conducted a study comparing clopidogrel to 
the combination of aspirin and esomeprazole for 
prevention of recurrent GI bleeds.10 In the study, 
320 patients who initially presented with an acute 
GI bleed with endoscopic evidence of ulcer healing 
were randomized to clopidogrel daily or aspirin 
80 mg daily plus esomeprazole 20 mg twice daily for 
12 months. The primary endpoint of endoscopically 
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proven recurrent ulcer bleeding was seen in 8.6% of 
patients randomized to clopidogrel compared to 0.7% 
in patients randomized to aspirin plus esomeprazole 
(95% CI, 3.4–12.4; P = 0.001). In 10 of the 14 patients 
with recurrent bleeding, the ulcer recurred at the site 
of previous ulceration. The results from this study 
provide further evidence of the increased risk of 
recurrent GI bleeds in clopidogrel treated patients and 
the need for preventive strategies to prevent initial 
and recurrent GI bleeds.

Risk of early Termination  
of clopidogrel Therapy
Clearly there is an increased risk of recurrent bleeding 
with continued clopidogrel therapy; however, the risk 
must be balanced with the risk of early termination 
of clopidogrel therapy or denial of therapy in patients 
with a definite indication. Premature discontinuation 
of thienopyridines, such as clopidogrel, has been 
identified as a key risk factor for stent thrombosis, 
often a fatal condition, in patients receiving drug 
eluting stents (DES).11 In a prospective observational 
cohort study of 2229 consecutive patients who 
underwent DES placement, 1.3% of patients had 
a stent thrombosis with a case fatality rate of 45%. 
Premature discontinuation of antiplatelet therapy 
was identified as the most significant predictor of 
stent thrombosis (HR, 89.78; 95% CI, 29.9–269.6; 
P , 0.001).

There is also evidence of benefit for prolonged 
clopidogrel therapy in certain patient populations. 
For example, in the CREDO study, 2116 patients 
undergoing elective PCI were randomized into 
two groups to assess for the rate of major adverse 
cardiac events (MACE): clopidogrel 300 mg loading 
dose followed by 75 mg daily for 1 year or placebo 
loading dose with clopidogrel 75 mg daily for 28 days 
on background aspirin therapy.12 The co-primary 
outcomes were assessed at 2 different time points: 
day 28 and at 12 months. At day 28, there was a non-
significant trend towards benefit in patients pretreated 
with clopidogrel loading dose for the outcome of 
death, MI or urgent target vessel revascularization 
(UTVR) (6.8% vs. 8.3%; 95% CI, −14.2–41.8; 
P = 0.23) with clear benefit for prolonged treatment 
with clopidogrel at 1 year compared to 28 days for 
the outcome of death, MI and stroke (8.5% vs. 11.5%; 
95% CI, 3.9–44.4; P = 0.02).

Due to the potential for increased or recurrent 
MACE in patients who have their clopidogrel therapy 
interrupted, there is a need to develop strategies to 
prevent recurrent GI bleeds.

ppIs to prevent GI Bleeding
A potential strategy for preventing GI bleeding is 
suppression of gastric acid production to promote 
healing and stabilize thrombi.7 Available options for 
gastric acid suppressive therapy are predominantly 
histamine H2 receptor antagonists (H2RA) or proton 
pump inhibitors (PPI). H2RAs competitively inhibit 
histamine mediated gastric acid secretion whereas 
proton pump inhibitors suppress gastric acid 
secretion irrespective of stimulus. PPIs inhibit basal 
and stimulated gastric acid secretion by covalently 
binding to the H+, K+ adenosine triphosphatase 
(ATPase) enzyme at the secretory surface of gastric 
parietal cells.13 Other options such as misoprostol or 
sucralfate have not been well studied in patients taking 
clopidogrel. The vast majority of data supporting the 
use of gastric acid suppressive therapy to reduce the 
GI risk of clopidogrel comes from retrospective data.

