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Summary

Background Many clinical trials have evaluated the benefit
of long-term use of antiplatelet drugs in reducing the risk of
clinical thrombotic events. Aspirin and ticlopidine have
been shown to be effective, but both have potentially
serious adverse effects. Clopidogrel, a new thienopyridine
derivative similar to ticlopidine, is an inhibitor of platelet
aggregation induced by adenosine diphosphate.

Methods CAPRIE was a randomised, blinded, international
trial designed to assess the relative efficacy of clopidogrel
(75 mg once daily) and aspirin (325 mg once daily) in
reducing the risk of a composite outcome cluster of
ischaemic stroke, myocardial infarction, or vascular death;
their relative safety was also assessed. The population
studied comprised subgroups of patients with
atherosclerotic vascular disease manifested as either
recent ischaemic stroke, recent myocardial infarction, or
symptomatic peripheral arterial disease. Patients were
followed for 1 to 3 years. 

Findings 19 185 patients, with more than 6300 in each of
the clinical subgroups, were recruited over 3 years, with a
mean follow-up of 1·91 years. There were 1960 first events
included in the outcome cluster on which an intention-to-
treat analysis showed that patients treated with clopidogrel
had an annual 5·32% risk of ischaemic stroke, myocardial
infarction, or vascular death compared with 5·83% with
aspirin. These rates reflect a statisticaly significant
(p=0·043) relative-risk reduction of 8·7% in favour of
clopidogrel (95% CI 0·3–16·5). Corresponding on-treatment
analysis yielded a relative-risk reduction of 9·4%. There were
no major differences in terms of safety. Reported adverse
experiences in the clopidogrel and aspirin groups judged to
be severe included rash (0·26% vs 0·10%), diarrhoea (0·23%
vs 0·11%), upper gastrointestinal discomfort (0·97% vs
1·22%), intracranial haemorrhage (0·33% vs 0·47%), and
gastrointestinal haemorrhage (0·52% vs 0·72%),
respectively. There were ten (0·10%) patients in the
clopidogrel group with significant reductions in neutrophils
(<1·2 � 109/L) and 16 (0·17%) in the aspirin group.

Interpretation Long-term administration of clopidogrel to
patients with atherosclerotic vascular disease is more
effective than aspirin in reducing the combined risk of
ischaemic stroke, myocardial infarction, or vascular death.
The overall safety profile of clopidogrel is at least as good
as that of medium-dose aspirin.

Lancet 1996; 348: 1329–39

Introduction
There have been several randomised trials of antiplatelet
drugs in patients with disorders in which platelet
activation is involved.1 Their purpose was to determine the
extent of reduction in various subsequent risks; in
particular, risks of ischaemic stroke, myocardial infarction,
and death from vascular disease (vascular death). Patients
at increased risk of such outcomes included those with
atherothrombotic disease such as transient ischaemic
attacks or mild stroke, moderate or severe stroke, unstable
angina, acute and remote myocardial infarction, and
atherosclerotic peripheral arterial disease.2,3

Interpretation of these studies has been inconsistent.
Many investigators and practitioners apply the results
from a particular subgroup of patients, such as those with
transient ischaemic attacks or mild stroke, only to patients
with that disorder and not to patients with different
atherothrombotic manifestations, although it is both
clinically and biologically plausible to assume that similar
treatment benefits would extend to them. There is
evidence from the Antiplatelet Trialists’ Collaboration to
support a widespread effect.2,3 A meta-analysis of 142
trials, including more than 73 000 high-risk patients in
various disease categories, shows clearly that antiplatelet
drugs reduce the incidence of a composite outcome of
ischaemic stroke, myocardial infarction, and vascular
death, the relative-odds reduction being 27%, which is
consistent over a wide range of clinical manifestations as
well as across subgroups of patients at varying risks within
specific clinical subgroups.

Both aspirin3,4 and ticlopidine3,5 have been shown to be
of benefit in placebo-controlled studies. Relative-risk
reductions for the composite outcomes of stroke,
myocardial infarction, or vascular death were 25% with
aspirin and 33% with ticlopidine. In three studies in which
aspirin was compared with ticlopidine, the odds reduction,
while not statistically significant, favoured ticlopidine by
10%.3 However, both drugs have potentially serious
adverse effects: gastrointestinal discomfort and bleeding
with aspirin;4 and bone-marrow depression, rash, and
diarrhoea with ticlopidine.6

Clopidogrel (Plavix) is a new thienopyridine derivative,
chemically related to ticlopidine (figure 1). Its activity in
animal models of thrombosis is greater than that of
ticlopidine.7 Clopidogrel prevents arterial as well as venous
thrombosis and reduces atherogenesis in several animal
species.7,8 Clopidogrel blocks activation of platelets by
adenosine diphosphate (ADP) by selectively and
irreversibly inhibiting the binding of this agonist to its
receptor on platelets, thereby affecting ADP-dependent
activation of the GpIIb-IIIa complex, the major receptor
for fibrinogen present on the platelet surface.9,10 In
platelet-aggregation studies, clopidogrel, 75 mg once
daily, produces inhibition of ADP-induced platelet
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respectively, the study drug was to be permanently discontinued.
Near the end of the study, all patients for whom a decrease to
below the alert value had been reported were reviewed, blind to
treatment allocation, by a haematologist to rule out laboratory
errors, spoiled samples, and random fluctuations around an
inherently low baseline.

