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Introduction: Given the increasing occurrence of pregnancy at a relatively older age
in the current clinical practice, many therapeutic approaches characteristically used
in the elderly population are becoming an important consideration point for the clinicians.
Antiplatelet drugs: The safety of antiplatelet drug administration in pregnancy should
be brought into a sharper focus regarding both mother and child. It is a complex clinical task since the pregnancy is followed by many changes potentially affecting the
drug choice – increased blood coagulability, changes in platelet aggregation, and pharmacokinetic alternations of the drug itself. Acetylsalicylic acid, as the most commonly
used antiplatelet drug, appears to be mostly safe and effective for mother and fetus
in many conditions occurring during pregnancy when used in low doses. However, although considered generally safe, its use requires careful approach due to many drug
and pregnancy specificities. On the other hand, evidence showing adequate clinical
use of P2Y12 receptor antagonists (clopidogrel, ticagrelor, prasugrel, and ticlopidine)
are scarce. Cases showing their use in clinical practice are emerging and the future
practice and treatment approach might be changed with the new cases becoming
available.
Conclusion: Regardless of the drug, pregnancy itself and any indication for the treatment used in this patient population are typically complex and require well-coordinated management by the interdisciplinary clinical team.
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INTRODUCTION
Considering the increase of the relatively
older population of pregnant women the use
of antiplatelet therapy in pregnancy is an important discussion point for the clinicians
[1,2]. The most often indications for the use of
these drugs in pregnancy are: angina pectoris,
myocardial infarction, ischemic cerebrovascular insult, additional therapy for the prevention of mechanical valves thrombosis or as a
monotherapy in case of biological heart valves
three months after surgery (acetylsalicylic acid
only), preeclampsia, prevention of the placental thrombosis and miscarriage, intrauterine
growth restriction (IUGR) associated with
placental insufficiency, antiphospholipid syndrome, sticky platelets syndrome, thrombophilia, and secondary prophylaxis after coronary bypass surgery [1, 3, 4, 5].
Description of all the changes occurring in the pregnancy that may affect the
choice of the drug is out of the scope of this
article but clinicians should always be aware of
the common pharmacokinetic changes such
as an increase in the activity of liver enzymes,
increased degree of glomerular filtration, increase in plasma volume, changes in protein
binding and reduction of serum albumin
levels [1]. Besides these changes, various risk
factors such as smoking [6], hypertension, diabetes, dyslipidemia, thrombophilia, infections,
etc. that may cause cardiovascular pathologies
in pregnant women should also be assessed on
an individual patient basis [1].
The following text provides a review of the most commonly used antiplatelet
medicines focusing on their efficacy and safety
when used in pregnancy and lactation.
The description of each presented
Table 1. FDA pregnancy categories
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drug given in the following text will reflect
on the previously used pregnancy categories
developed by the Food and Drug Administration (FDA). Meaning of each such category is
shown in the Table 1. [7].
It should be emphasized that although these categories may be useful for initial clinical decision making, their use should
always be done only considering the complete
clinical setting of each patient individually.
For this reason, FDA recommended that these
categories should be replaced with a complete
drug information, which describes different
and complex nature of each drug when used
on the pregnancy, leaving the final decision on
the prescriber [8].

ANTIPLATELET DRUGS
Acetylsalicylic acid
The safety of both mother and fetus should be
observed when considering the use of acetylsalicylic acid in pregnancy (FDA classified it in
the category D) given that acetylsalicylic acid
crosses placental barrier [9].
The large meta-analysis which included 32 217 pregnant women showed that
the use of 50 - 150 mg of acetylsalicylic acid
as a monotherapy (98% of women whereas the
rest used combined therapy with dipyridamole) does not pose a statistically significant
greater risk of developing postpartum hemorrhage in mother. Namely, postpartum hemorrhage (defined as bleeding equal to or greater
than 500 ml) occurred in 15% of patients, regardless if they used acetylsalicylic acid or not
[10]. Similar to the aforementioned results, the

Pregnancy category

Description

A

Adequate and well-controlled studies have failed to demonstrate a risk
to the fetus. Potential for harm is minimal.

B

There are no adequate studies in humans, but animal reproduction studies have failed to demonstrate a risk to the fetus.

C

Although animal reproduction studies have shown an adverse effect
on the fetus and there are no adequate and well-controlled studies in
humans, potential benefits of the use in clinical settings may outweigh
the risk of the use.

D

Positive evidence of the risk on humans is evident and studies both in
humans and in animals have shown potential harm. However, they can
be used in potentially life-threatening states and if there is no safer
alternative.