Mixed results exist regarding the protective 
effect of H2RAs in patients on clopidogrel. Ng et al 
conducted a cohort study of 987 patients prescribed 
the combination of aspirin and clopidogrel. The 
investigators found that the use of H2RAs (OR, 
0.43; 95% CI, 0.18–0.91) and PPIs (OR, 0.04; 95% 
CI, 0.002–0.21) each reduced the risk of UGIB when 
compared to the control group.14 Another retrospective 
study evaluating the use of antisecretory agents on 
the risk of ulcer bleeding associated with ticlopidine 
or clopidogrel came to a different conclusion. The 
study evaluated the effect of nitrates, H2RAs or PPI 
on the risk of GI bleeding in patients on NSAIDs, 
aspirin, and ticlopidine or clopidogrel separately. 
Patients in the NSAID or aspirin group experienced a 
statistically significant reduction in upper GI bleeding 
with the use of PPIs, H2RAs, and nitrates whereas 
in the clopidogrel/ticlopidine group only the use of 
PPIs achieved a statistically significant decrease in GI 
bleeding (adjusted RR, 0.19; 95% CI, 0.07–0.49).15

PPIs provide more potent and prolonged acid 
suppression and have emerged as preferred agents for 
the management of ulcerative disease.16 Few studies 
have examined the benefits of PPIs in reducing the 
GI bleeding risk associated with clopidogrel therapy. 
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Ray et al, in the largest retrospective cohort study 
 published to date, evaluated 20 596 patients hospital-
ized for MI, coronary artery revascularization, or unsta-
ble angina from the Tennessee Medicaid database.17 
Two patient groups were identified: those receiving 
clopidogrel concurrently with a PPI (n = 7593) and 
those without a PPI (n = 13003). The study objective 
was to evaluate the effect of concurrent PPI use on 
risk of hospitalizations due to gastroduodenal bleeding 
and serious CV disease (fatal or nonfatal MI, stroke, 
or other CV death). Serious GI bleeding was identi-
fied by diagnostic procedure codes compatible with 
bleeding at gastroduodenal site upon hospital admis-
sion. The authors found that the utilization of a PPI 
in patients concurrently using clopidogrel decreased 
the relative risk of hospitalization for a gastroduode-
nal bleed by 50% (HR, 0.5; 95% CI, 0.39–0.65) while 
having no impact on cardiovascular disease outcomes 
(HR, 0.99; 95% CI, 0.82–1.19).

Another retrospective cohort trial conducted by 
Luinstra et al in Australia suggested that the use of 
PPIs was most beneficial for preventing bleeds in 
patients on DAPT with at least one of the following 
risk factors: age . 70, previous GI ulcer, previous 
aspirin or non-steroidal anti-inflammatory drug-
related bleed and dual antiplatelet therapy (aspirin 
and clopidogrel).18 Compared to patients on DAPT 
with $1 additional risk factor and not receiving acid 
suppressive therapy, the addition of a PPI decreased 
the likelihood of developing a major bleed (1.7% vs. 
11.1%; P = 0.05). No major bleeds were reported in 
the clopidogrel monotherapy group, so the addition 
of a PPI was not detected to be beneficial in these 
patients. This retrospective analysis used a broad 
definition of major bleed (bleeds resulting in death, 
requiring a blood transfusion or readmission to the 
hospital) and did not differentiate between gastroin-
testinal bleeding and other bleeding sites.

The COGENT study was the first prospective, 
randomized trial to evaluate the use of PPIs in patients 
receiving clopidogrel.19 In the study, 3761 patients on 
background therapy with aspirin were randomized into 
two groups: clopidogrel with omeprazole (n = 1876) 
or clopidogrel alone (n = 1885) with median follow-up 
of 106 days (IQR 55–166 days). The primary 
GI efficacy endpoint evaluated was a composite 
endpoint of upper GI clinical events. This extensive 
composite endpoint consisted of: overt bleeding 
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of gastroduodenal origin, overt upper GI bleeding 
of unknown origin, bleeding of presumed occult 
gastrointestinal origin with a documented decrease 
in hemoglobin $2 g/dL or hematocrit $10% from 
the baseline value, symptomatic uncomplicated 
gastroduodenal ulcer, persistent pain of presumed 
gastrointestinal origin with a duration of three days 
or more and with $5 gastroduodenal erosions, 
obstruction, or perforation. The primary GI endpoint 
was significantly reduced in the omeprazole group 
from 2.9% to 1.1% compared to clopidogrel alone at 
180 days (HR, 0.34; 95% CI, 0.18–0.63; P , 0.001). 
More specifically, overt GI bleeding was reduced from 
0.6% to 0.1% (HR, 0.12, P = 0.03) in the omeprazole 
group.