Adverse experiences of patients were recorded for the duration
of their follow-up, except in those patients who permanently
discontinued study drug early; for these patients adverse
experiences were counted up to 28 days after discontinuation.
Outcome events Non-fatal events were ischaemic stroke,
myocardial infarction, primary intracranial haemorrhage, and leg
amputation (table 3). Deaths were classified as due to ischaemic
stroke, myocardial infarction, haemorrhage, other vascular
causes, or non-vascular causes. The classification of fatal
ischaemic stroke or myocardial infarction was based on either
death within 28 days after the onset of signs or symptoms of the
acute outcome event, in the absence of other clear causes, or on
necropsy findings. Other vascular deaths were any deaths that
were not clearly non-vascular and did not meet the criteria for
fatal stroke, fatal myocardial infarction, or haemorrhage. Deaths
considered by the Central Validation Committee to be directly
related to the qualifying event were classified as other vascular.
Sample size We planned to recruit 15 000 patients, 5000 in each
of the clinical subgroups, over 3 years and to terminate the study

aggregation equivalent to that of ticlopidine, 250 mg twice
daily.

CAPRIE was a randomised clinical trial to assess the
potential benefit of clopidogrel, compared with aspirin, in
reducing the risk of ischaemic stroke, myocardial
infarction, or vascular death in patients with recent
ischaemic stroke, recent myocardial infarction, or
peripheral arterial disease.

Methods
Protocol
Patient eligibility Clinical evaluation had to establish the
diagnosis of ischaemic stroke, myocardial infarction, or
symptomatic atherosclerotic peripheral arterial disease. Inclusion
and exclusion criteria are shown in tables 1 and 2. Eligible
patients who gave informed consent were entered into the study.
Use of anticoagulants or antiplatelet drugs was discontinued
before randomisation and thrombolytic treatment should not
have been received within the previous 48 h. The study protocol
was reviewed and approved by the institutional review board or
ethics committee of each of the participating centres. 
Treatment and follow-up Patients received blister packs
containing either 75 mg tablets of clopidogrel plus aspirin placebo
or 325 mg tablets of aspirin plus clopidogrel placebo. Patients
were asked to take one of each tablet daily with their morning
meal. We planned to recruit patients over 3 years with a further
year of follow-up and that patients would receive study drugs for a
maximum of 3 years and a minimum of 1 year.

Baseline assessment recorded demographic information, the
qualifying event or condition, medical history, general physical
examination, and concomitant medications. Except in the early
stages of the study, follow-up visits took place monthly for the
first 4 months and every 4 months thereafter. At these visits,
information was collected on adverse events and use of study drug
and concomitant medications, and blood was taken for
haematological and biochemical assessments by one of three
central laboratories. Platelet aggregation testing was forbidden
since the results might have revealed treatment allocation.
Compliance with study drug was assessed by counting of returned
tablets at follow-up visits. Patients were provided with a list of
common over-the-counter aspirin-containing products and were
insructed to avoid them.

Human safety  data on clopidogrel were limited at the start of
CAPRIE, so the initial follow-up schedule had weekly
assessments of blood counts and 2-weekly assessments of
biochemistry during the first 3 months. After 500 patients had
been entered, a blinded review of these data by the Steering
Committee did not show any cause for concern, so the frequency
of these assessments was halved. After data had been collected on
the first 1000 patients followed for 3 months, the Steering
Committee received a report on these laboratory results prepared
by the External Safety and Efficacy Monitoring Committee,
classified by treatment A or B, on the basis of which the follow-up
schedule was relaxed to that stated above.

Alert values of less than 1·2�109/L for neutrophils and less
than 100�109/L for platelets were established, whereby
investigators were to begin daily complete blood counts. Should
the corresponding counts fall below 0·45�109/L or 80�109/L,
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Ischaemic stroke Focal neurological deficit likely to be of atherothrombotic 
(including retinal origin
and lacunar infarction) Onset �1 week and � 6 months before randomisation

Neurological signs persisting �1 week from stroke onset
CT or MRI ruling out haemorrhage or non-relevant disease

Myocardial infarction Onset �35 days before randomisation
Two of:

Characteristic ischaemic pain for �20 min
Elevation of CK, CK-MB, LDH, or AST to 2� upper limit
of laboratory normal with no other explanation
Development of new �40 Q waves in at least two
adjacent ECG leads or new dominant R wave in V1
(R�1 mm > S in V1)

Atherosclerotic peripheral Intermittent claudication (WHO: leg pain on walking,
arterial disease disappearing in <10 min on standing) of presumed

atherosclerotic origin; and ankle/arm systolic BP ratio 
� 0·85 in either leg at rest (two assessments on separate
days); or history of intermittent claudication with previous
leg amputation, reconstructive surgery, or angioplasty with
no persisting complications from intervention

CT=computed tomography; MRI=magnetic resonance imaging; CK=creatine kinase; 
LDH=lactate dehydrogenase; AST=aspartate aminotransferase;
ECG=electrocardiogram; BP=blood pressure; WHO=World Health Organization.

Table 1: Inclusion criteria

Age <21 years
Severe cerebral deficit likely to lead to patient being bedridden or demented
Carotid endarterectomy after qualifying stroke
Qualifying stroke induced by carotid endarterectomy or angiography
Patient unlikely to be discharged aline after qualifying event
Severe co-morbidity likely to limit patient’s life expectancy to less than 3 y
Uncontrolled hypertension
Scheduled for major surgery
Contraindications to study drugs:

Severe renal or hepatic insufficiency
Haemostatic disorder or systemic bleeding
History of haemostatic disorder or systemic bleeding
History of thrombocytopenia or neutropenia
History of drug-induced haematologic or hepatic abnormalities
Known to have abnormal WBC, differential, or platelet count
Anticipated requirement for long-term anticoagulants, non-study antiplatelet drugs
or NSAIDs affecting platelet function
History of aspirin sensitivity

Women of childbearing age not using reliable contraception
Currently receiving investigation drug
Previously entered in other clopidogrel studies
Geographic or other factors making study participation impractical

WBC=white blood count; NSAIDs=non-steroidal anti-inflammatory drugs

Table 2: Exclusion criteria

Figure 1: Structure of clopidogrel and ticlopidine
Clopidogrel is the (S) active enantiomer of a racemate.
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after 1 further year of follow-up. If recruitment over time was
uniform, this sample would have resulted in a mean duration of
potential follow-up of 2·33 years per patient and 
35 000 patient-years at risk. We assumed expected 3-year event
rates would be 25% for the primary outcome cluster for patients
entering the study with recent stroke or myocardial infarction and
14% for patients entering with peripheral arterial disease. With a
two-sided �=0·05, the study was expected to have 90% power to
detect an overall relative-risk reduction of 11·6%, based on an
intention-to-treat analysis. If this were the true effect, the
expected width of the corresponding 95% CI would be about 8%.

