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ABBREVIATIONS 

ACS                Acute coronary syndrome 

NSTE-

ACS         

Non-ST-elevation acute coronary syndrome 

PACT               Parenteral anticoagulant therapy 

NPACT            Non-parenteral anticoagulant therapy 

DAPT              Dual antiplatelet therapy 

PCI                 Percutaneous coronary intervention 

NSTEMI             Non-ST elevation myocardial infarction 

UA                Unstable angina 

UFH              Unfractionated heparin 

LMWH              Low molecular weight heparin 

BARC             Bleeding Academic Research Consortium 

HR                Hazards ratio 

OR                   Odd ratio 
 

MI                  Myocardial infraction 
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METHODS 

Definition of endpoints1 

Death 

The cause of death was adjudicated as all-cause deaths regardless cardiac or non-

cardiac.  

Myocardial infarction.  

Myocardial infarction was defined according to the third Universal Definition of 

Myocardial Infarction.  

Type 1: Spontaneous myocardial infarction. 

Spontaneous myocardial infarction related to atherosclerotic plaque rupture, ulceration, 

fissuring, erosion, or dissection with resulting intraluminal thrombus in one or more of 

the coronary arteries leading to decreased myocardial blood flow or distal platelet 

emboli with ensuing myocyte necrosis. The patient may have underlying severe CAD 

but on occasion non-obstructive or no CAD. 

Type 2: Myocardial infarction secondary to an ischaemic imbalance 

In instances of myocardial injury with necrosis where a condition other than CAD 

contributes to an imbalance between myocardial oxygen supply and/or demand, e.g. 

coronary endothelial dysfunction, coronary artery spasm, coronary embolism, tachy-

/brady-arrhythmias, anaemia, respiratory failure, hypotension, and hypertension with 

or without LVH. 

Type 3: Myocardial infarction resulting in death when biomarker values are 

unavailable 
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Cardiac death with symptoms suggestive of myocardial ischaemia and presumed new 

ischaemic ECG changes or new LBBB, but death occurring before blood samples 

could be obtained, before cardiac biomarker could rise, or in rare cases cardiac 

biomarkers were not collected. 

Type 4a: Myocardial infarction related to percutaneous coronary intervention  

Myocardial infarction associated with PCI is arbitrarily defined by elevation of cTn 

values >5 x 99th percentile URL in patients with normal baseline values (≤99th 

percentile URL) or a rise of cTn values >20% if the baseline values are elevated and 

are stable or falling. In addition, either (i) symptoms suggestive of myocardial 

ischaemia, or (ii) new ischaemic ECG changes or new LBBB, or (iii) angiographic loss 

of patency of a major coronary artery or a side branch or persistent slow- or no-flow or 

embolization, or (iv)imaging demonstration of new loss of viable myocardium or new 

regional wall motion abnormality are required. 

Type 4b: Myocardial infarction related to stent thrombosis 

Myocardial infarction associated with stent thrombosis is detected by coronary 

angiography or autopsy in the setting of myocardial ischaemia and with a rise and/or 

fall of cardiac biomarkers values with at least one value above the 99th percentile URL. 

Type 5: Myocardial infarction related to coronary artery bypass grafting (CABG) 

Myocardial infarction associated with CABG is arbitrarily defined by elevation of 

cardiac biomarker values >10 x 99th percentile URL in patients with normal baseline 

cTn values (≤99th percentile URL). In addition, either (i) new pathological Q waves or 

new LBBB, or (ii) angiographic documented new graft or new native coronary artery 
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occlusion, or (iii) imaging evidence of new loss of viable myocardium or new regional 

wall motion abnormality. 

Bleeding 

Bleeding was defined according to the Bleeding Academic Research Consortium。 

Type 0: no bleeding. 

Type 1: bleeding that is not actionable and does not cause the patient to seek 

unscheduled performance of studies, hospitalization, or treatment by a healthcare 

professional; may include episodes leading to self-discontinuation of medical therapy 

by the patient without consulting a healthcare professional. 

Type 2: any overt, actionable sign of hemorrhage (eg, more bleeding than would be 

expected for a clinical circumstance, including bleeding found by imaging alone) that 

does not fit the criteria for type 3, 4, or 5 but does meet at least one of the following 

criteria: (1) requiring nonsurgical, medical intervention by a healthcare professional, (2) 

leading to hospitalization or increased level of care, or (3) prompting evaluation. 