In 2008, the American College of Cardiology 
Foundation (ACCF), the American College of 
Gastroenterology (ACG), and the American Heart 
Association (AHA) published a consensus document 
providing expert recommendations regarding the 
reduction of GI risks associated with antiplatelet 
therapy and NSAID use.7 The consensus document 
recognized the increased GI risk associated with the 
use of antiplatelet agents and NSAIDs particularly GI 
bleeding. Their expert recommendation was to utilize 
PPIs in patients at risk for developing GI bleeds 
while taking DAPT. Several patient risk factors were 
identified including Helicobacter pylori infection, 
advanced age, prior GI bleed and concurrent use of 
anticoagulants, steroids or NSAIDs. As the number 
of risk factors present increases, the risk of an adverse 
GI event also increases.

ppIs to prevent Recurrent GI Bleed
A prior history of a GI bleed increases the risk of a 
recurrent event as discussed earlier; therefore it is 
important that strategies to prophylactically reduce 
the risk are implemented. Few studies have  evaluated 
the role of PPIs in reducing the risk of recurrent GI 
events. Hsiao et al conducted a population based 
retrospective study using data derived from the  Taiwan 
National Health Insurance Database to evaluate the 
risk of recurrent GI complications in 2626 patients 
with a history of hospitalization for gastrointestinal 
complications (bleeding, peptic ulcer or perforation) 
prior to the initiation of clopidogrel.20 Outcomes were 
derived using ICD-9 codes with adjustments made for 
confounders. A PPI was utilized in 590 patients (22%) 

with no risk reduction in recurrent GI complications 
requiring hospitalization between the PPI and no PPI 
group (HR 1.08; 95% CI, 0.89–1.33).

Lanas et al evaluated 2777 patients hospitalized 
with an UGIB confirmed through endoscopy compared 
to 5532 controls.15 As discussed earlier, PPI use was 
associated with a reduction in recurrent upper GI bleed 
among patients receiving clopidogrel (RR 0.19, 95% 
CI, 0.07–0.49). The authors noted that 19% (n = 528) of 
the cases and 4.9% (n = 269) of the controls had a history 
of bleeding ulcers; however this stratification was not 
done in the results, making it difficult to determine if 
PPIs had an effect on recurrent ulceration.

An international, single-site, prospective, ran-
domized open-label trial evaluating the use of a 
PPI (esomeprazole) to decrease recurrent GI events 
associated with clopidogrel therapy was recently pub-
lished.21 In the study, 165 patients were randomized 
in a 1:1 design to either esomeprazole 20 mg daily 
before breakfast plus clopidogrel 75 mg daily at bed-
time or clopidogrel alone for six months. Patients had 
to have a history of peptic ulcer (defined as endoscopy 
showing $5 mm ulcer diameter) and atherosclerosis 
(defined as ischemic heart disease or stroke). The 
authors performed an initial endoscopy at baseline to 
ensure patients did not have a peptic ulcer upon the 
start of the trial. Notably, patients taking aspirin were 
excluded from the trial as well as those who received 
any PPI within two weeks of the initial endoscopy.

The primary objective was to evaluate the effects 
of esomeprazole therapy on prevention of a recurrent 
gastric or duodenal ulcer defined as $5 mm diameter 
mucosal break on endoscopy. To identify the incidence 
of the primary outcome, an endoscopy was conducted 
at the end of the six month treatment period and also 
whenever severe GI symptoms (persistent  dyspepsia, 
severe epigastric pain, hematemesis, and melena) 
occurred. At baseline, a history of ulcer bleeding 
was reported in 36% of the esomeprazole group and 
in 31% of the clopidogrel alone group. There was a 
statistically significant reduction in the incidence of 
peptic ulcers in patients taking esomeprazole com-
pared to clopidogrel alone (1.2% vs. 11%; 95% 
CI, 0.02–0.17; P = 0.009). However, 31 asymptom-
atic patients (approximately 9% in each arm) refused a 
follow-up endoscopy and were subsequently reported 
as having no recurrent ulcers. Upper GI bleeding 
occurred in one patient in the clopidogrel alone group 
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compared with none reported in the esomeprazole 
group (95% CI, –0.01–0.04).

