
5

287

(transient 

ischemic attack, TIA)

(

)

25% 1,000

TIA 2 36

1

13% 15%2

5

(TFDA)

aspirin clopidogrel cilostazol ticlopidine

aspirin dipyridamole

Aspirin cyclooxygenase

thromboxane A2 (TXA2)

TXA2

TXA2

Aspirin

15% 3-6 aspirin

7, 8

75 aspirin
1, 9 325

81

>100

1* 2* 2 3 4 5 6  
7 8 9 10 11 12 2  

1  
2  

3  
4  

5  

6  
7  

8  
9  

10  
11  

12

, 
E-mail: boringtw@gmail.com
DOI: 10.6318/FJS.202003_2(1).0002
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10 aspirin 75-150
11 Aspirin

( 3

) (

) Aspirin
3, 6

aspirin <325

0.4%

aspirin 2.5 3, 6, 12, 13

aspirin

(3.5%) (4.5%

)

( ) aspirin

aspirin

Clopidogrel

Clopidogrel

(purinergic receptor P2Y, G-protein 

coupled 12, P2Y12) ADP

ADP IIb/IIIa

clopidogrel

clopidogrel

clopidogrel

CAPRIE
13 19,185

aspirin

325 clopidogrel 75 2

(

) aspirin 5.83% clopidogrel

5.32% (relative risk, RR)

8.7% (95% confidence interval, CI

= 0.3–16.5% P = 0.043)

aspirin

clopidogrel

7.15% aspirin 7.71%

(RR 7.3% 95%CI = -5.7%–18.7% P = 

0.26) clopidogrel

aspirin (1.99%

2.66% P < 0.05) PRoFESS 14

20,332  

c lop idogre l a sp i r in

dipyridamole

9.0% clopidogrel 8.8%

(1.4% 1.0% hazard 

ratio, HR = 1.42 95%CI = 1.11–1.83)

aspirin

clopidogrel (

)

clopidogrel

aspirin 13

Cilostazol

(phosphodiesterase)

(cAMP)

A (protein kinase A)

A

(myosin light-chain kinase)

CSPS 15 1,052

1–6

cilostazol (100 2 )

5.78%

cilostazol 3.37% 41.7% 

(95%CI = 9.2%–62.5% P = 0.015)

(lacunar 

stroke) cilostazol 43.4%

(95%CI = 3.0%–67% P = 

0.0373) 10

CSPS-216 2,757
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cilostazol (100 2 ) aspirin 

( 81 ) 29 cilostazol

2.76% aspirin

3.71% (HR = 0.74 95%CI = 0.64–0.98 P = 

0.04) cilostazol

aspirin

( 0.77% 1.78% HR = 

0.46 95%CI = 0.30–0.71 P = 0.0004)
17

cilostazol

aspirin (0.36% 1.20% HR = 0.35 95%CI = 

0.18–0.70 P < 0.01)

( ≥140 mm Hg) cilostazol

aspirin (0.45%

1.44% P = 0.02)

cilostazol
18 cilostazol 42%

cilostazol aspirin 15% 

(RR = 0.85

95%CI = 0.65–1.10 P = 0.22)

61% (RR = 0.39 95%CI = 

0.25–0.61 P < 0.0001) CSPS-2

cilostazol

20% aspirin

12% Cilostazol

2019 cilostazol

Grade A11 TFDA 2015

cilostazol

cilostazol

Ticlopidine P2Y12 ADP

clopidogrel

3 1 9 - 2 1

ticlopidine
19 aspirin

Antiplatelet Trialists’ Collaboration

ticlopidine aspirin 10%
4 Ticlopidine Aspirin 

Stroke Study (TASS) ticlopidine

( 500 ) aspirin ( 1,300 )

21% 20

aspirin 21 ticlopidine

(

)

4 ticlopidine 3

2 (

)

ticlopidine

2014
22

ticlopidine ticlopidine TFDA

(

200-500 2-3 )