Patient recruitment was achieved well ahead of schedule and
15 000 patients had been randomised after only 2 years and 3
months. To stop recruitment at that time and close the study after
1 further year of follow-up would have resulted in less than
35 000 potential patient-years at risk. A blinded review of overall
outcome event rates showed them to be lower than initial
expectations. The Steering Committee decided to continue
patient recruitment but to stagger recruitment closing dates and,
hence, completion dates, 1 year later: recruitment of patients with
peripheral arterial disease would finish 2 months before patients
with myocardial infarction who would finish 2 months before
patients with stroke. The plan was expected to produce similar
numbers of more than 6000 in each of the clinical subgroups and
facilitate study closedown. A revised total of 40 000 potential
patient-years at risk was expected and the revised estimate of
relative-risk reduction that could be detected with 90% power
would be 12–13%.

Primary analysis of efficacy was based on the first occurrence of
an event in the outcome cluster of ischaemic stroke, myocardial
infarction, or vascular death. A secondary outcome cluster
included amputation and a further comparison was based on
vascular death only. Although the main focus was on events
presumed to be due to atherosclerotic disease, primary
intracranial haemorrhage and fatal bleeds were possible adverse
events, so these were included in an assessment of overall net
benefit with the outcome cluster of any stroke, myocardial
infarction, or death from any cause. A fourth secondary analysis
assessed all-cause mortality.

Assessments of relative efficacy were based on a comparison
between the two treatment groups of the cumulative risk over
time of each of the five prespecified outcomes. Survival curves
based on the proportion of patients remaining event-free were
estimated by the Kaplan-Meier method11 and compared by a two-
sided Mantel-Haenszel test,12,13 stratified by clinical subgroup.

Two analytical strategies were planned: an intention-to-treat
analysis in which all patients randomised were considered at risk
to their planned end of study, irrespective of their compliance
with study protocol, and an on-treatment analysis in which a
patient’s time at risk was censored 28 days after early permanent
discontinuation of study drug. In addition, to take into account
any imbalances between the two treatment groups in baseline
prognostic variables, analyses were repeated with adjustment
procedures based on Cox’s proportional hazards model.14

Primary analysis, however, was to be the unadjusted intention-
to-treat comparison based on the outcome cluster of ischaemic
stroke, myocardial infarction, or vascular death. Similar analyses
were carried out for each of the clinical subgroups.

Safety assessments were based on the proportion of patients
experiencing one or more episodes of a specific adverse event.
Such proportions in the two treatment groups were compared by
�2 test.
Patients lost to follow-up In May, 1996 (3 months after the end
of the trial) a search agency was contracted by the Coordinating
and Methods Centre to help trace patients who were lost to
follow-up.

Study organisation
The study involved 384 clinical centres from 16 countries and
followed US Investigational New Drug regulations and European
Good Clinical Practice guidelines, as well as local requirements.
In order to make the most of expertise and resources of both
researchers and the industrial backers of the trial, a complex
organisation was created.

The Steering Committee, comprising university-based and
industry-based scientists, had overall responsibilty for the design,
execution, analysis, and reporting of the study. This committee
met every 6 months to address policy issues and to monitor study
execution and management. The Steering Committee has
responsibility for all publications resulting from the study.

The Central Validation Committee was responsible for validating
all reported non-fatal outcome events and reported classifications
of cause of death, with a secretariat at the Coordinating and
Methods Centre in Hamilton, Ontario. After an outcome event
dossier was received, only the secretariat had any communication
with the reporting investigator about the validation of the event.
The secretariat maintained a database of validated outcome
events, a copy of which was not provided to the industrial backers
before the end of the study.

Each reported outcome event was reviewed independently by
two members of the Central Validation Committee. Any
disagreements between them were resolved by committee review.
Committee disagreement with a reported outcome event was
made known to the investigator who could either agree with the
Committee or provide additional information to support the
initial judgment. When agreement could still not be reached, the
decision of the Central Validation Committee was final.

The External Safety and Efficacy Monitoring Committee had
responsibilty for monitoring of patient safety and for formal
interim analyses of efficacy. This committee had an associated
Independent Statistical Centre in Lyon, France, that received an up-
dated copy of the study database every 3 months from the
Coordinating and Methods Centre. Information on study-drug
allocation was merged with study data and routine aggregate
safety summaries produced. In addition to safety monitoring,
there were to be three interim analyses of efficacy, based on the
primary outcome cluster, when 25%, 50%, and 75% of the
planned patient-years at risk had accumulated. Stopping
guidelines used a Peto-Haybittle type rule based on the p value of
the Mantel-Haenszel test. A two-sided type 1 error of 0·001 was
used which preserved a type 1 error of 0·048 for the end-of-study
analysis. The results of interim analyses were to be disclosed to
the Chairman of the Steering Committee only if the stopping rule
was met. The quarterly External Safety and Efficacy Monitoring
Committee reports also included a futility stopping rule based on
the current 95% CI on the relative-risk reduction for the primary
outcome cluster; the upper end of the interval had to exceed a
14% relative-risk reduction in favour of clopidogrel compared
with aspirin, otherwise the Steering Committee had to be
informed. After each quarterly review, a report was sent to the
chairman of the Steering Committee stating only that there was
no reason not to continue the trial as planned.