X

Contraindicated in pregnancy. Animal and post-marketing studies have
shown that negative effects on the fetus outweigh the benefit.

Volume 7 • Number 2 • August 2020 • HOPH

Antonijević NM et al: Complexities of Oral Antiplatelet Drugs Use in Pregnancy

large review article shows that the use of low
doses of acetylsalicylic acid or dipyridamole
in 25806 pregnant women does not carry a
statistically significant greater risk of placenta
abruption when compared to placebo [11].
Based on the results obtained more
than twenty years ago in the big, randomized,
double-blinded study the use of low doses of
acetylsalicylic acid (60 mg) as a treatment for
preeclampsia was found to be safe from the
aspect of congenital malformations, major
motor deficit, and severe neuromotor or developmental delay both during pregnancy and
in early childhood [12].
However, it should be emphasized
that the doses of 60 mg of acetylsalicylic acid,
although used in the aforementioned study are
not readily available as the low-dose acetylsalicylic acid is typically sold in the dosages of 75
mg, 81 mg, and 100 mg. Another potentially
interesting dosage form, although not studied
in the pregnancy, might be intravenous acetylsalicylic acid which provides more rapid and
consistent platelet inhibition compared to oral
acetylsalicylic acid [13]. Of note, it is considered that dose as low as 50 mg used daily may
be sufficient for the anti-thrombotic effect
[14].
One of the biggest clinical dilemmas
when considering the use of acetylsalicylic
acid is its effect on the closure of ductus arteriosus. The research which studied the effect
of acetylsalicylic acid on the antenatal closure
of ductus arteriosus was in situ study on 511
stillborn, where 15 was found to have premature closure of ductus arteriosus. However, the
study concluded that acetylsalicylic acid was
not a cause in any of these cases, but that they
occurred as a combination of various factors
- intrauterine infection (60%), umbilical cord
abnormalities (67%), and retroplacental hem-

orrhage (87%) Besides, Doppler blood flow
measurement was also used in other studies to
assess the blood flow through fetal ductus arteriosus [15]. One such study analyzed blood
flow in 106 pregnancies in which acetylsalicylic acid was not used and in 65 where the
low dose of acetylsalicylic acid (80 mg or 100
mg) was taken during the pregnancy. The result indicated no hemodynamic changes in the
ductus arteriosus [16].
Besides being relatively safe in pregnancy, acetylsalicylic acid is also effective in
achieving better pregnancy outcomes, especially in conditions such as preeclampsia
which presents one of the most common indications for the use of acetylsalicylic acid in
this patient population. A recent meta-study
included the results of 3168 pregnancies from
the randomized clinical trials. Acetylsalicylic
acid was used in the early stages (week 16 or
earlier) of pregnancies, which carried the risk
of preeclampsia. Results indicated that such
use of acetylsalicylic acid positively affected
adverse pregnancy outcomes, both for mother (gestational hypertension and premature
delivery) and for the newborn (intrauterine
growth retardation, intrauterine death and
decreased baby weight and development). A
subgroup of 864 babies born by the mother
of higher preeclampsia risk had 110.44 grams
higher body weight when acetylsalicylic acid
was compared to placebo [17].
However, besides previously mentioned results that present the safe use of low
acetylsalicylic acid doses in pregnancy, a meta-analysis that included eight studies showed
that the use of acetylsalicylic acid during the
first pregnancy trimester may cause more often gastroschisis in the exposed babies. On the
other hand, we stress out that the adequacy of
included studies is debatable. In one of eight
Indication

Class of
Evidence

Level of
Evidence

Low dose acetylsalicylic acid (100-150 mg daily) has
been recommended for pregnant women with a moderate to high risk of developing preeclampsia from 12th to
36th or 37th weeks.

Hypertension
and
pre-eclampsia

I

A

In patients with coronary artery disease treated with
stent implantation, acetylsalicylic acid in combination
with clopidogrel represents the antiplatelet therapy of
choice.