Ticagrelor P2Y12

clopidogrel P2Y12 

ADP

clopidogrel

CYP2C19

PLATO ticagrelor

clopidogrel23

PLATO

( 6.2% ) 24

ticagrelor clopidogrel
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Prasugrel (prodrug)

P2Y12 ADP

clopidogrel prasugrel

CYP2C19
25, 26 Prasugrel

clopidogrel 27 prasugrel

aspirin clopidogrel aspirin

prasugrel

> 75 < 60

2015 prasugrel

clopidogrel
28

29 prasugrel ( 3.75 )

P2Y12 (prasugrel 

reaction units, PRU) CYP2C19

PRASTRO-I

3,753

1-26 prasugrel ( 3.75 )

clopidogrel ( 75 ) 96

104 ( )

4% (RR = 

1.05 95%CI = 0.76–1.44)

prasugrel

(non-inferiority) clopidogrel

D i p y r i d a m o l e

phosphodiesterase

(platelet adenylate cyclase) cAMP

(platelet 

activating factor) (collagen)

(ADP)

(adenosine)

dipyridamole

Aspirin dipyridamole 4

ESPS-130 2,500

( 325 aspirin 75

dipyridamole ) 2

16%

25% (RR = 33% P < 0.001) ESPS-231

6,602

TIA 4

aspirin 25 dipyridamole 200

aspirin 25

dipyridamole 200

aspirin 18%

(P = 0.013)

dipyridamole 16% (P = 

0.039) 37%

(P < 0.001) aspirin

23% (P = 0.006)

3 ESPRIT32

4,500 6 TIA

aspirin (30–325

) aspirin dipyridamole (200

)

aspirin 75

3.5

13% aspirin 16% (HR = 

0.80 95%CI = 0.66–0.98)
32 aspirin dipyridamole

aspirin 18%

4 PRoFESS14 20,332

aspirin

dipyridamole clopidogrel

aspirin

dipyridamole clopidogrel

(4.1% 3.6% HR = 1.15 95%CI 
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= 1.00–1.32 P = 0.057)

(1.4% 1.0% HR = 1.42 95%CI = 1.11–1.83)

aspirin

dipyridamole clopidogrel

(11.7% 11.4%)

dipyridamole

Dipyridamole

(3%) (2%)

(5%) (6%) (10%)

dipyridamole

clopidogrel aspirin

MATCH 7,599 3

TIA 33

26.5

(clopidogrel aspirin) clopidogrel

18

clopidogrel

1.3% (P = 

0.029) MATCH

(aspirin

clopidogrel) clopidogrel

CHARISMA

15,603
34 aspirin ( 75-162

) clopidogrel ( 75 )

aspirin 28

6.8%

aspirin 7.3% (RR = 0.93 95%CI = 

0.83–1.05 P = 0.22)

aspirin

SPS335 6

3,026

( clopidogrel 

75 aspirin 325 ) aspirin (

325 ) 3.4

2.5%

aspirin 2.7%

(HR 

= 1.52 95%CI = 1.14–2.04 P = 0.004)

(HR = 1.97 95%CI = 1.41–2.71 P < 

0.001) (HR = 2.14 95%CI 

= 1.36–3.36 P < 0.001) 36

(> 1 )

(clopidogrel aspirin aspirin

dipyridamole) clopidogrel

clopidogrel aspirin

clopidogrel aspirin

cilostazol aspirin

TOSS 37

( )

aspirin ( 100 ) cilostazol 

( 200 ) 6 aspirin

(7%

29% P = 0.008) TOSS-2
38 cilostazol aspirin

clopidogrel aspirin

cilostazol

(9.5% 15.5% P = 0.092)

CATHARSIS 39 aspirin

cilostazol aspirin
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(9.6%

5.6% P = 0.53)

( odd 

ratio, OR = 0.37 P = 0.04)

2019 CSPS.com
40

1,884 8-180

(1) ≥ 50%
 (2) ( ≥ 65

)

cilostazol

(cilostazola 200 aspirin

81 100 clopidogrel 50 75 )