The Coordinating and Methods Centre at Hamilton facilitated
and oversaw the study and provided methodological and
administrative support to all committees, investigators, and other
study personnel.
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Ischaemic stroke Acute neurological vascular event with focal signs for �24 h
If in a new location, without evidence of intracranial
haemorrhage
If worsening of previous event, must have lasted >1 week,
or more than 24 h if accompanied by appropriate CT
or MRI findings

Myocardial infarction As for inclusion criteria (see table 1)

Primary intracranial Intracerebral haemorrhage (including intracranial and 
haemorrhage subarachnoid), and subdural haematoma documented by

appropriate neuroimaging investigations. (Traumatic
intracranial haemorrhage was recorded but not counted as
outcome event)

Leg amputation Only if above the ankle and not done for trauma or cancer.
(subsequent amputations of a given leg were not counted 
as outcome events)

For abbreviations, see table 1.

Table 3: Non-fatal outcome events
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representative sample of 3358 code-break labels were retrieved
and the Independent Statistical Centre verified that there were no
code-break labels opened other than those previously reported to
them.

Analysis
At the end of the study, the Coordinating and Methods Centre
provided a cpy of the final study database to the Independent
Statistical Centre which, in turn, provided a copy of the
randomisation code to the Coordinating and Methods Centre.
The Independent Statistical Centre then carried out the primary
analysis and four secondary analyses to verify the corresponding
analyses conducted by the Coordinating and Methods Centre. A
copy of the randomisation scheme was not provided to the
industrial backers until after the Steering Committee had met to
be appraised of the findings from the study.

Regional Data Collection Centres were at Hamilton, responsible
for all the Canadian centres, and in affiliates of industrial
backers—one in the USA and two in Europe.

Assignment
The Independent Statistical Centre provided computer-generated
balanced blocks of four treatments with random allocation to
clopidogrel or aspirin, stratified by clinical centre and the three
disease subgroups. Access to this code was restricted to the
Independent Statistical Centre, the Chairman of the External
Safety and Efficacy Monitoring Committee, and to two
independent companies responsible for preparing the study
drugs. A copy of the randomisation scheme was deposited with a
public notary.

Blinding
Patients were allocated study drugs sequentially from supplies at
the clinical centre packaged in a predetermined order in a carton
that contained supplies for four patients. These supplies were in
the form of blister packs containing either 75 mg tablets of
clopidogrel plus aspirin placebo tablets or 325 mg aspirin tablets
plus clopidogrel placebo tablets, such blister packs being
indistinguishable from one another. The initial supply of study
drug had a sealed treatment code label attached which once
opened could not be resealed in its original form; this was
retained at the clinical centre for emergency code-breaking
purposes. There were 21 (0·11%) code breaks during the course
of the study, of which 11 were patients in the clopidogrel group
and ten in the aspirin group. At the close of the study, a
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Characteristic All patients Stroke subgroup MI subgroup PAD subgroup

Clopidogrel Aspirin Clopidogrel Aspirin Clopidogrel Aspirin Clopidogrel Aspirin
(n=9599) (n=9586) (n=3233) (n=3198) (n=3143) (n=3159) (n=3223) (n=3229)

Mean (SD) age in years 62·5 (11·1) 62·5 (11·1) 64·5 (11·2) 64·7 (11·0) 58·6 (11·4) 58·3 (11·3) 64·2 (9·6) 64·4 (9·7)

% male 72 72 64 63 81 81 73 72

% white 95 95 91 91 96 98 98 98

Percentage of patients with
a history of:
Ischaemic stroke* 9 9 17 19 2 2 6 6
TIA/RIND 10 10 19 19 3 2 8 8
Diabetes mellitus 20 20 25 26 14 15 21 21
Hypertension 52 51 65 65 39 38 51 51
Hypercholesterolaemia 41 41 37 38 41 42 45 45
Angina (stable) 22 22 14 14 25 25 26 27
Angina (unstable) 9 9 3 3 17 17 6 6
Myocardial infarction* 17 16 13 11 17 17 21 21
Congestive heart failure 6 5 4 4 7 7 6 6
Cardiomegaly 5 4 6 5 4 3 4 4
Atrial fibrillation 4 4 4 4 5 5 4 4
Intermittent claudication* 5 4 8 8 6 5 . . . .
Current cigarette smoker 29 30 22 22 28 29 38 38
Ex cigarette smoker 49 49 43 44 51 50 53 52

*Not including the qualifying event; MI=myocardial infarction; PAD=peripheral anterial disease; TIA=transient ischaemic attack; RIND=reversible ischaemic neurological deficit.

Table 4: Baseline characteristics

Event type Clopidogrel Aspirin Total

Non-fatal events
Non-fatal ischaemic stroke 472 504 976
Non-fatal MI 255 301 556
Non-fatal primary ICH 14 24 38
Amputation 52 47 99

Fatal events
Fatal ischaemic stroke 37 42 79
Fatal MI 53 75 128
Haemorrhagic death 23 27 50
Other vascular death 260 261 521
Non-vascular death 187 166 353

Total 1353 1447 2800

MI=myocardial infarction; ICH=intracranial haemorrhage.

Table 5: Validated events

Registered or eligible patients (n = unknown)

Received aspirin
as allocated (n = 9546)

Did not receive aspirin 
as allocated (n = 40)

Not randomised (n = unknown)

Randomised

Withdrawn (n = 0)
Lost to follow-up ( n = 20)

Completed trial (n = 9566)

Received clopidogrel 
as allocated (n = 9553)

Did not receive clopidogrel 
as allocated (n = 46) 

Followed up (n = 9586)
Timing of primary and 
secondary outcomes: 

as they occurred

Followed up (n = 9599)
Timing of primary and 
secondary outcomes: 

as they occurred

Withdrawn (n = 0)
Lost to follow-up ( n = 22)

Completed trial (n = 9577)

Figure 2: Participant progress through trial
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Results

Participants and follow-up
19 185 patients from 384 clinical centres were randomised
between March, 1992, and February, 1995. Patient
follow-up was completed by February, 1996, resulting in
36 731 patient-years at risk. Mean duration of follow-up
was 1·91 years.