Type 3: 

Type 3a: Overt bleeding plus hemoglobin drop of 3 to <5 g/dL (provided hemoglobin 

drop is related to bleed); any transfusion with overt bleeding. 

Type 3b: Overt bleeding plus hemoglobin drop ≥5 g/dL (provided hemoglobin drop is 

related to bleed); cardiac tamponade; bleeding requiring surgical intervention for 

control (excluding dental/nasal/skin/hemorrhoid); Bleeding requiring intravenous 

vasoactive agents. 

Type 3c: Intracranial hemorrhage (does not include microbleeds or hemorrhagic 
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transformation, does include intraspinal); Subcategories confirmed by autopsy or 

imaging or lumbar puncture; Intraocular bleed compromising vision. 

Type 4: CABG-related bleeding: Perioperative intracranial bleeding within 48 h; 

Reoperation after the closure of sternotomy for the purpose of controlling bleeding; 

Transfusion of ≥5 U whole blood or packed red blood cells within a 48-h period; Chest 

tube output ≥2L within a 24-h period. 

Type 5: fatal bleeding. 

Type 5a: Probable fatal bleeding; no autopsy or imaging confirmation but clinically 

suspicious. Type 5b: Definite fatal bleeding; overt bleeding or autopsy or imaging 

confirmation. 

Non–ST-Elevation Acute Coronary Syndromes  

Patients with principal discharge diagnosis of non-ST elevation myocardial infarction 

(NSTEMI) or unstable angina (UA) and underwent PCI during the index hospital stay 

were included. “Acute coronary syndrome”, “unstable angina”, “non-ST elevation 

myocardial infarction”, “percutaneous coronary intervention” and “percutaneous 

transluminal coronary angioplasty” were used in the medical record system to search 

and identify patients who underwent PCI for NSTE-ACS. Patients’ symptom, lab test, 

ECG and discharge diagnosis were all carefully reviewed for diagnosis verification. 

Patients were classified as UA if there were no positive cardiac biomarker findings and 

without new ST-elevation on ECG prior to index PCI. Patients with elevated cardiac 

biomarker and without new ST-elevation on ECG prior to index PCI were classified as 

NSTEMI.  
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eAppendix 1. Sample Size Calculations 

 

Sample size calculations 

The sample size calculation for in-hospital all-cause death was based on a statistical 

rule of thumb. The events per variable should be 10 or greater. Since we did not expect 

more than 10 clinically important factors in the multivariable model, an expected 100 

deaths should be observed. According to previous studies2,3, a total of 6667 patients 

should be included for a predicted incidence of all cause death of 1.5%. 

    The sample size determination for in-hospital major bleeding was conducted based 

on the logistic regression of major bleeding. A sample size of 6133 patients, of which 

50% are in PACT group and 50% in NPACT group, achieves 80% power at a 0.05 

significance level to detect a change in probability from a 1.5%2 in NPACT group to a 

predicted 3.0% in PACT group. This change corresponds to a risk ratio of 2.0. An 

adjustment was made based on an estimated R2 (use of PACT or not with other factors) 

of 0.5. 
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eAppendix 2. Statistical Analysis Protocol 

Statistics 

   The univariate analyses of normally distributed continuous variables, expressed as 

mean ± standard deviation (SD), were performed using two sample t-tests. Non-

normally distributed continuous variables, presented as medians and interquartile 

ranges, were analyzed using Wilcoxon rank-sum tests. The Pearson chi-square or Fisher 

exact tests were used, as appropriate, for categorical data expressed as percentages. 

Subgroup analysis 

Subgroup analyses were conducted for in-hospital outcomes: death, death/MI, major 

bleeding. For each outcome, the most clinical relevant subgroups were analyzed. For 

each subgroup, the multivariable analysis was conducted by adjusting all other 

subgroup factors. Forest plots were used to show the results. 

Propensity score analysis 

Centers and all factors listed in Table 1 except SCr (instead of eGFR), Anemia (instead 

of HCT), and LVEF (excluding highly missing LVEF) were considered in the 

propensity score model development. The propensity score model development was 

done using the following steps sequentially. First, the factors were all included in the 

logistic regression model to predict the usage of PACT. Second, for each continuous 

variable, the model in step one was compared with a model that incorporated the 

restricted cubic spline function with three knots for all continuous variables. Non-

significant cubic splines were excluded. Third, we examined potential interactions 

between predictor variables by stepwise logistic regression (entry significant level=0.2 
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and stay significant level=0.05). Due to a large number of potential interactions, only 

two-way interaction was considered. Interactions that were found to be significant were 

then retained for subsequent steps. Fourth, we then develop a full model including all 

main effects, cubic-spline representations for continuous variables and interactions that 

were identified in the second and third step. This final model was then used to estimate 

the propensity scores.  

