REVISTA PORTUGUESA DE CIRURGIA CARDIO-TORACICA E VASCULAR

COMENTARIO

EDITORIAL

Catarina Celestino

Cardiothoracic Anesthesiologist

Centro Hospitalar de Vila Nova de Gaia/Espinho
catarinacelestino@gmail.com

New directions for the management of dual antiplatelet
therapy in patients with coronary stents undergoing non-

cardiac surgery

Dual antiplatelet therapy (DAPT), the combination
of aspirin and a P2Y12 inhibitor, is now one of the most
widely used treatments for secondary prevention in patients
with coronary artery disease (CAD) suffering an acute coro-
nary syndrome (ACS) or undergoing coronary stent implan-
tation. A significant number of these patients undergo
noncardiac surgery within the first 12 months and may
require DAPT interruption. This poses a clinical dilemma
because interruption exposes patients to the potential risk
of stent thrombosis, perioperative myocardial infarction, or
both and continuing may be associated with bleeding com-
plications. Given the complexity of these decisions and the
possible consequences of delaying the surgical procedure,
a multidisciplinary approach is required to choose the best
management strategy. Data in this area are conflicting.

The 2017 ESC/EACTS focused update on DAPT
duration provides a novel approach to decision-making
based on a four-layer scheme focusing on treatment indi-
vidualization. The main factors to be considered for DAPT
duration are clinical presentation (stable CAD or ACS), type
of procedure (percutaneous coronary intervention [PCI],
coronary artery bypass or medical treatment), device used
(drug-eluting stent [DES], bare-metal stent [BMS], bioresor-
bable vascular scaffold [BVS], drug-eluting balloon [DEB],
plain old ballon angioplasty [POBA]) and bleeding risk.

The clinical presentation at the time of the coronary
event represents the first major determinant of the baseline
ischaemic risk. Patients presenting with ACS are at higher
ischaemic risk and remain at higher ischaemic risk for a
longer period of time after the index event, hence justifying
more potent and prolonged antiplatelet treatment. Gui-
delines now provide different recommendations for DAPT
duration based on clinical presentation: 6 months of DAPT
after PCl in patients with stable CAD and 12 months in
patients with ACS.

Unlike in the past, the choice between a BMS and
DES is no longer a driver for differences in treatment dura-
tion. In fact, a DES is recommended as the default treat-
ment strategy and no specific preference for a BMS is based

on anticipated DAPT duration. BVSs are now recognized
as more thrombogenic devices requiring longer treatment.

PCl complexity, defined as at least three stents
implanted, at least three lesions treated, bifurcation sten-
ting, total stent length >60 mm and chronic total occlu-
sion as target lesion, has always been considered a major
determinant for DAPT duration. Patients with complex PCl,
prior stent thrombosis and patients with lower-extremities
artery disease should be considered for prolonged DAPT
duration.

A novel set of recommendations now supports
specific decision-making for the timing of elective surgery
and the time of withdrawal of the P2Y12 inhibitor. It is
recommended to maintain treatment with aspirin perio-
peratively in most of the situations when surgical blee-
ding risk allows. The need to interrupt the P2Y12 inhibitor
represents in most cases the limiting step for early elective
surgery after PCI. Elective, nonemergency surgery requiring
P2Y12 inhibitor interruption should be delayed for at least
1 month after stenting, and a delay of 6 months is recom-
mended whenever possible to reduce the risk for recurrent
ischaemic events. When a 6-month delay is not feasible,
European guidelines recommend that early surgery (1-6
months after-PCl) should be considered in patients initially
treated for stable CAD, and may be considered in those
treated for an ACS."? American guidelines (2016)* are less
permissive and differentiate between DES and BMS (Table
6). However, such surgical procedures should be perfor-
med in hospitals where catheterization laboratories are
available 24/7, so as to treat patients immediately in case
of perioperative thrombotic events.'