During the study, 42 patients (0·22%) were lost to
follow-up, 22 in the clopidogrel group and 20 in the
aspirin group (figure 2); the resulting loss in total patient-
years at risk was 49 (0·13%). These 42 patients were
included in the analyses with their follow-up censored at
the time of last contact.

4059 patients (21·2%) had study drug permanently
discontinued early, for reasons other than the occurrence
of an outcome event; 21·3% in the clopidogrel and 21·1%
in the aspirin group. Reasons for stopping study drug early
were similar in the two groups: adverse events (11·4%);
withdrawn consent (4·7%); contraindicated medications
(2·4%); non-compliance (1·8%); and other (0·8%). Mean
follow-up while on study drug was 1·63 years for each
treatment group.

With exclusion of follow-up after any early permanent
discontinuation of study drug, mean compliance with
clopidogrel and aspirin was similar at 91%. 46 patients in
the clopidogrel group and 40 in the aspirin group never
took any study drug.

Analysis
Baseline characteristics of randomised patients are shown
in table 4. The treatment groups were well matched with
respect to age, sex, race, and cardiovascular risk factors.
After randomisation, 16 patients, ten in the clopidogrel
group and six in the aspirin group, were found not to have
the qualifying disease; most were entered as having
ischaemic stroke but were subsequently found to be
misdiagnosed, (eg, as multiple sclerosis or primary
intracranial haemorrhage). The study drug was terminated
within 4 months of randomisation for 13 of these patients
but the other three patients were continued on study drug;
all 16 continued to be followed as per protocol and
included in the analyses.

There were 2800 validated outcome events, of which
1669 were non-fatal and 1131 were fatal (table 5). There
were 1171 patients in the clopidogrel group and 1236
patients in the aspirin group who had an outcome event of

whom 158 and 182, respectively, had more than one
event.

The primary analysis of efficacy was by intention-to-
treat and based on the incidence of the first occurrence of
ischaemic stroke, myocardial infarction, or vascular death
among all patients randomised. There were 939 events in
the clopidogrel group during 17 636 patient-years at risk,
an average rate per year of 5·32%. There were 1021 events
in the aspirin group during 17 519 patient-years at risk, an
average rate per year of 5·83%. Relative-risk reduction,
estimated from a Cox proportional-hazard model, was
8·7% (95% CI 0·3–16·5) in favour of clopidogrel
(p=0·043, table 6). The cumulative proportions of
patients who experienced an event in this primary
outcome cluster over 3 years are shown in figure 3.

Results of the analyses of the four predefined secondary
outcome clusters are also shown in table 6. The estimated
relative-risk reductions with clopidogrel were consistently
7% to 8% when the outcomes were predominantly
vascular events but the relative-risk reduction was smaller
for all-cause mortality, of which 36% was non-vascular.

Estimated treatment effects for both the primary and
secondary outcome clusters remained virtually unchanged
when adjusted for relevant prognostic baseline variables.

Main baseline characteristics for each of the subgroups
are shown in table 4. Patients in the ischaemic stroke and
peripheral arterial disease groups were similar in age and 6
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Outcome event cluster and treatment group First outcome events Event rate Relative-risk p

Non-fatal Fatal Total
per year reduction (95% CI)

Ischaemic stroke, MI, or vascular death (primary cluster)
Clopidogrel (nyrs=17636*) 631 308 939 5·32% 8·7% (0·3 to 16·5) 0·043
Aspirin (nyrs=17519) 700 321 1021 5·83%

Ischaemic stroke, MI, amputation, or vascular death
Clopidogrel (nyrs=17594) 677 302 979 5·56% 7·6% (�0·8 to 15·3) 0·076
Aspirin (nyrs=17482) 737 314 1051 6·01%

Vascular death
Clopidogrel (nyrs=17482) . . 350 350 1·90% 7·6% (�6·9 to 20·1) 0·29
Aspirin (nyrs=18354) . . 378 378 2·06%

Any† stroke, MI, or death from any cause
Clopidogrel (nyrs=17622) 643 490 1133 6·43% 7·0% (�0·9 to 14·2) 0·081
Aspirin (nyrs=17501) 720 487 1207 6·90%

Death from any cause
Clopidogrel (nyrs=18377) . . 560 560 3·05% 2·2% (�9·9 to 12·9) 0·71
Aspirin (nyrs=18354) . . 571 571 3·11%

*Patient-years at risk for outcome cluster; †Includes primary intracranial hemorrhage; MI=myocardial infarction.

Table 6: Intention-to-treat analysis—primary and secondary outcome clusters
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Figure 3: Cumulative risk of Ischaemic stroke, myocardial
infarction, or vascular death
A=aspirin; C=clopidogrel.
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For patients with stroke, the average event rate per year
in the clopidogrel group was 7·15% compared with 7·71%
in the aspirin group, a relative-risk reduction of 7·3%
(�5·7 to 18·7) in favour of clopidogrel (p=0·26). For
patients with myocardial infarction, the average event rate
per year was 5·03% in the clopidogrel group compared
with 4·84% in the aspirin group; a relative-risk increase of
3·7% (22·1 to �12·0) associated with clopidogrel
(p=0·66). For patients with peripheral arterial disease, the
average event rate per year in the clopidogrel group was
3·71% compared with 4·86% in the aspirin group; a
relative-risk reduction of 23·8% (8·9 to 36·2) in favour of
clopidogrel (p=0·0028) (figure 4).

