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Clinical Guidelines Summary 
Aspirin and P2Y12 Inhibitors: Aspirin and Clopidogrel, Prasugrel or Ticagrelor
There is a risk of adverse cardiovascular events if antiplatelet agents are omitted which must 
be balanced with the risk of bleeding if the antiplatelet agents are continued. Aspirin can be  
continued without interruption in almost all surgery except situations below.
There are exceptions for surgery in confined spaces. These include brain and medullary canal. 
Note that these are not routinely performed in Lanarkshire. In prostate surgery where aspirin in 
dose >75mg this should be should be reduced to 75mg.
With clopidogrel, prasugrel or ticagrelor (‘cousins’ of Clopidogrel) there is a risk of spinal or 
epidural haematoma if continued prior to neuraxial anaesthesia (spinal or epidural). Aspirin is 
considered safe as monotherapy in neuraxial techniques.

Step 1: Assess bleeding risk of surgery

Any of the following
1. Cutaneous lumps
2. Cataracts
3. Colonoscopy 
    (If no biopsy)
4. Cephalic Fistula
5. Dental

LOW RISK

Continue Clopidogrel/
cousin of

Low
Low risk of 
thrombotic 
event’ stop 

CLOPIDOGREL/
COUSINS for              

7 days and replace 
with ASPIRIN

Step 2: Assess Thrombotic Risk

High
If patient having Carotid Endarectomy only:
DAPT should and can continue.

FOR ALL OTHER SURGERY
Consider indication for antiplatelets:

1. 	 Recent Stroke
	 Patient usually on DAPT for 3/52
	 • <3/52 - Surgery should be deferred unless very urgent. If so, joint
	 	 risk/benefit discussion with stroke physician/Anaes/surgeon should take 

place and a plan made
	 Patients usually continue on Clopidogrel monotherapy after 3/52
	 • >3/52 bridge with aspirin 75mg od (or Dipyridamole Modified Release 

200mg bd if aspirin intolerant)

2. 	 Recent MI/ACS
	 • <4/52 - Surgery should be deferred unless very urgent. If so, then joint 	

		 discussion with surgeon, cardiologist and anaethetist should take place 
		 and plan made.

	 • >4/52 but <3/12 Discuss with cardiologist
	 • >3/12 check letter pertaining to ACS event. If straightforward, should be 	

		 stoppable. If significant disease, DAPT may have been recommended 
		 for 6/12 min.

If in doubt d/w cardiologist

Anything else
HIGH RISK
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Perioperative advice for P2Y12 Inhibitors: Clopidogrel and cousins/(Prasugrel/Ticagrelor):



Antiplatelet agent

Glycoprotein IIB/IIIA inhibitors 
In general, the cardiac surgical and interventional radiology literature recommend that elective 
surgery should be delayed in these patients. Discuss with Cardiology/Vascular surgeon/Cardiac 
surgeon who started agent 
GP IIb/IIIa antagonists are contraindicated within 4 weeks of surgery, should one be administered 
in the postoperative period (after a neuraxial technique), it is recommended that the patient be 
carefully monitored neurologically.
Delay emergency surgery if possible, check platelet and coagulation status pre theatre 

When to stop Advice for surgery

Aspirin

Clopidogrel 

Prasugrel 

Ticagrelor 

Can continue – see above for exceptions

7 days - if flow chart in agreement

7 days - if flow chart in agreement

5 days - if flow chart in agreement

Glycoprotein IIB/IIA Inhibitor Advice for Surgery

Abiciximab 

Eptifibatide 

Tirofiban 

Delay for 48 hours after administration. Within 12 hours of 
administration would likely require platelet transfusion

Delay for 8 hours after administration

Delay for 8 hours after administration

Adenosine reuptake inhibitors, Platelet reducing agents and Phosphodiesterease Inhibitors 

Agent Advice for Surgery

Dipyridamole 

Anagrelide 

Cilostazol 

Can continue 
Except in some spinal, ophthalmology and neurosurgical 
procedures stop day before 
Discuss with haematologist – platelet count should increase 
within 4 days of stopping 
Stop for 7 days 

RESTARTING ANTIPLATELETS
In most cases the antiplatelet medication should be restarted the morning after surgery unless there 
are ongoing bleeding concerns. In this case the surgeons will direct the drug to be withheld.
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2.	 You can include additional appendices with complimentary information that doesn’t fit 
into the main text of your guideline, but is crucial and supports its understanding.

	 e.g. supporting documents for implementation of guideline, patient information, specific 
monitoring requirements for secondary and primary care clinicians, dosing regimen/
considerations according to weight and/or creatinine clearance.
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