Coronary artery
disease

/

/

Prophylaxis in
mechanical
prostheses

/

Guideline/Comment

The addition of low dose acetylsalicylic acid to vitamin K antagonists or heparins in pregnant women with
prosthetic valves has no proven advantage in preventing
valvular thrombosis, but may contribute to the risk of
maternal bleeding, including fatal side effects.

www.hophonline.org

/

Table 2. ESC guidelines for the
use of acetylsalicylic acid in
pregnancy
Classes of recommendation:
Class I – Evidence and/or general agreement that a given
treatment or procedure is beneficial, useful, effective.
Level of evidence:
A – Data derived from multiple
randomized clinical trials or
meta-analyses
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of these studies, the mothers were of low socioeconomic status and abused some drugs.
Other antipyretics may have caused the gastroschisis in other studies, whereas in two
more of the analyzed studies the problem of
objectivity was stressed out as the healthy babies were used as a control group [18].
Some studies imply that the use of
acetylsalicylic acid during pregnancy may
lead to orofacial cleft (cleft lip and cleft palate). Although such risk cannot be completely
disregarded, the study examining reports from
the Hungarian national registry of congenital
anomalies in 3415 babies showed that orofacial cleft was not more common in newborns
whose mothers used acetylsalicylic acid during pregnancy. The same study showed similar
results for neural tube defects and gastroschisis
[19]. It should be underlined that the problem
of assessing the results of the aforementioned
study is the lack of information regarding the
dose and duration of acetylsalicylic acid treatment.
Based on the available safety and efficacy data the competent organizations developed clinical guidelines regarding the use of
acetylsalicylic acid in pregnancy. Guidelines
from the European Society of Cardiology
(ESC) are presented in the table 2 [1].
Besides previously mentioned European guidelines, American College of Chest
Physicians (ACCP) also gives set of recommendations for the use of acetylsalicylic acid
during pregnancy that can be seen in table 3
[20].
From the perspective of the population presented in this article, we would also like
to mention the assisted reproductive technology (ART) as the common indication for the
use of acetylsalicylic acid in women. For this
indication, low doses of acetylsalicylic acid are
used for varying duration. However, despite
the wide use in this technique, evidence supporting its effectiveness for the primary end
Table 3. ACCP guidelines for
the use of acetylsalicylic acid
in pregnancy
Grading scheme:
Grade 1 – Strong recommendation;
Grade 2 – Weak recommendation.
Level of Evidence:
Grade B – Moderate;
Grade C - Low.
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outcome of live births was not shown in the
recent systematic review that collected data
from the thirteen randomized clinical trials
involving a total of 2653 participants [21].
Although not specific for the population of pregnant women, the possible adverse
effect of acetylsalicylic acid is upper gastrointestinal toxicity. Studies conducted specifically
in pregnant women regarding the gastrointestinal toxicity were not identified, but data from
the general population is available. A study
which included 10 000 subjects, of which 8106
agreed to participate has shown that upper gastrointestinal symptoms occurred in 15.4% of
patients receiving low dose acetylsalicylic acid
(doses ranging from 75 to 325 mg). The most
common complaint was gastroesophageal reflux, accounting for up to 70% of reports [22].
Despite presenting this kind of data we suggest
using clinical judgement. The most important
predictor of possible gastrointestinal adverse
effects was prior history of dyspeptic disorders. Furthermore, although discontinuation
of acetylsalicylic acid may attenuate gastrointestinal complaints, in patients with significant
cardiovascular disease risk it increases the risk
of all-cause mortality [23].
Commonly used prophylactic treatment for the gastrointestinal symptoms caused
by acetylsalicylic acid are proton pump inhibitors (PPI). A recent meta-analysis showed that
PPI may carry an increased risk of causing
congenital malformations of the fetus. However, such malformations were not specified, and
it was shown that their use does not correlate
with miscarriage, neonatal death, and preterm
delivery [24]. When taken in the early stages
of pregnancy, PPI are considered to possibly
cause either early or late preeclampsia. Interestingly if used after 28th week of gestation,
these drugs decreased the risk of developing
preterm (earlier than 37th pregnancy week) or
early (earlier than 34th pregnancy week) preeclampsia, which may be a consideration for

Guideline/Comment

Indication

Grade

For pregnant women with prosthetic valves and a high risk of
thromboembolism, the addition of low doses of acetylsalicylic
acid (75-100 mg daily) has been recommended

Prophylaxis of
mechanical
prostheses thrombosis

2C

For pregnant women who meet the diagnostic criteria of
antiphospholipid syndrome, the addition of low doses of acetylsalicylic acid (75-100 mg per day) with prophylactic use of
heparin has been recommended

Antiphospholipid
syndrome

1B

For pregnant women at risk of preeclampsia, the use of low
doses of acetylsalicylic acid has been recommended, starting
from the second trimester