ppI-clopidogrel Interaction
A possible concern with the use of PPIs is their 
reported interaction with clopidogrel. The prescribing 
information for clopidogrel was updated in 2009 to 
include a warning information on the pharmacokinetic 
and pharmacodynamic interaction between PPIs, 
particularly omeprazole, and clopidogrel.1 Clopidogrel 
is a pro-drug which undergoes activation into its 
active metabolite via multiple CYP450 enzymes.1 
One of the CYP isoenzymes involved in its activation 
cascade is CYP2C19 which is inhibited by PPIs in 
varying degrees.1,22,23 Using platelet function studies, 
a pharmacodynamic interaction between PPIs (mainly 
omeprazole) and clopidogrel has been demonstrated 
by several investigators.24–28 In the studies, patients 
receiving PPI consistently had lower platelet inhibition 
on clopidogrel.

There is a pharmacokinetic and pharmacodynamic 
interaction between PPIs and clopidogrel; however, the 
clinical significance of the interaction is questionable. 
Multiple retrospective analyses of clinical trial data, 
insurance database and registry data have reached 
disparate conclusions on the significance of the 
interaction on clinical outcomes.29–33 In a retrospective 
analysis of 8205 Veterans Health Administration 
(VHA) hospital patients discharged following 
hospitalization for ACS, the receipt of a PPI was 
associated with an increase in the composite endpoint 
of death or rehospitalization for ACS in patients who 
received clopidogrel at discharge (29.8% vs. 20.8%, 
adjusted OR 1.25, 95% CI, 1.11–1.41).34

The lone randomized study available for review is the 
COGENT study discussed earlier, which also evaluated 
the effect of omeprazole on cardiovascular outcomes in 
clopidogrel treated patients.19 In COGENT, there was 
no difference noted in the incidence of the co-primary 
composite cardiovascular endpoint of CV death, nonfatal 
MI, coronary revascularization between both groups 
(4.9% in the omeprazole group vs. 4.9% in the placebo 
group, HR 0.99; 95% CI, 0.68 to 1.44; P = 0.96). See 
Table 1 for more details on studies discussed.

conclusion
There is a risk of GI bleed with the use of clopidogrel 
monotherapy and this risk increases with the 

addition of aspirin, which is frequently co-indicated 
in clopidogrel treated patients. In patients with a 
prior GI bleed, the risk of a recurrent event is high 
and strategies to prophylactically reduce this risk 
must be considered. Presence of other risk factors 
such as advanced age, concomitant use of NSAIDs, 
anticoagulants and corticosteroids further amplify 
the risk. Avoidance of clopidogrel is rarely an option 
given the effectiveness of clopidogrel in reducing 
MACE in indicated patients. Additionally, there 
are inherent risks to premature discontinuation of 
clopidogrel as highlighted earlier, underlining the 
need for an effective strategy to prevent GI events.

Evidence for strategies to reduce the risk of a 
recurrent event in clopidogrel treated patients are limited 
and focused on acid suppression therapy utilizing 
PPIs. There is a paucity of high level, randomized 
data to guide selection of appropriate therapy. The 
evidence base supporting the role of PPIs is mainly 
from retrospective, registry and insurance database 
derived studies and also from studies in aspirin treated 
patients.10,35 Therefore, the data must be interpreted with 
caution, as retrospective data is highly susceptible to 
bias and confounding. There is undoubtedly a need for 
more randomized control trials evaluating this subject 
given the efficacy associated with clopidogrel and the 
recent availability of even more potent antiplatelet 
agents such as prasugrel and ticagrelor.