For propensity score adjustment analysis, logistic regression and Cox regression 

by adjustment of only the propensity score were used to test the association of PACT 

with the risk or hazard of in-hospital and long-term outcomes. 

  For propensity score matching analysis, caliper matching method of 1:1 without 

replacement was used with caliper set as 0.25 standard deviations of the propensity 

scores. For the center, type of disease and radial access, exact match were used. Balance 

examination was conducted using standardized difference. The distributions of 

propensity scores and QQ plot after matching are also given. By considering the 

relatively small sample size and outcome events after matching, conditional logistic 

regression and Cox regression stratified by the matched pairs without further 

adjustment of other factors were used to test the association of PACT with the risk or 

hazard of in-hospital and long-term outcomes. 

For stratification analysis, patients were stratified into quintiles according to their 

propensity score. Quantile-quantile plots were used to compare the distribution of the 

propensity score for PACT group patients with that of NPACT group patients within 

each quintile of the propensity score. The standardized difference in each quintile is 
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also shown. Meta-analysis methods were used to pool the results of each stratum for 

each outcome.   

Heterogeneity analysis between centers 

Heterogeneity analysis between centers was conducted by using meta-analysis methods. 

Heterogeneity was quantified using the I2, which represents the proportion of total 

variation in study estimates that is due to heterogeneity. Stratified by centers and 

including the random effect of center in the multivariable analysis of in-hospital and 

follow-up outcomes will also be conducted.  

 For the models that stratified by centers and including the random effect of centers, 

significant two-way interactions were detected firstly by using backward selection 

method (entry significant level=0.2, stay significant level=0.05). Then a full model 

includes all considered factors and their significant two-way interactions was developed. 

Not significant two-way interactions will be deleted.  

 Propensity score and heterogeneity analyses were performed in R 3.3.2 (Vienna, 

Austria)4, and all other analyses were performed using SAS version 9.4 (SAS Institute, 

Cary, NC, USA). The data were analyzed on an available-case basis and missing data 

were not included. A two-sided P-value < 0.05 was considered significant.
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RESULTS 

eTable 1. GRACE and other risk factors adjusted result* 

In hospital outcomes 

Univariate analysis Multivariable analysis 

OR 95%CI P value OR 95%CI P value 

Death       

GRACE# 1.03 1.02~1.05 0.000 1.03 1.01~1.05 0.001 

PACT vs. NPACT 2.22 0.78~6.34 0.136 1.15 0.33~4.02 0.831 

MI       

GRACE 1.01 0.99~1.02 0.200 1.01 0.99~1.02 0.257 

PACT vs. NPACT 1.11 0.45~2.75 0.824 0.79 0.29~2.16 0.653 

Death or MI       

GRACE 1.02 1.01~1.03 0.000 1.02 1.01~1.03 0.003 

PACT vs. NPACT 1.38 0.69~2.75 0.368 0.80 0.36~1.76 0.575 

Major bleeding       

GRACE 1.02 1.01~1.02 0.000 1.01 1.00~1.02 0.002 

PACT vs. NPACT 2.49 1.68~3.68 0.000 1.65 1.04~2.63 0.035 

Any bleeding       

GRACE 1.01 1.01~1.01 0.000 1.01 1.00~1.01 0.000 

PACT vs. NPACT 1.01 0.87~1.18 0.905 0.86 0.72~1.04 0.113 
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In hospital outcomes 

Univariate analysis Multivariable analysis 

OR 95%CI P value OR 95%CI P value 

Death or MI or Major bleeding  

GRACE 1.02 1.01~1.02 0.000 1.01 1.01~1.02 0.000 

PACT vs. NPACT 2.15 1.52~3.04 0.000 1.37 0.91~2.07 0.135 

*other adjusted variables; #: 696 patients had insufficient information to calculate the 

GRACE score .  