A test of heterogeneity of these three treatment effects,
was statistically significant (p=0·042), suggesting that the
true benefit may not be identical across the three clinical
subgroups.

years older on average than those in the myocardial
infarction group, and there were differences in the
proportion of men across the three clinical subgroups.
Previous history of vascular events and vascular risk
factors show that there was an overlap in the three clinical
subgroups. For example, 12% of the stroke subgroup and
8% peripheral arterial disease reported a history of
myocardial infarction. 2% of the younger myocardial
infarction subgroup reported previous stroke and 6%
peripheral arterial disease. 6% of the peripheral arterial
disease group had experienced a previous stroke and 21%
a previous myocardial infarction. About 18% of the stroke
subgroup had experienced at least one additional stroke
before their qualifying event; similarly the qualifying
myocardial infarction was not their first for 17% of the
myocardial infarction subgroup. 50% of the study cohort
had a history of hypertension, 25% had a history of
angina, and 20% had diabetes mellitus.

For the ischaemic stroke group, mean time from stroke
onset to randomisation was 53 days; 59% of qualifying
events were atherothrombotic and 40% lucunar. For the
myocardial infarction group, mean time from onset of
symptoms to randomisation was 17·6 days, 34% of the
qualifying events were anterior and 57% were inferior. For
the peripheral arterial disease group, mean duration of
symptomatic disease before randomisation was 4·2 years
and 63% were eligible on the basis of arterial intervention.
For those qualifying on the basis of current claudication,
the mean ankle/arm blood pressure ratio at entry was 0·57.
These baseline characteristics were similar between the
two treatment groups.

Analyses based on the primary outcome cluster of
ischaemic stroke, myocardial infarction, or vascular death
are summarised for each of the clinical subgroups in table
7, which also shows the type of first outcome event.
Within this primary cluster of ischaemic events, recurrent
stroke and stroke deaths were most common within the
stroke subgroup and fatal or non-fatal myocardial
infarctions most common in the myocardial infarction
subgroup. Patients with peripheral arterial disease had
approximately equal risks of stroke and myocardial
infarction.
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Subgroup and treatment Individual first-outcome events Other Total Event rate Relative- p
group

Stroke MI
vascular per year risk

Non-fatal Fatal Non-fatal Fatal
death reduction

(95% CI)

Stroke
Clopidogrel (nyrs=6054*) 298 17 33 11 74 433 7·15% 7·3% 0·26

(�5·7 to 18·7)
Aspirin (nyrs=5979) 322 16 37 14 72 461 7·71%

MI
Clopidogrel (nyrs=5787) 37 5 143 20 86 291 5·03% �3·7% 0·66

(�22·1 to 12·0)
Aspirin (nyrs=5843) 34 8 152 22 67 283 4·84%

PAD
Clopidogrel (nyrs=5795) 70 11 50 18 66 215 3·71% 23ª8% 0·0028

(8·9 to 36·2)
Aspirin (nyrs=5797) 74 8 81 27 87 277 4·86%

All patients
Clopidogrel (nyrs=17636) 405 33 226 49 226 939 5·32% 8·7% 0·043

(0·3 to 16·5)
Aspirin (nyrs=17519) 430 32 270 63 226 1021 5·83%

*Patient years at risk. MI=myocardial infarction; PAD=peripheral arterial disease.

Table 7: Treatment effect by subgroup—ischaemic stroke, MI, or vascular death

Aspirin better

All patients

MI

PAD

Stroke

Relative-risk reduction (%)

Clopidogrel better
–40 –30 –20 –10 0 10 20 30 40

Figure 4: Relative-risk reduction and 95% CI by disease
subgroup
MI=myocardial infarction; PAD=peripheral arterial disease.
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Corresponding estimates of treatment effects based on
the on-treatment analysis (while on study drug or within
28 days of early permanent discontinuation) were also
made. Most of the on-treatment analyses yielded slightly
increased treatment effects. In particular, the relative-risk
reduction of 8·7% on the primary outcome cluster
increased to 9·4% in on-treatment analysis.

The lack of observed benefit of clopidogrel over aspirin
in the myocardial infarction subgroup and the evidence of
possible heterogeneity of treatment effect among the
clinical subgroups prompted a single additional analysis.

There were 2144 patients in the ischaemic stroke and
peripheral arterial disease groups with a previous history of
myocardial infarction. For the primary outcome cluster of
ischaemic stroke, myocardial infarction, or vascular death,
the average event rate per year in the clopidogrel group
was 8·35% compared with 10·74% in the aspirin group, a
relative-risk reduction of 22·7% (4·9-37·3) in favour of
clopidogrel (table 8). When this group with a history of
myocardial infarction is combined with the myocardial
infarction (qualifying event) subgroup, the overall relative-
risk reduction in favour of clopidogrel becomes 7·4%
(�5·2 to 18·6).

There was no evidence of any unusual findings of
adverse effects in either treatment group. Table 9 shows
the proportion of patients ever reporting adverse
experiences, those judged by the investigator to be
clinically severe, and those  which were sufficient to result
in early permanent discontinuation of study drug. Liver
function was monitored routinely, given the experimental
stage of clopidogrel; no treatment-related effect was seen.
The frequency of severe rash was higher with clopidogrel
than with aspirin (p=0·017) as was the frequency of severe
diarrhoea (p=0·080). More frequent with aspirin were
severe upper gastrointestinal discomfort (p=0·096),
intracranial haemorrhage (p=0·23), and gastrointestinal
haemorrhage (p=0·05). There were also more patients
with validated non-fatal primary intracranial haemorrhage
or haemorrhagic death in the aspirin group, (51 [0·53%]
vs 37 [0·39%]). There were no clinically significant
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Patient and treatment subgroup Ischemic stroke, MI, Relative-risk
or vascular death reduction