Patients initiated on clopidogrel should be 
evaluated for the presence of risk factors for GI 
bleeds at the start of therapy. Initiation of a PPI is 
recommended in all patients with a prior GI bleed. The 
risk of an interaction between PPIs and clopidogrel 
has not been conclusively determined; therefore, it 
is reasonable to consider pantoprazole as the PPI of 
choice for recurrent GI bleeding prophylaxis, as it has 
been demonstrated to be the least likely to interact 
with clopidogrel.26

Disclosures
Authors have provided signed confirmations to the 
publisher of their compliance with all applicable 
legal and ethical obligations in respect to declaration 
of conflicts of interest, funding, authorship and 
contributorship, and compliance with ethical require-
ments in respect to treatment of human and animal 
test subjects. If this article contains identifiable human 
subject(s) author(s) were required to supply signed 

http://www.la-press.com


Oyetayo et al

16 Clinical Medicine Insights: Therapeutics 2012:4

patient consent prior to publication. Author(s) have 
confirmed that the published article is unique and not 
under consideration nor published by any other pub-
lication and that they have consent to reproduce any 
copyrighted material. The peer reviewers declared no 
conflicts of interest.

References
 1. Clopidogrel [package insert]. Bridgewater, NJ: Bristol-Myers Squibb/Sanofi 

Pharmaceuticals Partnership; 2011.
 2. CAPRIE Investigators. A randomized, blinded, trial of clopidogrel  versus 

aspirin in patients at risk of ischemic events (CAPRIE). The Lancet. 1996; 
348(9038):1329–39.

 3. Yusuf S, Zhao F, Mehta SR, et al. Effects of clopidogrel in addition to  aspirin 
in patients with acute coronary syndromes without ST-segment elevation.  
N Engl J Med. 2001;345(7):494–502.

 4. Antman EM, Hand M, Armstrong PW, et al. 2007 focused update of the ACC/
AHA 2004 guidelines for the management of patients with ST-elevation 
myocardial infarction: A report of the American College of Cardiology/
American Heart Association task force on practice guidelines: Developed 
in collaboration with the Canadian Cardiovascular Society endorsed by the 
American Academy of Family Physicians: 2007 writing group to review new 
evidence and update the ACC/AHA 2004 guidelines for the management of 
patients with ST-elevation myocardial infarction, writing on behalf of the 
2004 writing committee. Circulation. 2008;117(2):296–329.

 5. Anderson JL, Adams CD, Antman EM, et al. ACC/AHA 2007 guidelines 
for the management of patients with unstable angina/non ST-elevation 
myocardial infarction: A report of the American College of Cardiology/
American Heart association task force on practice guidelines (writing com-
mittee to revise the 2002 guidelines for the management of patients with 
unstable Angina/Non ST-elevation myocardial infarction): Developed in 
collaboration with the American College of Emergency Physicians, the 
Society for Cardiovascular Angiography and Interventions, and the Society 
of Thoracic Surgeons: Endorsed by the American Association of Cardiovas-
cular and Pulmonary Rehabilitation and the Society for Academic Emer-
gency Medicine. Circulation. 2007;116(7):e148–304.

 6. Fork FT, Lafolie P, Toth E, Lindgarde F. Gastroduodenal tolerance of 75 mg 
clopidogrel versus 325 mg aspirin in healthy volunteers. A gastroscopic 
study. Scand J Gastroenterol. 2000;35(5):464–9.

 7. Bhatt DL, Scheiman J, Abraham NS, et al. ACCF/ACG/AHA 2008 expert 
consensus document on reducing the gastrointestinal risks of antiplatelet 
therapy and NSAID use: A report of the American College of Cardiology 
Foundation task force on clinical expert consensus documents. Circulation. 
2008;118(18):1894–909.

 8. Davi G, Patrono C. Platelet activation and atherothrombosis. N Engl J Med. 
2007;357(24):2482–94.

 9. Lanas A, Bajador E, Serrano P, et al. Nitrovasodilators, low-dose aspirin,  
other nonsteroidal antiinflammatory drugs, and the risk of upper 
gastrointestinal bleeding. N Engl J Med. 2000;343(12):834–9. doi:10.1056/
NEJM200009213431202.