(aspirin

clopidogrel) 6

1.4 cilostazol

(3% 7% HR = 0.49 95%CI = 

0.31–0.76)

(4% 8% HR = 0.52 95%CI = 0.35–0.77)

(1% 1% HR = 

0.66 P = 0.35)

(66 12 )

cilostazol

CSPS.com

cilostazol

41

42, 43 2005 WASID

TIA 50–99% 569

warfarin (INR 2–3)

aspirin ( 1,300 )44

warfarin

aspirin WASID
45 ≥ 70%

< 70% 2008

70–99%
46

clopidogrel( 75 )

aspirin ( 81–325 ) 4–12

6 (

30 ) 14.0%

WASID 70–99%

SAMMPRIS 47 30

TIA

70–99% 451

(clopidogrel 75

aspirin 325 ) 90

( ) ( )

( )

2
48

CHANCE
49

50–99%

(clopidogrel aspirin) aspirin

21% (HR = 0.79 95%CI 

= 0.47–1.32)
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(clopidogrel

aspirin)

TOSS37 TOSS-238 CATHARSIS39

cilostazol

CSPS.com 40

> 50% 30%

cilostazol

(4.0% 9.2% HR = 0.47

95%CI = 0.23–0.95)

aspirin

(aspirin

clopidogrel)

90

CSPS.com

cilostazol

( )

1-2%

10-25%50

(mural hematoma) 40
51

(2.6% 1.8%

OR = 1.49) (1% 0.8% OR = 1.27)

2019 CADISS
52

250 7

( )

TIA ( 49 ) 126

( heparin

heparin warfarin INR

2-3) 124 (

aspirin clopidogrel dipyridamole

) 3.26

3 1

6 (1 2.4%)

4 2

(

HR = 0.56 95%CI = 0.10–3.21 P = 

0.51)

(recanalization) (OR = 1.04 95%CI 

= 0.69–3.37 P = 0.09)

53, 54

55

> 4 mm < 1 mm 13.8

(lipid core)
56, 57

58-60 statin

60, 61 ARCH
62 TIA

> 4 mm

(aspirin 75–150 clopidogrel

75 warfarin ( PT INR 

2-3) 349

3.4

2.2% 3.5%

24% (HR = 0.76

95%CI = 0.36–1.61 P = 0.5)
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(P = 0.013)

TIA

(Embolic stroke of 

undetermined source, ESUS) 2014 Hart
63

(cryptogenic 

stroke)

50%

ESUS

ESUS
64 ESUS

ESUS

ESUS

(direct oral anticoagulant, 

DOAC)

DOAC

2018

NAVIGATE ESUS 65

rivaroxaban ( 15 ) aspirin ( 100

) 7,372 50 ESUS

11

5.1% 4.8% (HR = 1.07 95%CI 

= 0.87–1.33 P = 0.52) rivaroxaban

(1.8% 0.7% HR = 2.72

95%CI = 1.68–4.39 P < 0.001)

2019 RE-SPECT ESUS66

dabigatran ( 150 110 ) aspirin (

100 ) 5,390 ESUS

19 4.0% 4.7% 

(HR = 0.85 95%CI = 0.69–1.03 P = 0.10)

1.7% 1.4% (HR = 1.19 95%CI 

= 0.85–1.66)

ESUS DOAC aspirin

( ATTICUS

ARCADIA apixaban aspirin

) ESUS

aspir in t iclopidine

cilostazol aspirin dipyridamole

clopidogrel

CAPRIE67 PRoFESS14

clopidogrel

aspirin aspirin dipyridamole

aspirin

clopidogrel

(PPI) omeprazole

clopidogrel 68, 69

70

clopidogrel

H2

omeprazole omeprazole CYP2C19 

P-450 cytochrome

aspirin dipyridamole

aspirin 31 (

)32 

dipyridamole

aspirin clopidogrel

TIA

70–99%
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aspirin clopidogrel 3

aspirin clopidogrel71, 72

ticlopidine aspirin
20 (

)

cilostazol

aspirin aspirin

cilostazol (100 )

cilostazol

aspirin clopidogrel

73

aspirin

clopidogrel aspirin

clopidogrel

(HR = 0.54 95%CI 

= 0.43–0.68 P < 0.001)