In order to reduce intra-operative bleeding, tica-
grelor should be interrupted at least 3 days, clopidogrel
at least 5 days and prasugrel at least 7 days before sur-
gery. If both oral antiplatelet agents have to be disconti-
nued perioperatively, a bridging strategy with intravenous,
reversible glycoprotein inhibitors, such as eptifibatide or
tirofiban, may be considered especially if surgery has to
be performed within 1 month after stent implantation
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or patients with a very high risk of stent thrombosis. The
P2Y12 inhibitor, when still indicated, should be restarted
as soon as deemed safe and when the operative bleeding
risk is controlled.?

Therefore, a dedicated perioperative protocol that
summarizes the evidence and provides a pragmatic guide
for everyday clinical practice is welcome, showing the need
for an update on Anesthesiology recommendations on this
topic.>%7 However, a multidisciplinary approach is always
appropriate to determine the best individual strategy.

REFERENCES

1. Valgimigli M, Bueno H, Byrne RA et al. 2017 ESC focused
update on dual antiplatelet therapy in coronary artery disease
developed in collaboration with EACTS: The Task Force for
dual antiplatelet therapy in coronary artery disease of the
European Society of Cardiology (ESC) and of the European
Association for Cardio-Thoracic Surgery (EACTS). European
Heart Journal. 2018;39(3):213-60.

2. Neumann FJ, Sousa-Uva M, Ahlsson A et al. 2018 ESC/EACTS
Guidelines on myocardial revascularization. The Task Force on
myocardial revascularization of the European Society of Car-
diology (ESC) and European Association for Cardio-Thoracic
Surgery (EACTS). Developed with the special contribution of
the European Association for Percutaneous Cardiovascular
Interventions (EAPCI). European Heart Journal (2019) 40,
87-165.

3. Levine GN, Bates ER, Bittl JA, et al. 2016 ACC/AHA Guideline
Focused Update on Duration of Dual Antiplatelet Therapy
in Patients with Coronary Artery Disease: A Report of the
American College of Cardiology/ American Heart Association

Task Force on Clinical Practice Guidelines. An Update of the
2011 ACCF/AHA/ SCAI Guideline for Percutaneous Coronary
Intervention, 2011 ACCF/AHA Guideline for Coronary Artery
Bypass Graft Surgery, 2012 ACC/AHA/ACP/AATS/PCNA/
SCAI/STS Guideline for the Diagnosis and Management of
Patients With Stable Ischemic Heart Disease, 2013 ACCF/AHA
Guideline for the Management of ST- Elevation Myocardial
Infarction, 2014 AHA/ACC Guideline for the Management of
Patients With Non- ST-Elevation Acute Coronary Syndromes,
and 2014 ACC/AHA Guideline on Perioperative Cardiovascu-
lar Evaluation and Management of Patients Undergoing Non-
cardiac Surgery. Circulation 2016;134: e123-55.

Borrego A, Cruz G, Duarte L et al. Protocol for a perioperative
approach to patients with coronary stents undergoing non-
-cardiac surgery. Revista Portuguesa de Cirurgia Cardiotora-
cica e Vascular (2020);27(2): 97-103.

Kristensen S, Knuuti J, Saraste A et al. 2014 ESC/ESA Guide-
lines on non-cardiac surgery: cardiovascular assessment and
management. The Joint Task Force on non-cardiac surgery:
cardiovascular assessment and management of the Euro-
pean Society of Cardiology (ESC) and the European Society of
Anaesthesiology (ESA). European Journal of Anaesthesiology
2014; 31:517-573

Fonseca C, Alves J, Araujo F et al. Manuseio peri-operatério
dos doentes medicados com anticoagulantes e anti-agre-
gantes plaquetarios: resultado da 3a reunido de Consenso
da Sociedade Portuguesa de Anestesiologia. Conselhos da
Sociedade Portuguesa de Anestesiologia. Revista Sociedade
Portuguesa Anestesiologia (2014); 23 (3):76-93.

De Hert S, Staender S, Fritsch S et al. Pre-operative evalua-
tion of adults undergoing elective noncardiac surgery. Upda-
ted guideline from the European Society of Anaesthesiology.
Eur J Anaesthesiol 2018; 35:407-465.

82 | Volume27-N.22