 10. Chan FK, Ching JY, Hung LC, et al. Clopidogrel versus aspirin and 
esomeprazole to prevent recurrent ulcer bleeding. N Engl J Med. 2005; 
352(3):238–44. doi:10.1056/NEJMoa042087.

 11. Grines CL, Bonow RO, Casey DE Jr, et al. Prevention of premature dis-
continuation of dual antiplatelet therapy in patients with coronary artery 
stents: A science advisory from the American Heart Association, American 
College of Cardiology, Society for Cardiovascular Angiography and Inter-
ventions, American College of Surgeons, and American Dental Association, 
with  representation from the American College of Physicians. J Am Coll 
Cardiol. 2007;49(6):734–9. doi:10.1016/j.jacc.2007.01.003.

 12. Steinhubl SR, Berger PB, Mann JT 3rd, et al. Early and sustained dual oral 
antiplatelet therapy following percutaneous coronary intervention: A ran-
domized controlled trial. JAMA. 2002;288(19):2411–20.

 13. Pantoprazole [package insert]. Philadelphia, PA: Wyeth pharmaceuticals; 
2011.

 14. Ng FH, Lam KF, Wong SY, et al. Upper gastrointestinal bleeding in patients 
with aspirin and clopidogrel co-therapy. Digestion. 2008;77(3–4):173–7. 
doi:10.1159/000141264.

 15. Lanas A, Garcia-Rodriguez LA, Arroyo MT, et al. Effect of antisecretory 
drugs and nitrates on the risk of ulcer bleeding associated with nonsteroidal 
anti-inflammatory drugs, antiplatelet agents, and anticoagulants. Am J 
 Gastroenterol. 2007;102(3):507–15. doi:10.1111/j.1572-0241.2006.01062.x.

 16. Lanza FL, Chan FK, Quigley EM. Practice Parameters Committee of the 
American College of Gastroenterology. Guidelines for prevention of NSAID-
related ulcer complications. Am J Gastroenterol. 2009;104(3):728–38. doi: 
10.1038/ajg.2009.115.

 17. Ray WA, Murray KT, Griffin MR, et al. Outcomes with concurrent use of 
clopidogrel and proton-pump inhibitors: A cohort study. Ann Intern Med. 
2010;152(6):337–45. doi:10.1059/0003-4819-152-6-201003160-0003.

 18. Luinstra M, Naunton M, Peterson GM, Bereznicki L. PPI use in patients 
commenced on clopidogrel: A retrospective cross-sectional evaluation. 
J Clin Pharm Ther. 2010;35(2):213–7. doi:10.1111/j.1365-2710.2009. 
01089.x.

 19. Bhatt DL, Cryer BL, Contant CF, et al. Clopidogrel with or without omepra-
zole in coronary artery disease. N Engl J Med. 2010;363(20):1909–17. doi: 
10.1056/NEJMoa1007964.

 20. Hsiao FY, Tsai YW, Huang WF, et al. A comparison of aspirin and clopidogrel 
with or without proton pump inhibitors for the secondary prevention of 
cardiovascular events in patients at high risk for gastrointestinal bleeding. 
Clin Ther. 2009;31(9):2038–47. doi:10.1016/j.clinthera.2009.09.005.

 21. Hsu PI, Lai KH, Liu CP. Esomeprazole with clopidogrel reduces  peptic 
ulcer recurrence, compared with clopidogrel alone, in patients with 
 atherosclerosis. Gastroenterology. 2011;140(3):791–8. doi:10.1053/j. gastro. 
2010.11.056.

 22. Li XQ, Andersson TB, Ahlstrom M, Weidolf L. Comparison of inhibitory 
effects of the proton pump-inhibiting drugs omeprazole, esomeprazole, 
lansoprazole, pantoprazole, and rabeprazole on human cytochrome P450 
activities. Drug Metab Dispos. 2004;32(8):821–7.

 23. Kazui M, Nishiya Y, Ishizuka T, et al. Identification of the human cytochrome 
P450 enzymes involved in the two oxidative steps in the bioactivation of 
clopidogrel to its pharmacologically active metabolite. Drug Metab Dispos. 
2010;38(1):92–9.