(95% CI)
Events Rate/yr

PAD/stroke with previous MI (n=2144*)
Clopidogrel (nyrs=1963†) 164 8·35% 22·7%

(4·9 to 37·2)
Aspirin (nyrs=1825) 196 10·74%

Any previous MI (n=8446)
Clopidogrel (nyrs=7751) 455 5·87% 7·4%

(�5·2 to 18·6)
Aspirin (nyrs=7668) 479 6·25%

PAD=peripheral arterial disease; MI=myocardial infarction; *Number of patients;
†Number of patient years at risk

Table 8: Treatment effects of patients with a history of MI

Adverse experience Patients ever reporting Severe Study drug permanently discontinued

Clopidogrel Aspirin Clopidogrel Aspirin Clopidogrel Aspirin

Rash 578 (6·02%) 442 (4·61%)* 25 (0·26%) 10 (0·10%)* 86 (0·90%) 39 (0·41)*
Diarrhoea 428 (4·46%) 322 (3·36%)* 22 (0·23%) 11 (0·11%) 40 (0·42%) 26 (0·27%)
Indigestion/nausea/vomiting 1441 (15·01%) 1686 (17·59%)* 93 (0·97%) 118 (1·23%) 182 (1·90%) 231 (2·41%)*
Any bleeding disorder 890 (9·27%) 890 (9·28%) 132 (1·38%) 149 (1·55%) 115 (1·20%) 131 (1·37%)
Intracranial haemorrhage 34 (0·35%) 47 (0·49%) 30 (0·31%) 41 (0·43%) 20 (0·21%) 32 (0·33%)
Gastrointestinal haemorrhage 191 (1·99%) 255 (2·66%)* 47 (0·49%) 68 (0·71%)* 50 (0·52%) 89 (0·93%)*
Abnormal liver function 285 (2·97%) 302 (3·15%)* 11 (0·11%) 9 (0·09%) 22 (0·23%) 28 (0·29%)

*Statistically significant, p<0·05.

Table 9: Adverse experiences (number and percentage of patients)

changes over time in the various laboratory measures, in
particular for plasma cholesterol concentrations.

The independent blinded haematological review found
the number of cases below the platelet-alert value was 25
(0·26%) in the clopidogrel group and 25 (0·26%) in the
aspirin group; the numbers for low neutrophil counts were
ten (0·10%) and 16 (0·17%). Among these latter cases,
the neutrophil count fell below 0·45�109/L for five
(0·05%) and four (0·04%) patients in the clopidogrel and
aspirin groups, respectively. 

Discussion
CAPRIE is the first study of an antiplatelet drug to include
patients from the clinical subgroups of ischaemic
cerebrovascular, cardiac, and peripheral arterial disease
under a common protocol. We reasoned from available
evidence that in a study on prevention, separations within
and amongst clinical subgroups are not necessary because
the underlying condition is atherothrombosis which can
become clinically manifest in different ways. This
approach can be justified by the common aetiology
because many patients have experienced one
manifestation when they present to medical attention with
another; because of the consistency of the effect of
antiplatelet drugs across clinical subgroups; and because
in necropsy studies, many patients who have
atherosclerosis in one part of the body are found to have it
in others.

CAPRIE was powered to detect a realistic treatment
effect in the whole study cohort but not in each of the
three clinical subgroups. The intention-to-treat analysis of
the primary outcome cluster showed an overall relative-
risk reduction of 8·7% (p=0·043), with 95% CI of
0·3–16·5. When the corresponding subgroup analyses
were carried out separately for the ischaemic stroke,
myocardial infarction, and peripheral arterial disease
subgroups, the estimated relative-risk reductions were
7·3%, �3·7%, and 23·8%, respectively. A test for
heterogeneity was significant (p=0·042) suggesting that
the observed differences in these relative treatment effects
were greater than might be due to chance. From these
observed treatment effects, the possibility cannot be ruled
out entirely that clopidogrel and aspirin are only
equivalent in benefit in patients presenting with
myocardial infarction or that the benefit of clopidogrel
over aspirin is truly much greater in patients with
peripheral arterial disease.

To help interpret the apparently discrepant finding in
the myocardial infarction subgroup, an additional analysis,
not specified in the protocol, was considered relevant
because aspirin has similar benefits in preventing major
ischaemic events in patients with acute myocardial
infarction and in those with a remote history of myocardial
infarction.3 There were 2144 patients in the stroke and
peripheral arterial disease groups who had a distant past
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history of myocardial infarction. When this cohort was
combined with the 6302 patients who presented with
myocardial infarction as the qualifying event, the overall
relative-risk reduction was 7·4% (�5·2 to 18·6) in favour
of clopidogrel, consistent with the observed benefit in the
rest of the CAPRIE cohort.

The Antiplatelet Trialists’ Collaboration provides strong
evidence that long-term use of antiplatelet drugs results in
a relative-risk reduction in ischaemic stroke, myocardial
infarction, or vascular death, which is consistent across
these three clinical subgroups.3 Given this finding and the
additional analysis, we judge that the weak evidence of
heterogeneity does not invalidate the underlying concept
in CAPRIE.

The observed 3-year event rates in the aspirin group for
the stroke and peripheral arterial disease subgroups were
close to those postulated at the start but were lower in the
myocardial infarction subgroup (13 vs 25%). The reasons
for this are not clear. It is possible that patient selection
was influenced by competing trials in acute myocardial
infarction or by investigators keeping those patients with
larger infarcts out of this trial in order to give open-label
aspirin or anticoagulants. The lower rate may also be due
to recent improvements in acute management of patients.

Bias resulting from study execution is unlikely since the
blinding was well maintained, the numbers of patients lost
to follow-up and treatment code breaks at the clinical
centres were small, and the rate of early permanent
discontinuation of study drug was lower than reported in
similar studies. The central validation of all reported
outcome events provided a consistent assessment and
should enhance the credibility of the efficacy findings.