For any bleeding and major bleeding: Gender, Diagnose, history hypertension, history 

DM, history AF, Clopigrel/Ticagrelor loading, Dual antiplatelet therapy, Glycoprotein 

IIb/IIIa inhibitor, Radial access, Any left main, Stent type, Time to procedure; 

For MI and Death: Gender, Diagnose, history MI, history stroke, Any left main, Time 

to procedure; 

For Death or MI or Major bleeding: Gender, Diagnose, history hypertension, history 

DM, history AF, Clopigrel/Ticagrelor loading, Dual antiplatelet therapy, Glycoprotein 

IIb/IIIa inhibitor, Radial access, Any left main, Stent type, Time to procedure, history 

MI, history stroke 
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eTable 2 CRUSADE and other risk factors adjusted result* 

In hospital outcomes 

Univariate analysis Multivariable analysis 

OR 95%CI P value OR 95%CI P value 

Death       

CRUSADE# 0.99 0.95~1.05 0.842 0.98 0.93~1.03 0.513 

PACT vs. NPACT 2.22 0.78~6.34 0.136 1.43 0.40~5.15 0.584 

MI       

CRUSADE 1.01 0.97~1.05 0.627 1.00 0.97~1.05 0.821 

PACT vs. NPACT 1.11 0.45~2.75 0.824 0.70 0.23~2.11 0.525 

Death or MI       

CRUSADE 1.00 0.97~1.03 0.936 0.99 0.96~1.03 0.743 

PACT vs. NPACT 1.38 0.69~2.75 0.368 0.80 0.34~1.87 0.606 

Major bleeding       

CRUSADE 1.02 1.00~1.04 0.022 1.01 0.99~1.03 0.311 

PACT vs. NPACT 2.49 1.68~3.68 0.000 1.66 1.04~2.66 0.033 

Any bleeding       

CRUSADE 1.01 1.00~1.01 0.027 1.00 1.00~1.01 0.578 

PACT vs. NPACT 1.01 0.87~1.18 0.905 0.87 0.73~1.04 0.116 

Death or MI or Major bleeding  

CRUSADE 1.02 1.00~1.03 0.021 1.01 0.99~1.02 0.305 
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In hospital outcomes 

Univariate analysis Multivariable analysis 

OR 95%CI P value OR 95%CI P value 

PACT vs. NPACT 2.15 1.52~3.04 0.000 1.34 0.88~2.03 0.174 

*other adjusted variables; #: 355 patients had insufficient information to calculate the 

CRUSADE score .  

For any bleeding and major bleeding: Age, Diagnose, history hypertension, history AF, 

Clopigrel/Ticagrelor loading, Dual antiplatelet therapy, Glycoprotein IIb/IIIa inhibitor, 

Radial access, Any left main, Stent type, Time to procedure; 

For MI and Death: Diagnose, history MI, Any left main, Time to procedure; 

For Death or MI or Major bleeding: Age, Diagnose, history hypertension, history AF, 

Clopigrel/Ticagrelor loading, Dual antiplatelet therapy, Glycoprotein IIb/IIIa inhibitor, 

Radial access, Any left main, Stent type, Time to procedure, history MI.
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eFigure 1. Kaplan–Meier estimated event rates of major bleeding in the first 30-

day period 
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eFigure 2. Cumulative regression curves of intercept and PACT treatment in 

univariate analysis of the additive hazards model (dotted lines show 95% CI) 
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eFigure 3. Cumulative regression curves of PACT treatment in the multivariable 

analysis of the additive hazards model (dotted lines show 95%CI)  
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eFigure 4. Kaplan–Meier estimated event rates of all-cause death or major 

bleeding  
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eFigure 5. Subgroup analysis based on the different risk of GRACE and 

CRUSADE score. 
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eFigure 6. Subgroup analysis of in-hospital all-cause death 
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eFigure 7. Subgroup analysis of in-hospital all-cause death or myocardial infarction 
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eFigure 8. Subgroup analysis of in-hospital major bleeding 
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Propensity score analysis: 

eFigure 9. Distributions of propensity scores between the two groups before and 

after matching (the first row is the density plots and the second row is the QQ 

plots) 

 

 

The mean propensity scores in NPACT group is 0.18 ± 0.16 (median=0.12, Q25~Q75: 

0.08~0.21) and the mean propensity scores in the PACT group is 0.58±0.32 

(median=0.70, Q25~Q75:0.28~0.88). After matching, 1994 subjects were selected (997 

for PACT group and 997 for NPACT group).  
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eTable 3. Standardized differences between the two groups after matching and stratifying by propensity score (%) 

  

 