Pre-eclampsia

1B
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their future use [25].
Although not specifically studied in
pregnant women surgeries, acetylsalicylic acid
may be considered for use in venous thromboembolism prophylaxis in persons with a lower
thrombotic risk during orthopedic surgery,
bearing in mind that anticoagulant drugs are
key to VTE prevention [26, 27].
As a conclusion, although acetylsalicylic acid is generally safe in pregnancy, because it crosses the placenta [28] and all other
specificities of the given population and the
drug itself, its use requires a careful approach.
P2Y12 receptor antagonists
Percutaneous Coronary Intervention (PCI) is
the treatment of choice in patients with ongoing signs of ischemia and coronary artery
disease, or in those in whom a large, viable
myocardial territory is at risk, such as proximal LAD disease [29]. As the PCI is a standard
treatment approach of coronary artery disease,
the widespread use of dual antiplatelet therapy
(DAPT) consisting of acetylsalicylic acid and
another antiplatelet drug (most often P2Y12
receptor antagonists) in pregnant women has
become more prevalent [30,31]. Such therapeutic choice may be associated with both
higher efficacy but also with the higher bleeding risk. Although not often used in daily clinical practice, platelet function test may help
guide the safe use of antiplatelet drugs [32, 33].
Clopidogrel
Although key clopidogrel clinical trials excluded pregnant women its use is considered
adequate when dual antiplatelet therapy is indicated, considering mostly uneventful case
reports reported in the literature.
According to the Summary of Product Characteristics for clopidogrel, neither
direct or indirect detrimental effects on the
pregnancy course, embryonal, fetal or postnatal development were shown in animal studies. Although SmPC states that clopidogrel is
not recommended in pregnant women due to
lack of randomized trials, based on the current
publications (until June of 2020) clopidogrel is
considered to be the safest and the most often
used drug from the group of ADP inhibitors
[34]. It was categorized as Category B by the
FDA [9]. In the further text, we give a short
description of several clinical case reports.
A less recent case study reported the
www.hophonline.org