(HR = 0.54 95%CI = 0.42–0.69 P < 0.001)
74

aspirin

(clopidogrel

80.5%)

(aspirin clopidogrel 87.1%) 1

(HR 

= 0.45 95%CI = 0.25–0.83)

aspirin

aspirin clopidogrel

75

76 77

TIA

(HR = 2.24

95%CI = 1.12–4.47 P = 0.02)

75



14

PICASSO
78 1,534

(cerebral microbleeds)

cilostazol ( 200 ) aspirin (

100 ) cilostazol

aspirin

(0.61% 1.20% HR = 0.51 95%CI 

= 0.20–1.27)

aspirin (4.27% 5.33% HR = 0.80 95%CI = 

0.57-1.11 P = 0.0077)

40%

2019 RESTART

( )
79 537

4 76

( aspirin

clopidogrel)

4

(4% 9% HR 

= 0.51 95%CI = 0.25–1.03 P = 0.06)

(HR = 1.02 95%CI = 

0.65–1.60 P = 0.92)

(cerebral microbleeds)

1.  

(Class I LOE A)

 

(1)  aspirin ( 75–100 )

(Class I LOE A) ( )

(2)  Clopidogrel

aspirin aspirin

(

)

clopidogrel (Class IIa LOE 

B-R) ( )

(3)  a sp i r in  ( 50 )

dipyridamole (200 2 )

(Class 

I LOE B-R) ( )

(4)  Cilostazol

aspirin aspirin

cilostazol (100

) (Class 

IIa LOE B-R)

(Class IIa LOE A)

( )

2.  TIA

TIA (Class I LOE 

A) ( )

3.  thienopyridine

clopidogrel ticlopidine

clopidogrel (Class IIa LOE 

B-NR) ( )

4.  TIA

70–99%

aspirin ( 100-325 )
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clopidogrel ( 75 ) 90

(Class IIb LOE B-R)

(

)

5.  

>50%

( ≥65

)

cilostazol 

( 200 ) aspirin ( 81 100 )

cilostazol ( 200 ) clopidogrel (

50 75 )  

(Class IIb LOE B-R) ( )

6.  aspirin clopidogrel

(Class 

III LOE A) ( )
7.  ( )

TIA

(Class IIb

LOE B-R) ( )

aspirin

1997 1999

(Chinese Acute Stroke 

Trial [CAST] International Stroke Trial [IST])
80, 81 48

aspirin (300 160 )

14

CAST IST
82 aspirin

14

2-3 (HR = 0.37 95%CI 

= 0.25–0.57 P < 0.0001) 6

aspirin

(heparin)

aspirin

aspirin

aspirin

14 49%

35%

aspirin

(intravenous 

thrombolysis, IVT)
83 aspirin

IVT 24 84, 85 IVT

24

86 IVT 24

51%

36% 13%

(OR = 0.85 95%CI = 0.35–2.10)

(hemorrhagic transformation

OR = 0.56 95%CI = 0.35–0.89)

IVT

aspirin aspirin

clopidogrel dipyridamole

300-600

clopidogrel

20
87 25 600

clopidogrel
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cilostazol

aspirin88 458

(National Institute of Health Stroke Scale, NIHSS) 

≤ 15 48 cilostazol

aspirin 90

cilostazol

507
89

cilostazol

90-93 EARLY90

24

NIHSS ≤ 20 543

100 aspirin

7 7 25 aspirin

200 dipyridamole

1 25 aspirin

200 dipyridamole

90

56% aspirin

52%

( 4.1% 95%CI = -4.5–12.6

P = 0.45) (

)

(HR = 0.73

95%CI = 0.44–1.19 P = 0.20)

