
 
Perioperative Management of Dual Antiplatelet therapy after a recent coronary stent 
 
Simple ‘rules’ are no substitute for thoughtful consideration of all issues involved in this 
complex clinical challenge. 
 
For patients on dual antiplatelet therapy with a recent coronary artery stent, planning of 
periprocedural management must consider three questions:- 
 

1. What is the risk of stopping Antiplatelet therapy with regard to adverse cardiac 
events? 
2. What is the risk of continuing Antiplatelet therapy with regard to surgical bleeding? 
3. What is the risk of postponing surgery? 

 
Answering Question 1 (risk of adverse cardiac events) will need consideration of:-  

 time since placement of stents,  

 the type of stent (bare metal or drug eluting).  

 anatomy of the stents (length, number, diameter and criticality of placement).  

 the myocardium at risk (usually indicated by which coronary arteries are stented) 
 
The cardiologist’s advice will be useful in considering this information.  
 

NOTE   Types of stents are continuing to evolve. Hence there are changing 
Recommendations on Dual Antiplatelet Therapy  
 
The ACA/AHA has published on their website an accepted manuscript of a new 
systematic review on duration of Dual Antiplatelet Therapy in patients with Coronary 
Artery Disease.  
 
The review deals with the newer generation of drug-eluting stents, and suggests that 
it may be appropriate to reduce the time for mandatory DAP therapy to six months.   
 
Pragmatically, this is reassuring for perioperative management, but management of 
each patient must be individualised depending all relevant factors including type, size 
and placement of stents, and the surgical risk.  
 
 (The manuscript was posted on the ACC website in March 2016, and will be co-
published in JACC and Circulation.  Authors BIttl JA, Baber U, Bradley SM 
Wijeysundera DN.)   
 

 
Consideration of the answers to these questions is then used to develop an appropriate 
management strategy. The management strategy must be agreed by those looking after the 
patient - surgeon, anaesthetist and cardiologist - together.  
 
For a typical patient, the agreed strategy may include to:- 

 Perform the case in a hospital with 24/7 interventional cardiology capacity. 

 Cease Clopidogrel five days preoperatively, and continue aspirin.  

 “Clexane Bridging” is inappropriate. Enoxaparin (Clexane) is an anticoagulant, not an 
antiplatelet agent, and such use may give an inappropriate sense of confidence that 
effective therapy is in place. 

 Consider if the aspirin should be withheld on Day of Surgery so that there is no active 
drug circulating which could 'poison' new platelets if there was an emergency platelet 
transfusion.   

 'Actively' monitor the patient in an HDU setting 

 Consider administration of clopidogrel postoperatively as soon as the surgeon is 
agreeable.   

 
 
 



Simple ‘rules’ are no substitute for thoughtful consideration of all issues involved. 
 
For very high risk patients a prolonged discussion involving the surgeon and cardiologist will 
be appropriate to plan an approach to the patient’s management. 
 

Management options for very high risk patients may be considered on a case by case 
basis. There is scant evidence to guide decision making in this regard. The literature is 
entirely anecdotal. 

 
One option reported by case reports is to cease Clopidogrel at an agreed time 
preoperatively, and wait one or two days, then start an infusion of Tirofiban, at standard 
“Cath Lab” rates. It is probably advisable not to give a loading dose, since the patient is 
already affected by residual effect of Clopidogrel. Cease the infusion 8 hours 
preoperatively and recommence as soon as the surgeon is agreeable, then restart 
clopidogrel. 
 
Another suggested ‘simpler’ option is to change Clopidogrel to Ticagrelor, (since this 
wears off quickly compared to clopidogrel.) Switchover may be done (say) 10-14 days 
preoperatively. Ticagrelor dose for an adult would be 90mg bd. The Ticagrelor could be 
ceased 48 hours preoperatively. The patient should be admitted 24 hours after Ticagrelor 
is ceased. 

 
Simple ‘rules’ are no substitute for thoughtful consideration of all issues involved in this 
complex clinical challenge. 

 