complications in the fetus or the newborn,
which could not be clearly related to clopidogrel use. The case describes a thirty-nine-yearold pregnant woman who experienced myocardial infarction in the sixth week of gestation
and was treated with percutaneous coronary
intervention with the use of acetylsalicylic
acid and clopidogrel until delivery. The baby
was born with open foramen ovale (0,2 mm),
restrictive communication of interventricular
muscles and moderate mitral insufficiency
[35].
On the other hand, a review of more
recent articles published in the last five years
describes a case where the clopidogrel was
used during pregnancy as secondary prevention of the stroke where the drug was discontinued one week prior to delivery. Toxicity
was observed neither for the mother nor for
the newborn [36]. In addition, in another case
clopidogrel was used as a treatment of acute
myocardial infarction, but the toxicity could
not be assessed due to elective abortion [37].
Additional case report identified during the
literature search shows a 36 years old pregnant
woman experiencing myocardial infarction 7
months before becoming pregnant. After implantation of a bare metal stent, dual antiplatelet therapy consisting of acetylsalicylic acid
100 mg and clopidogrel 75 mg was started.
However, due to restenosis, the patient suffered another episode of angina due to which
drug-eluting stent (DES) was implanted. Seven
months after the first event, the patient became
pregnant and was admitted to the hospital
where it was decided that acetylsalicylic acid
and clopidogrel are to be continued up to one
year after DES implantation. One week prior
to delivery, acetylsalicylic acid and clopidogrel
were discontinued and replaced with low molecular weight heparin until the delivery. Successful caesarian section was performed and a
healthy child was born [38].
In addition to previously mentioned
case reports, a recent review article also shows
that no reports of fetal or neonatal hemorrhage have been observed so far, mentioning
the best practice of discontinuing clopidogrel
7 days prior to scheduled delivery [9].
According to current recommendations of the European Society of Cardiology,
the use of clopidogrel is allowed in pregnancy
as a treatment of acute myocardial infarction
for the shortest possible period and in case
other treatments cannot be used [1].
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However, variability and resistance to
the use of clopidogrel, one of the most common problems encountered with the use of
this drug, have prompted clinicians to prescribe more potent P2Y12 inhibitors such as
ticagrelor and prasugrel [39] which are described in the following sections.
Ticagrelor
Given the fact that ticagrelor and prasugrel
represent drugs of choice compared to clopidogrel in patients initially treated with PCI
(both stent placement or balloon angioplasty)
[40], cases describing their successful use in
pregnancy are being described, even though
ticagrelor is not recommended during the
pregnancy according to the summary of product characteristics [41]. FDA categorized ticagrelor in the Category C [42].
During the literature search, we have
identified two such cases. The first one shows
the female patient with the history of Behcet
disease experiencing non-ST myocardial infarction treated with implantation of a drugeluting stent through percutaneous coronary
intervention with dual antiplatelet therapy
consisting of acetylsalicylic acid and ticagrelor. Dual antiplatelet therapy was used for one
year – acetylsalicylic acid in the dose of 80 mg
and ticagrelor in the dose of 180 mg (2x90
mg). Despite the opposite recommendations,
the patient became pregnant and decided to
continue with the pregnancy. During the pregnancy the patient was treated with prednisolone (8 mg), acetylsalicylic acid (80 mg), and
bisoprolol (5mg), all administered once daily.
Besides these drugs, the patient also received
ticagrelor in the dose of 180 mg (2x90 mg)
daily, with the plan of continuing it for eight
months and discontinuation seven days prior
to planned delivery. The patient had regular
examinations without any abnormal findings.
Ticagrelor therapy was managed according to
the described plan, being discontinued seven
days prior to delivery. The delivery was inducted and a healthy baby was born, weighing 2645 g. After the delivery, histology testing
of the placenta was performed and no lesions
were identified. However, iron-loaded macrophages in the decidua were observed, indicating antenatal hemorrhage which was not clinically detectable [42].
The other, more recent report of the
use of ticagrelor during pregnancy presents
the woman developing acute myocardial in-
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farction in the twenty-seventh week of gestation. After confirming the infarction, the
patient was treated with intravenous acetylsalicylic acid (500 mg), enoxaparin (10 000
IU), and a loading dose of ticagrelor (180 mg).
Afterwards, two sirolimus-eluting stents were
placed. Considering the high thrombotic burden, unfractionated heparin in combination
with tirofiban was introduced until achieving TIMI 3 flow. The patient was discharged
with dual antiplatelet therapy consisting of
acetylsalicylic acid and ticagrelor. After twelve
weeks, the patient was admitted to the hospital in order to have the Caesarean section performed. In accordance with the recommendations on perioperative management of P2Y12
antagonists[35], dual antiplatelet therapy with
ticagrelor was discontinued five days prior to
delivery and bridging therapy with tirofiban
was administered (intravenous tirofiban in the
dose of 0,4 mg/kg/min during 30 minutes, followed by 0,1 mg/kg/min for the next 96 hours
until 4 hours prior to delivery). Cesarean section was performed without any complications and a healthy baby was born (body mass
3200 g). Subtotal hysterectomy for the atonic
postpartum hemorrhage was also performed.
Tirofiban was continued two hours after the
surgery and stopped after ten hours, at which
time dual antiplatelet therapy with the loading
dose of 180 mg of ticagrelor was reintroduced.
The patient was advised to continue dual antiplatelet therapy for one year. Twenty-seven
weeks after delivery the patient was followed
up and both her and the baby were in good
condition without any health issues [43]. With
the shown cases, we would like to stress out
that up to the date of this publication all clinicians opted for the discontinuation of ticagrelor and bridging the therapy with GP IIb/IIIa
antagonists, following the recommendations
of ESC, although the physician may make appropriate changes to the given recommendations taking into consideration the type of the
surgery and the current clinical course the patient has.
Despite previously described positive
experience with the use of ticagrelor, the European Society of Cardiology advises against its
use in pregnant women until more information is available [1].
Prasugrel
According to the Summary of Product Characteristics for Prasugrel, its use in pregnancy
Volume 7 • Number 2 • August 2020 • HOPH
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is not recommended unless other treatment
cannot be used. Similar to ticagrelor, clinical
studies which would give detailed information
regarding its use in this population are lacking,
although animal studies have not shown negative effects on embryonal, fetal or postnatal
development [44]. It was categorized in Category B by the FDA [9]. However, although its
routine use is not recommended in pregnancy
if there are alternative treatment options, one
individual case report that will be presented
in the future text has been described in the
scientific literature. In this report, Prasugrel
was used as a part of dual antiplatelet therapy
in combination with acetylsalicylic acid after
implantation of two drug-eluting stents. The
initial dose of the administered prasugrel was
60 mg with a maintenance dose of 10 mg daily,
whereas acetylsalicylic acid was given in the
dose of 81 mg daily. The patient was diagnosed
with pregnancy one month later. Despite insufficient information regarding the use of
prasugrel in pregnancy, the patient refused the
abortion and continued her pregnancy concomitantly using dual antiplatelet therapy. The
delivery was performed by Caesarean section
after dual antiplatelet therapy had been discontinued for five days before the surgery [45]. We
point out that European Society of Cardiology
recommends discontinuing prasugrel seven
days prior to surgery [40]. Normal-phenotype
baby weighing 2500 g was born without hemorrhage or signs of any malformations whatsoever. The mother also had not experienced any
complications so the dual antiplatelet therapy
was continued in the aforementioned maintenance regimen [45]. However, despite the
described positive experience, the European
Society of Cardiology still does not recommend the use of prasugrel in pregnancy, until
evidence supporting its safe use emerges [1].
Ticlopidine
Ticlopidine was one of the first used P2Y12
antagonists. However, it is nowadays seldom
used due to rare but possible serious adverse
effects such as neutropenia/agranulocytosis,
thrombotic thrombocytopenic purpura and
aplastic anemia [46]. Another reason for the
more often use of the new P2Y12 receptor antagonists over the ticlopidine is its slower onset
of action [47]. It was categorized as category D
by the FDA [9].
We have identified only one recent
article regarding the use of ticlopidine in
www.hophonline.org

