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Major thoracic surgery in patients under antiplatelet therapy
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Advances in anticoagulant and antiplatelet regimes are
associated with a significant risk reduction in the occurrence
of thrombotic events. However, this thrombotic protection
may carry an increased risk of bleeding during and after
surgery. Aspirin is the main antiplatelet medication used in
patients with coronary artery disease, nevertheless there is
a growing evidence demonstrating that the use of the most
potent antiplatelet medication, clopidogrel, on its own or in
combination with aspirin, is more effective in both chronic
and acute settings (1). The most recent recommendation
for patients who have undergone to drug—eluting
coronary artery stent placement advises to receive the dual
antiplatelet therapy for at least 12 months. Dual antiplatelet
therapy has become the mainstay treatment strategy for the
prevention of stent thrombosis. Premature discontinuation
of antiplatelet therapy markedly increases the risk of stent
thrombosis, a catastrophic event that frequently leads to
myocardial infarction and/or death (2). Antiplatelet drug
management in patients with pre-existing coronary artery
diseases remains an important consideration when these
patients require an emergency or major elective operative
procedure. Surgeon often face the dilemma of temporarily
stopping antiplatelet therapy and risking adverse cardiac
outcomes, specifically coronary stent thrombosis, or
continuing treatment, risking increased operative or post-
operative bleeding and its associated consequences (3,4).
Because the lifespan of platelet is 8-9 days, the current
standard of care includes stopping antiplatelet therapy
for 5-7 days before an elective operative procedure or
administering platelet transfusions in patients requiring an
emergency operation when indicated. The French Society
of the Anesthesiology expressed concern for the current
trend of preoperative anti-platelet withdrawal, as there have
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been reports of myocardial infarction and stroke in patients
in whom antiplatelet treatment had been interrupted (5).
A review (6) suggested that aspirin should only be
discontinued in patients with coagulation disorders or when
even small hemorrhage may lead to major complication. No
evidence was found demonstrating any clinically significance
increasing bleeding occurrence caused by aspirin in
cardiovascular, vascular and orthopedic surgery, or after
epidural anaesthesia. Strosber and colleagues (7) in their last
review examined the outcomes of patients holding or under
clopidogrel during the preoperative period. Any significant
increase in adverse patient outcomes was identified in those
patients who received preoperative clopidrogel within this
population. They assert that it appears to be reasonable and
safe to continue antiplatelet therapy with clopidogrel in
this population for elective settings and that preoperative
clopidogrel use does not increase the risk of bleeding in
emergency circumstances. Cerfolio reported in 2010 series
of patients undergoing major thoracic procedures without
antiplatelet drugs interruption (8). The authors conclude
that patients who are receiving clopidogrel, having a
coronary artery stent placed can safely undergo to general
thoracic surgery. Bertolaccini and colleagues (9) showed
in their study that thoracic surgical procedures could be
safely performed in patients receiving antiplatelet therapy
at the time of surgery, with no increased risk of bleeding or
morbidity and no differences in the operative time and the
length of hospital stay.

The major limitation of the published studies is that
they are often retrospective studies, and that the number
of patients underwent surgery without interruption of
antiplatelet drugs is lower than patients who did not stop
antiplatelet drugs. In literature, there are a number of

Transl Cancer Res 2016;5(Suppl 7):S1473-S1475


https://crossmark.crossref.org/dialog/?doi=10.21037/tcr.2016.12.64

S1474

reports advising the reduced risk of myocardial infarction,
thrombosis and stroke by continuing antiplatelet therapy
preoperatively.

As previously stated, there are evidences available
supporting the no-interruption therapeutic choice in open
surgery. However, studies on minimally invasive surgery are
limited.

Fujikawa and colleagues in their work (10) analyzed the
effect of antiplatelet therapy on surgical blood loss and
perioperative complications in n=1.075 patients undergoing
abdominal laparoscopic surgery. They conclude that
abdominal laparoscopic operations have been successfully
performed without any increase of severe complications in
patients with antiplatelet therapy compared with patient
without non-antiplatelet drug. Major lung resection is one
of the most common procedures performed in thoracic
surgery, but it may involve considerable bleeding and
the occasional need for a transfusion and/or reoperation
for bleeding in specific cases (11). Several intraoperative
methods have been used to manage blood loss, including
topical haemostatic agents, bipolar sealers or electrocautery
(12,13). For these reasons, the approach of choice has
always been the thoracotomy. However, the thoracoscopic
approach became more common in recent years also due to
the presence of new hemostatic devices (14).

Since the first VATS experiences were published in early
1990s minor and major anatomic pulmonary resections
performed by a video-assisted thoracoscopic approach
have proved to be safe and feasible. Over the years, VATS
lobectomy has become the standard for the treatment of
early stage non-small-cell lung cancer, with similar long-
term oncological results compared to open lobectomy
ones, ensuring an adequate lymph node dissection better
tolerance and faster delivery to adjuvant chemotherapy (15).
In 2009 Kawachi ez 4/. (16) concluded that pulmonary vessel
injury, longer operation times and greater blood loss have
been frequently observed for VATS lobectomy procedures.
Moreover, a high proficiency is required to perform VATS
lobectomy, and the procedure should be performed by
a well-trained surgeon as indicated by the results of this
study. Furthermore, evidences from literature have shown
that minimally invasive thoracic surgery compared to
thoracotomy significantly reduces morbidity and length of
hospital stay, providing a better quality of life for patients
undergoing lobectomy for lung cancer (17).

In this retrospective study the authors evaluate the safety
of antiplatelet therapy continuation during thoracoscopic
surgery for lung cancer. A total of 164 patients were
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divided into two groups for comparison: 106 patients with
preoperative antiplatelet drug withdrawal (group 1) and
only 58 patients without antiplatelet drug withdrawal (group
2). The analyzed outcomes were operating time, estimated
blood loss, need for transfusion, amount and duration
of chest tube drainage, length of hospital stay, change in
hemoglobin, postoperative morbidity, and post-operative
mortality. The authors conclude that the use of antiplatelet
drug during thoracoscopic surgery for lung cancer could
be safely continued. However, in patients with dual
antiplatelet treatment (aspirin + clopidogrel) is better to
stop clopidogrel and continue aspirin due to the increased
risk of postoperative bleeding. The present study shows
that in patients with dual antiplatelet therapy and pleural
adherence postoperative bleeding is more common. In 2010
Cerfolio showed similar results in patients underwent to
a redo-thoracotomy with dual antiplatelet treatment who
needed a reoperation for postoperative bleeding.

The study presents some limitations, since it is a retrospective
study, with a small sample of patients. However, it confirms
that performing a VATS lobectomy in patients without
interruption of antiplatelet therapy is a safe practice.

Since it has been advised to not discontinue antiplatelet
therapy in high-risk patients, it could be useful to
prospectively investigate on this patients’ category, also
testing the latest hemostatic devices (12,14). Moreover,
patients undergoing to a redo-thoracotomy or patients
with a pre-operative high risk of pleural adhesions may
be considered special classes of patients. Thus, the new
proposed transcollation technology could be prospectively
analyzed in terms of post-operative bleeding occurrence.

In conclusion, the study confirms that antiplatelet
therapy should not be stopped in standard patients
undergoing to thoracoscopic pulmonary lobectomy.
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