Bleeding is a complication of antiplatelet treatment.4

Reported severe bleeding was more common with aspirin,
with the difference in severe gastrointestinal bleeding
being statistically significant. Non-fatal primary
intracranial haemorrhage and haemorrhagic deaths were
predefined outcome events that could possibly be caused
by study drug. These were less frequent in the clopidogrel
group (0·39%) than in the aspirin group (0·53%).

Clopidogrel is a thienopyridine derivative, as is
ticlopidine. Ticlopidine is known to cause neutropenia
(neutrophils less than 1·2�109/L) for which the reported
rate of occurrence is about 2·4% and severe neutropenia
(less than 0·45�109/L) for which the reported frequency is
0·8%.6 In CAPRIE, there was no excess neutropenia in the
clopidogrel group. The observed frequency of neutropenia
was 0·10% with clopidogrel and 0·17% with asprin; for
severe neutropenia, the corresponding rates were 0·05%
and 0·04%. The proportions of patients with severe rash
and diarrhoea while on clopidogrel were less than those
reported with ticlopidine but twice as high as with aspirin.
Although these latter two differences between clopidogrel
and aspirin are statistically significant, the absolute
difference of about 0·1% is unlikely to be clinically
important, and is balanced by the extent of upper
gastrointestinal discomfort with aspirin.

Clopidogrel provides an additional 8·7% relative-risk
reduction over and above the 25% reduction accepted to
be provided by aspirin. Thus, in a patient population
similar to that in CAPRIE, aspirin would be expected to
prevent about 19 major clinical events versus 24 with
clopidogrel, for each 1000 patients treated for 1 year. The
efficacy results from CAPRIE are consistent with the
previous findings with ticolopidine and indicate that
thienopyridines have a greater benefit than aspirin in

patients with atherothrombotic disease, confirming the
importance of the ADP pathway, compared with the
thromboxane pathway, in this disease. This benefit was
achieved with no evidence of excess neutropenia, a risk of
clinically relevant bleeding less than that with 325 mg
aspirin per day, and no other toxicity of concern.

Clopidogrel is at least as safe as medium-dose aspirin
and is safer than ticlopidine. Given this favourable
efficacy/safety ratio, clopidogrel is an effective new
antiplatelet agent for use in atherothrombotic disease.
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Summary

Background We assessed the potential benefit of treatment
for low-risk and high-risk groups in the West of Scotland
Coronary Prevention Study (WOSCOPS) population, and
compared the benefits of primary and secondary prevention
of coronary heart disease (CHD) by lipid lowering with the
benefits of blood pressure reduction in the primary
prevention of stroke.

Methods We did a subgroup analysis of placebo-treated
men in the WOSCOPS population by age, vascular disease
at trial entry, and other established risk factors. We also
compared WOSCOPS findings with those of the
Scandinavian Simvastatin Survival Study (4S) and the
Medical Research Council (MRC) trial of treatment for
mild to moderate hypertension in middle-aged men. The
WOSCOPS population comprised 6595 men aged
45–64 years with no history of myocardial infarction
(MI)  and plasma total cholesterol concentrations of
6·5–8·0 mmol/L at initial screening. Participants were
randomly allocated pravastatin (40 mg daily) or placebo,
and followed up for an average of 4·9 years.

Findings Coronary event rates at 5 years in the WOSCOPS
placebo group were higher than 10% (the recommended
treatment threshold) in men with pre-existing vascular
disease and in those 55 years or older without symptoms 
or signs of CHD but with at least one other
risk factor. Event rates were low in men with
hypercholesterolaemia but no other risk factor: 3·5%
(95% CI 1·3–5·7) for men aged 45–54 years and 5·3%
(2·7–8·0) for men aged 55–64 years. Three times more men
had to be treated for 5 years to prevent one endpoint in
WOSCOPS than in 4S. By contrast, two to four times fewer
men with hyperlipidaemia were treated to save one
coronary event in WOSCOPS than hypertensives to save one
stroke in the MRC trial. These differences persisted after
adjustment for the low-risk status of many of the patients
with hypertension who took part in the MRC trial.

Interpretation There were a substantial number of men
whose risk of a coronary event was more than 10% at
5 years in the WOSCOPS cohort. The absolute benefit of
pravastatin treatment of hyperlipidaemia is less in the
primary prevention of CHD than in secondary prevention, but
is similar to that for primary prevention of stroke by
treatment of mild to moderate hypertension in middle-aged
men.

Lancet 1996; 348: 1339–42

Introduction
After publication of the West of Scotland Coronary
Prevention Study (WOSCOPS)1 of pravastatin in men
with hypercholesterolaemia we decided to re-examine the
role of lipid-lowering drugs in the prevention of coronary
heart disease (CHD). WOSCOPS showed that in men
aged 45–64 years who had raised serum cholesterol
(6·5–8·0 mmol/L), but no previous myocardial infarction
(MI), pravastatin treatment reduced the relative risk of
non-fatal MI or death definitely attributable to CHD by
31%, that of death definitely or probably related to CHD
by 33%, that of death from all cardiovascular causes by
32%, and that of death from any cause by 22%. The
absolute risks of these endpoints at 5 years were reduced
by 2·4%, 0·6%, 0·7%, and 0·9%, respectively. The
proportionate benefit from pravastatin was similar in all
subgroups of patients.1

The findings of WOSCOPS could, in theory, be applied
to a substantial proportion of many populations2 and
would lead to widespread drug treatment. However, this
approach may not be desirable or economically feasible
because of the constraints on modern health-care systems.
Our examination of the issue of the benefit of treatment
starts from the position that there is a wide range of
absolute risk for CHD morbidity and mortality in our
cohort; with a uniform proportionate risk reduction, there
should be a corresponding variation in the absolute benefit
of treatment.

As a precursor to a detailed examination of cost benefit,
we did a subgroup analysis of the WOSCOPS population
to identify the characteristics of the men at the highest
absolute risk of CHD. We also compared the effect of
cholesterol lowering on primary prevention of CHD (as
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