3

aspirin clopidogrel91, 92, 94

FASTER 91 392

24 (NIHSS 

≤ 3) TIA

(clopidogrel 75 aspirin 81 )

aspirin 90

clopidogrel aspirin

clopidogrel 300 aspirin 162

7.1% aspirin 10.8%

3.8% (P = 0.19)

(30.8%

13.9% 95%CI = 8.8–25.0 P = 0.0001)

1%

CHANCE 92 5,170 24

(NIHSS ≤ 3)

TIA (ABCD2 ≥ 4) 40

aspirin (

75–300 75 )

(aspirin clopidogrel 300

75 )

21 clopidogrel

90 90

8.6% aspirin

11.7% (HR = 0.68 95%CI = 

0.57–0.81)

0.3%

CHANCE

1

(10.6% 14.0% HR = 0.98 95%CI 

= 0.65–0.93 P = 0.006) 49

(50–99%)

aspirin

(HR = 0.79

95%CI = 0.47–1.32)
95 CHANCE

aspirin

(HR = 0.5 95%CI = 0.3–0.96 P = 0.04)
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65%

Aspirin

clopidogrel

CLAIR 93 100

TIA

7 aspirin clopidogrel

aspirin

33%

aspirin 65% (P = 0.022)

(aspirin clopidogrel)

49, 93, 95 POINT
94

TIA

CHANCE ( 1)

12 TIA

clopidogrel ( 600

75 )

50–325 aspirin (

5 162 81 )

90

aspirin

(HR = 0.75 95%CI = 0.59–0.95

P = 0.02) 26%

(HR = 0.74 95%CI = 0.58–0.94 P = 0.01) 28%

(HR = 0.72 95%CI = 

0.56–0.92 P = 0.01) 90

(HR = 2.32 95%CI = 1.10–4.87 P = 

0.02) CHANCE POINT

(aspirin clopidogrel)

21

CHANCE
96

3/4 1

aspirin

10 POINT
94 7

(HR = 0.74 95%CI = 0.55–0.99 P = 0.04)

8-90 (HR 

= 1.03 95%CI = 0.70–1.53 P = 0.88)

FASTER CHANCE POINT 3
97

0-10 11-21 22-90

10 2% 

(OR = 0.64 95%CI = 0.55–0.76) 11-21

(OR = 0.73 95%CI = 

0.47–1.13) 22-90

(OR = 1.47 95%CI = 0.84–2.56)

CHANCE POINT
98 21

(5.2%

7.8% HR = 0.66 95%CI = 0.56–0.77 P < 

0.001) 10

(4.7% 7.1% HR = 0.65 95%CI = 0.55–

0.77 P < 0.001) 22 90 CHANCE

POINT

POINT 22-99 aspirin

(0.6% 0.2% HR = 

2.63 95%CI = 0.93–7.40 P = 0.07)

clopidogrel aspirin

clopidogrel

clopidogrel CYP2C19

(loss-of-function alleles *2

*3 *8) (RR = 1.92

95%CI = 1.57–2.35 P < 0.001)99 CHANCE
100 (*2 *3)

(P = 0.02 for interaction)

aspirin

(HR = 0.93 95%CI 

= 0.69–1.26)
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(HR = 0.51 95%CI = 0.35–0.75)

TARDIS
101 TIA

48

( aspirin 75 clopidogrel

75 dipyridamole 300–400 )

( clopidogrel aspirin

dipyridamole)

(OR = 2.54 95%CI = 2.05–3.16 P < 

0.0001)

Ticagrelor P2Y12 ADP

clopidogrel

SOCRATES

1 CHANCE POINT

CHANCE POINT

/ (ABCD2 ≥ 4)
(NIHSS ≤ 3)

24 /

(ABCD2 ≥ 4)
(NIHSS ≤ 3)