 24. Siller-Matula JM, Spiel AO, Lang IM, Kreiner G, Christ G, Jilma B. Effects 
of pantoprazole and esomeprazole on platelet inhibition by clopidogrel. Am 
Heart J. 2009;157(1):148.e1–148.e5.

 25. Small DS, Farid NA, Payne CD, et al. Effects of the proton pump inhibitor 
lansoprazole on the pharmacokinetics and pharmacodynamics of prasugrel 
and clopidogrel. J Clin Pharmacol. 2008;48(4):475–84.

 26. Cuisset T, Frere C, Quilici J, et al. Comparison of omeprazole and pantopra-
zole influence on a high 150-mg clopidogrel maintenance dose the PACA 
(proton pump inhibitors and clopidogrel association) prospective random-
ized study. J Am Coll Cardiol. 2009;54(13):1149–53.

 27. Gilard M, Arnaud B, Cornily JC, et al. Influence of omeprazole on the 
antiplatelet action of clopidogrel associated with aspirin: The randomized, 
double-blind OCLA (omeprazole CLopidogrel aspirin) study. J Am Coll 
Cardiol. 2008;51(3):256–60.

 28. Gilard M, Arnaud B, Le Gal G, Abgrall JF, Boschat J. Influence of omepra-
zol on the antiplatelet action of clopidogrel associated to aspirin. J Thromb 
Haemost. 2006;4(11):2508–9.

 29. Harjai JK, Shenoy C, Orshaw P, Boura J, Rogers G. Six month with or 
without proton-pump inhibitors after successful PCI: Insights from the 
GUTHRIE registry. J Am Coll Cardiol. March 9, 2010;55:A179.E1675.

 30. Stanek EJ, Aubert RE, Flockhart DA, et al. A national study of the effect of 
individual proton pump inhibitors on cardiovascular outcomes in patients 
treated with clopiodgrel following coronary stenting: The clopdiogrel 
medco outcomes study. SCAI Scientific Sessions. 2009. Las Vegas NV.

 31. Pezalla E, Day D, Pulliadath I. Initial assessment of clinical impact of a 
drug interaction between clopidogrel and proton pump inhibitors. J Am Coll 
Cardiol. 2008;52(12):1038–9; author reply 1039.

http://www.la-press.com


publish with Libertas Academica and 
every scientist working in your field can 

read your article 

“I would like to say that this is the most author-friendly 
editing process I have experienced in over 150 

publications. Thank you most sincerely.”

“The communication between your staff and me has 
been terrific.  Whenever progress is made with the 
manuscript, I receive notice.  Quite honestly, I’ve 
never had such complete communication with a 

journal.”

“LA is different, and hopefully represents a kind of 
scientific publication machinery that removes the 

hurdles from free flow of scientific thought.”

Your paper will be:
• Available to your entire community 

free of charge
• Fairly and quickly peer reviewed
• Yours!  You retain copyright

http://www.la-press.com

Prevention of clopidogrel related GI bleeding 

Clinical Medicine Insights: Therapeutics 2012:4 17

 32. Dunn SP, Macaulay TE, Brennan DM, et al. Abstract 3999: Baseline  proton 
pump inhibitor use is associated with increased cardiovascular events 
with and without the use of clopidogrel in the CREDO trial. Circulation. 
2008;118(18_MeetingAbstracts):S_815-a.

 33. O’Donoghue ML, Braunwald E, Antman EM, et al. Pharmacodynamic 
effect and clinical efficacy of clopidogrel and prasugrel with or without 
a proton-pump inhibitor: An analysis of two randomised trials. Lancet. 
2009;374(9694):989–97.

 34. Ho PM, Maddox TM, Wang L, et al. Risk of adverse outcomes associated 
with concomitant use of clopidogrel and proton pump inhibitors following 
acute coronary syndrome. JAMA. 2009;301(9):937–44.

 35. Lai KC, Lam SK, Chu KM, et al. Lansoprazole for the prevention of 
 recurrences of ulcer complications from long-term low-dose aspirin use.  
N Engl J Med. 2002;346(26):2033–8. doi:10.1056/NEJMoa012877.

http://www.la-press.com
http://www.la-press.com