Unmatched 

sample 

Matched 

sample 

Stratified analysis 

Q1 Q2 Q3 Q4 Q5 

Demographics        

Age -5.49 2.53 -11.86 2.46 -8.18 4.73 3.19 

Female 3.35 -4.26 1.21 -4.22 -4.25 2.75 2.30 

Weight -4.60 3.41 14.96 -4.17 4.11 -1.00 -9.32 

Heart rate -3.98 -3.93 -0.71 0.46 -4.70 -1.17 1.98 
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Blood pressure, mmHg        

Systolic -5.43 1.23 -7.61 -4.18 2.12 -0.35 2.75 

Diastolic -6.69 1.99 2.92 -11.12 4.17 -1.49 -3.81 

Presentation 

characteristics 

       

Type of disease        

  Unstable angina 3.71 0.00 -12.30 -9.14 -0.11 -3.02 45.68 

  NSTEMI -3.71 0.00 12.30 9.14 0.11 3.02 -45.68 
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Heart failure  -26.59 -2.63 -13.36 -1.02 -7.09 -1.07 -8.55 

eGFR -6.50 -2.49 -6.55 6.22 5.25 -1.49 -5.57 

HCT -2.95 5.28 2.93 -2.35 -1.18 -2.38 4.60 

Medical history and risk 

factors  

       

Current Smoker -14.80 1.09 -0.26 -0.64 1.95 -0.26 -5.23 

Cardiac arrest -1.84 0.00 5.77 -9.54 4.26 -2.89 5.06 

Myocardial Infarction -11.50 -1.33 4.21 3.59 0.80 -5.76 -11.51 
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PCI 8.30 2.69 2.68 -12.77 15.75 -4.55 12.66 

CABG 5.54 -0.98 26.24 -0.76 -4.26 -5.08 3.39 

Stroke -6.05 2.40 5.82 -10.45 -5.51 2.71 3.39 

Atrial Fibrillation -13.42 4.87 5.85 0.58 -0.60 0.70 -10.92 

Hypertension -6.18 4.72 -9.28 -9.37 -7.44 10.14 1.86 

Diabetes mellitus -3.18 2.58 5.63 2.14 -16.65 4.62 0.54 

Baseline medication        

Clopigrel/Ticagrelor loading -16.80 3.87 -15.13 -5.19 10.20 -4.32 9.13 
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Dual antiplatelet -10.81 1.21 -10.12 12.76 -3.38 -5.28 -5.64 

Glycoprotein IIb/IIIa 

inhibitor 

-10.85 1.10 12.13 2.11 7.28 3.63 -24.63 

Warfarin -5.47 5.46 5.77 -4.54 8.54 -3.77 3.70 

Statin -5.42 0.00 -18.10 6.43 -4.72 -3.13 16.23 

ACE inhibitor or ARB -10.32 0.00 -35.68 11.32 -4.89 5.31 -0.72 

Calcium-channel blocker -10.73 1.16 19.48 -5.23 -0.56 1.01 -8.60 

β-blocker -4.58 0.27 -16.83 5.18 6.71 8.48 -21.00 
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Procedure characteristics        

Radial access 22.05 0.00 -25.04 14.31 5.24 -1.38 8.50 

Coronary anatomy        

  Any left main 0.33 2.70 14.19 6.80 -3.26 0.93 -5.91 

  Multi-vessel disease -13.21 -1.25 11.12 -11.43 -11.19 2.93 -1.42 

  Others 14.77 -0.71 -20.17 8.04 16.21 -4.42 6.28 

Treated vessel        

  Any left main -2.59 3.38 6.26 7.70 -8.70 3.34 -1.02 
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  Multi-vessel disease 0.29 -5.52 9.29 7.87 -11.84 0.19 -11.41 

  Others 1.18 3.24 -11.63 -11.06 17.11 -2.40 11.31 

Stent type        

  DES 11.15 -4.48 -5.77 -4.19 0.00 -3.83 12.26 

  BMS 0.58 0.00 5.77 4.19 0.00 0.00 -4.31 

  PTCA or aspiration only -11.92 4.48 0.00 0.00 0.00 3.83 -11.62 

Total length of stents -5.21 -2.23 5.18 0.98 -17.82 4.37 -13.95 

Number of stents -3.24 -3.24 8.38 1.50 -18.28 4.79 -16.14 
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Thrombus aspiration -1.48 2.82 -6.49 -0.76 0.02 1.34 -5.42 

Time to procedure        

  In 24 hours 70.87 1.71 -6.51 26.35 6.78 -1.07 11.38 

  24~72 hours  -9.09 -2.51 -0.17 -23.15 -7.13 16.80 6.62 

  > 72 hours -64.54 0.87 22.24 -8.09 0.60 -15.37 -13.78 
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eFigure 10. Quantile–quantile plots that compare the distribution of the 

propensity score for the PACT group of patients to those of the NPACT group 

patients within each quintile of the propensity score. 