12 /

5,170 4,881

DAPT vs aspirin DAPT vs aspirin

DAPT
Day 1  clopidogrel 300  + aspirin 

75-300
D 2-21  clopidogrel 75 /  + aspirin

/
Day 22-90 clopidogrel 75 /
Aspirin
Day 1 75-300
Day 2-90 75 /

DAPT
Day 1  clopidogrel 600  + aspirin 

50-325
D2-90  clopidogrel 75 /  + aspirin 

50-325 /

Aspirin
Day 1-90 50-325 /

90 90

8.2% 11.7% HR = 

0.68 (0.57-0.81)
5% 6.5% HR = 

0.75 (0.59-0.95)

 8.4% 11.9%
HR = 0.69 (0.58-0.82)

7.9% 11.4% HR = 

0.67 (0.56-0.81)
0.4% 0.4% HR = 0.97 (0.40-

2.33)

4.8% 6.4% HR = 0.74 

(0.58-0.94)
4.6% 6.3% HR = 

0.72 (0.56-0.92)
0.7% 0.5% HR = 1.51 (0.73-

3.13)

0.2% 0.2% HR = 

0.94 (0.24-3.79)
0.3% 0.3% HR = 

1.01 (0.38-2.70)

0.9% 0.4% HR = 

2.32 (1.10-4.87)
0.2% 0.1% HR = 

1.68 (0.40-7.03)
0.1% 0.1% HR = 

1.01 (0.14-7.14)

DAPT: dual antiplatelets.



19

102 24

(NIHSS ≤ 5)

TIA (ABCD2 ≥ 4

) ticagrelor ( 180

90 ) aspirin ( 300

100 )

90

13,199 (

) (HR = 

0.89 95%CI = 0.78–1.01 P = 0.07)

(HR = 0.87 95%CI = 0.76–1.00 P = 0.046)

ticagrelor

SOCRATES
103

(≥ 50%) ticagrelor

(HR = 0.68 95%CI = 0.53–0.88 P = 0.003)

(HR= 0.73 95%CI 

= 0.56–0.95 P = 0.02) SOCRATES
104  aspirin ticagrelor

(HR = 0.81

95%CI = 0.67–0.99 P = 0.04)

(HR = 0.81 95%CI = 0.66–0.99 P = 

0.04) ticagrelor aspirin
105 1

aspirin ticagrelor

aspirin

(HR = 0.76 95%CI = 

0.61–0.95 P = 0.02)

(HR = 0.78 95%CI = 0.62–0.99

P = 0.04)

(HR = 1.58 95%CI = 0.68–3.65 P = 0.28)

THALES 106

(NIHSS ≤ 5)

TIA (ABCD2 ≥ 6 )

13,000 24

ticagrelor ( 180

90 )

aspirin ( 300–325 75–100

) 30

mRS 

> 1 aspirin ticagrelor

aspirin

aspirin

cilostazol107 ADS

48

(n = 600 14 aspirin

81–200 cilostazol 200

15 3 cilostazol 200 )

aspirin (n = 601 14 aspirin

81–200 15 3 cilostazol

200 ) NIHSS score

2 14

TIA

(11% 11% HR = 

1.04 95%CI = 0.72–1.50 P = 0.829)

(

aspirin 0.3% 0.2% P = 0.624)

aspirin cilostazol

phase III
108 IIb/IIIa receptor abciximab

(wake-up stroke)

abciximab

109 IVT 24

aspirin IVT

90 aspirin

aspirin

(4.3% 1.6% P = 0.04)

260 48
110

tirofiban
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IIb/IIIa receptor

111

abciximab (0.125 / )

112 120

( NIHSS 32 )

IIb/IIIa receptor ( abciximab

tirofiban)

81% 9%

3 mRS 0-3 41%
113

tirofiban

(OR = 0.38 95%CI = 0.18–0.81)

(OR = 3.05 95%CI = 0.97–9.60)

IIb/IIIa receptor

48

aspirin 160-

300

TIA

aspirin clopidogrel

1.  48

aspirin

rt-PA 24

(Class I LOE A) (

)

2.  TIA (ABCD2 score ≥ 4)

(NIHSS ≤ 3) 24

aspirin clopidogrel 21

(Class I LOE A) ( )

3.  aspirin

clopidogrel  (Class 

IIa LOE C-LD) cilostazol (Class IIa LOE 

B-R) ( )

4.  aspirin/

extended-release dipyridamole (25 /200 

)

(Class IIb LOE B-R) ( )

5.  

rt-PA aspirin

(Class III LOE B-R) (

)

6.  