pregnancy. This case presents a woman with
a mechanic aortic valve on warfarin therapy
presenting with the intention of becoming
pregnant. For this reason, warfarin was discontinued and replaced with dipyridamole
300 mg/day, ticlopidine 300 mg/day, and acetylsalicylic acid 81 mg/day. The patient was
admitted in the 36th week of pregnancy when
these antiplatelet drugs were discontinued
and heparin was introduced. Cesarean section
without complications was performed at week
38 of gestation and a healthy baby was delivered [48].
However, since safer alternatives
with more rapid onset of action are available,
ticlopidine is not commonly used in clinical
practice.

CONCLUSION
The use of antiplatelet therapy requires well informed clinical judgement. When considering
the above medication clinicians should always
evaluate the dosage regimen and the duration
of therapy based on the summary of product
characteristics, appropriate guidelines, and
current clinical experiences. Furthermore,
understanding of the risk for the mother and
fetus on the one side and the potential benefit
on the other may guide their adequate use.
According to our study acetylsalicylic acid remains the mainstay drug among antiplatelets
due to long clinical experience. Clopidogrel
can be considered as an alternative when indicated, as the probably safest option in the class
of P2Y12 antagonists. However, as presented in
this review, in certain delicate cases clinicians
may opt to use other P2Y12 antagonists. Indications for their use in pregnancy are typically
complex and should be managed by the interdisciplinary clinical team. As the evidence
regarding more potent antiplatelet drugs
emerges, the current practice may follow the
fast development and the need for the use of
more potent antiplatelets.
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KRATAK SADRŽAJ
Uvod: Povećanjem starosti trudnica u kliničkoj praksi se nameće potreba za primenom lekova koji su se ranije uglavnom koristili u starijim dobnim grupama.
Antitrombocitni lekovi: Posebno je delikatna primena antitrombocitnih lekova
imajući u vidu fokusiranost na sigurnost primene leka kod majke i ploda. Pri tome
treba imati na umu fiziološke promene u trudnica, koje uključuju hiperkoagulabilnost
krvi i promene u agregaciji trombocita, kao i farmakokinetske alteracije primenjenog
leka. Acetilsalicilna kiselina, najpropisivaniji antitrombocitni lek u trudnoći ima relativno dobar sigurnosni profil, kao i efikasnost kada se lek primenjuje u malim dozama.
I pored relativne sigurnosti, primena acetilsalicilne kiseline u trudnoći zahteva poseban oprez u odnosu na sam lek, na specifičnost određene trudnoće i klinički status.
Za razliku od toga, dokazi o adekvatnom efektu inhibitora P2Y12 receptora ( klopidogrel, prasugrel, tikagrelor i tiklopidin) u trudnica su dosta oskudniji. Prikazi njihove
upotrebe u urgentnim slučajevima i kliničkoj praksi su relativno retki, uz isticanje
važnosti usklađivanja potrebe za neophodnom primenom ovih lekova u određenim
situacijama i saznanja o njihovim efektima.
Zaključak: Optimalna primena antitrombocitnih lekova zahteva sagledavanje njihovih svojstava, specifičnosti trudnoće, kliničkog statusa, predviđenih indikacija,
koordinisano lečenje i saradnju multidisciplinarnog tima.
Ključne reči: trudnoća, antitrombocitni lekovi, acetilsalicilna kiselina,
P2Y12 antagonisti
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