 

One can observe that in the Q2 and Q3 quintiles the distributions of the propensity 

score was nearly identical between the two groups. However, one can observe that in 

the other quintiles there is some evidence of residual imbalance.
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eTable 4. Results of propensity score analysis 

Outcomes Analysis by adjusting the 

propensity scores 

Propensity score matching analysis Stratification analysis* 

OR/HR[95%CI] P value OR/HR[95%CI] P value OR/HR[95%CI] P value 

In hospital  

Death# 2.74 [0.65~11.55] 0.170  1.33 [0.30~5.98] 0.706  2.48 [0.80~7.70] 0.117 

MI 0.55 [0.14~2.27] 0.411  0.33 [0.03~3.20] 0.341  1.03 [0.34~3.08] 0.958 

Death or MI 0.91[0.31~2.65] 0.865  0.80 [0.21~2.98] 0.739  1.21 [0.50~2.94] 0.667 

Major bleeding 1.73 [1.00~3.02] 0.052  2.33 [1.07~5.09] 0.033  1.61 [0.96~2.70] 0.072 

Death or MI or Major 

bleeding 

1.48 [0.90~2.44] 
0.119  

1.85 [0.94~3.63] 
0.075  

1.46 [0.93~2.31] 0.103 

Long-term  

Death 0.99 [0.76~1.28] 0.936  0.97 [0.67~1.39] 0.853  1.02 [0.79~1.31] 0.894 

Major bleeding 1.33 [0.86~2.05] 0.200  1.47 [0.82~2.64] 0.192  1.33 [0.87~2.02] 0.184 

Death or Major bleeding 1.03 [0.81~1.29] 0.832  1.14 [0.82~1.58] 0.449  1.05 [0.84~1.30] 0.680 

*Meta-analysis methods were used to pool the results of each stratum. #All cause death; MI= myocardial infarction; 
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Heterogeneity analysis between centers: 

eFigure 11. Heterogeneity analysis by stratifying centers for in-hospital outcomes. 
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eFigure 12. Heterogeneity analysis by stratifying centers for long-term outcomes. 
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eTable 5. Multivariable analysis stratified by centers and including random effect of centers 

Outcomes Significant interaction with treatment PACT vs. NPACT (OR/HR[95%CI]) 

Stratified by 

center† 

Include the random effect of 

center ‡ 

In-hospital     

Any bleeding Heart failure Yes 0.85[0.57~1.29] 0.81[0.57~1.13] 

  No 1.31[1.07~1.60] 1.24[0.94~1.63] 

Major Bleeding - - 1.79[1.07~3.02] 1.94[1.24~3.03] 

Death - - 2.03[0.57~7.16] 1.58[0.42~5.92] 

  MI - - 0.85[0.27~2.63] 0.79[0.30~2.11] 

  Death or MI - - 1.08[0.46~2.57] 0.83[0.38~1.82] 

  Death or MI or Major 

bleeding 

Heart failure Yes 0.68[0.31~1.51] 0.76[0.41~1.43] 

  No 1.95[1.19~3.18] 2.11[1.18~3.79] 

Follow-up     

  Major bleeding Type of disease NSTEMI + Yes* 0.74[0.43~1.26] 0.79[0.48~1.28] 
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   Clopidogrel/Ticagrelor 

loading 

NSTEMI + No* 1.66[0.88~3.15] 1.76[0.95~3.26] 

    Unstable angina + 

Yes* 

1.66[0.89~3.09] 1.94[1.09~3.44] 

  Unstable angina + 

No* 

3.74[1.79~7.79] 4.32[2.15~8.70] 

Death - - 1.01[0.80~1.28] 1.00[0.79~1.25] 

  Death or Major bleeding Gender Male 0.93[0.74~1.18] 0.91[0.73~1.12] 

  Female 1.48[1.06~2.08] 1.42[1.03~1.96] 

*Yes: use of Clopigrel/Ticagrelor loading; No: no use of Clopigrel/Ticagrelor loading. 

†Stratified by center in the multivariable Logistic and Cox regression. 

‡Include the random effect of center in the multivariable Logistic and Cox regression. 
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