(aspirin clopidogrel

dipyridamole) (Class III LOE B-R) ( )

aspirin
114-117 aspirin

6 95,000

(Antithrombotic Trialists’ 

Collaboration)117 aspirin

2011

9 118 100,076
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(RR = 0.88 95%CI = 0.83–0.94)
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(RR = 1.36 95%CI = 1.01–1.82)

(RR = 1.66 95%CI = 1.41–1.95)
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39,876 45
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9%

17%
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(RR = 1.40 95%CI = 1.07–1.83 P = 0.02)
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10

aspirin

10

120-122 10

≥ 10%

aspirin

123, 124 aspirin

7

11,618 124

aspirin 9%

(RR = 0.91 95%CI = 0.82–1.00)

(RR = 0.83 95%CI 
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125-128

aspirin
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= 0.79–0.97 P = 0.01) aspirin
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ARRIVE131
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132-144 145

164,225
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(2.6–30.9%) 5

(

) aspirin

(HR = 0.89

95%CI = 0.84–0.94)

19% (1.27% 1.47% HR = 0.81 95%CI = 0.76–

0.81) 0.19% 
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BMI

Aspirin

9
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(RR = 0.64 95%CI = 

0.42–0.99 P = 0.04)

AAA 148 3,350

( ankle-brachial 

index, ABI ≤ 0.95 0.86)

aspirin 8.2 aspirin

POPADA
149 1,276

(ABI ≤ 0.99)
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29%

(RR = 0.71 95%CI = 0.44–1.14 P = 0.15)
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CAPRIE 13

(6% )

clopidogrel

3.71% aspirin 4.86%

23.8% (95%CI = 8.9–36.2 P = 0.0028)

cilostazol

3,782
150 cilostazol

(RR 

= 0.58 95%CI = 0.43–0.78 P < 0.001)

(RR = 1.00 95%CI = 
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10 9.3%

60–99%

34 TIA

3.1%152

statin
153, 

154 2010 154

50–99%

90% 80%

statin

TIA 2.1%
155 477 70-99%

2

(HR = 0.45 95%CI = 0.31–0.66)

aspirin
121, 156

aspirin

157

1.  40-70

aspirin ( 75–100 )

(Class IIb LOE A) ( )

2.  70 aspirin

(Class III LOE 

B-R) ( )

3.  aspirin

(Class III LOE 

C-LD) ( )

4.  
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)
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ABSTRACT

In the past 7 years, several important antiplatelet trials have been completed with pivotal findings. 
These results were significant and have been already changing the daily practice of treatment for ischemic 
stroke (IS). One of the most important findings is the concept of dual antiplatelet therapy for acute 
noncardioembolic IS or transient ischemic attack. The timing and duration of antiplatelet therapy also 
have significant impact on the outcomes of IS. In addition to traditional antiplatelets, such as aspirin or 
clopidogrel, other antiplatelets, including cilostazol, ticagrelor, and prasugrel have also been investigated 
for the efficacy and safety in the treatment for IS. Another important issue is the use of antiplatelet therapy 
in primary prevention of cerebro- and cardio-vascular events, the results of several large clinical trials have 
shown the antiplatelet therapy in specific populations with various estimated risks.

The purpose of this current guideline is to update the 2016 Taiwan Stroke Society (TSS) Guideline on 
Antiplatelet Therapy for Noncardioembolic Ischemic Stroke particularly in areas for which new evidence 
has emerged since its publication. The TSS Guideline Consensus Group revised the guideline based on the 
data of several studies which are important and influential. This guideline focuses on three major topics, 
including secondary prevention, acute management, and primary prevention for noncardioembolic ischemic 
stroke. Recommendations and reviews of the evidences are provided.
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