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ABSTRACT

Background: Antiplatelets are one of the cornerstones of treatment for
Acute coronary syndrome (ACS), although it is risky in patients with
thrombocytopenia. In choosing antiplatelets, physicians must carefully
weigh the risks of ischemia and bleeding. Case Summary: A 68-year-old
male came to ED with a 2-day history of left-sided chest pain, exacerbated 1
hour before admission. The preliminary ECG revealed ST elevation in lead
V2-V5 and laboratory examination showed low platelets in four days
(32x10%/uL; 29x10%/uL; 47x10%uL; 87x103%/uL). The patient received a
loading dose of Aspirin 160 mg. However, Clopidogrel 1x75mg was
administered on the second day of treatment. After 5 days of treatment, the
patient's condition improved, and his platelet count increased steadily.
Conclusion: Antiplatelet therapy is required to avoid ischemic
complications, but it enhances the risk of bleeding in individuals with
thrombocytopenia. There have been few studies on the use of antiplatelets
in thrombocytopenia. Monotherapy is preferred over dual therapy, however
the risk/benefit ratio, clinical response, and monitoring for bleeding issues in

the patient must all be considered.

1. This case illustrates that cautious antiplatelet monotherapy may be a viable strategy in ACS patients
with thrombocytopenia. In this 68-year-old with ST-elevation Ml and platelets <50x103%/uL, delayed
Clopidogrel monotherapy—guided by clinical stability and rising platelet counts—Iled to improvement

without bleeding complications.
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Introduction

Acute coronary syndromes (ACS) require

immediate and adequate treatment. Dual
antiplatelet therapy (DAPT) is necessary in ACS but
carries risks in patients with thrombocytopenia.
Clinicians face a unique challenge in managing this
condition because of the increased risk of bleeding
and, paradoxically, ischemic eventslll. Medications
to prevent coronary occlusion pose the danger of
uncontrolled bleeding, necessitating clinicians to
balance the risk of ischemia and hemorrhage
carefully. Many considerations are needed when
using antiplatelets in thrombocytopenia patients
because there are still no definite guidelines!?.
Although there are no specific guidelines, it is
generally believed that no limitations to the general
ACS treatment protocol should be applied if the
platelet count is greater than 30-50 x 10%L (defined
as mild to moderate thrombocytopenia), except
when using (still based on minimal evidence)
clopidogrel as the preferred P2Y12 inhibitor over
more potent agents, i.e. prasugrel or ticagrelor.
According to various studies, the management of
ACS patients with thrombocytopenia, particularly
severe thrombocytopenia, is challenging especially
when percutaneous coronary intervention (PCI) is
requiredi>3l. As a result, we tried to determine how
to balance the benefits and risks of antiplatelet

therapy in patients with ACS and thrombocytopenia.

What should be emphasized is the need to weigh
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therapeutic effectiveness and safety in this crucial

clinical challenge.

Case Presentation

A 68-year-old man complained of left-sided chest
pain for 2 days, which worsened 1 hour before
admission. His chest pain radiated to the
epigastrium accompanied by cold sweat, nausea,
dizziness, and fever. He had a history of
hypertension, diabetes, and CKD since 2008. He
received Insulin 3x10 IV,

routinely Aspart

Amlodipine, and Candesartan. Physical
examination revealed normal vital signs: BP 110/60
mmHg, HR: 68 x/min, RR: 20 x/min, T: 36°C, SpO2:
98%. There is no chest wall retraction. Normal
vesicular breath sounds without rales or wheezing.
Single S1 and S2 sounds were normal without any
murmurs. But, the patient complained of epigastric

tenderness. There was no limb edema.

A preliminary 12 lead electrocardiogram (ECG)
examination revealed sinus rhythm, 68 BPM with
ST elevation in lead V2-V5 (Figure 1). Then the
laboratory examination revealed thrombocytopenia
(32 x 103/uL), increasing ureum (43.3 mg/dL), and
creatinine (1.99 mg/dL). The patient was treated
with loading doses of Aspirin 160 mg, ISDN 3x5 mg
(if needed), Bisoprolol 1x2.5 mg, Atorvastatin 1x40
mg, Insulin Aspart 3x10 IU, Pantoprazole 2x40 mg,
Ondancentron 3x4 mg, Antacide 3xCl. Then, the

patient was admitted to the ward for further care.
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Figure 1. ECG at first admission

On the next day, his chest pain had reduced, but he 1x75mg) with ISDN 3x5 mg ~ if needed,

still felt nauseous. Complete blood work was Atorvastatin  1x20 mg, Carvedilol 2x3.125 mg,
performed from the first admission day till the fourth Pantoprazole 2x40 mg, Insulin Aspart 3x10 IU,
day of care. Blood work on the second day revealed Ondancentron 3x4 mg, and Antacids 3Cl1.

a platelet reduction (29 x 103%/uL). The patient was Subsequently, the same medication was

started on DAPT (aspirin 1x80 mg and clopidogrel administrated until the fourth day of care.

Table 2. Blood Work on the second — fourth day in the ward.

Parameters Results Unit Reference Range
Second day Third day | Fourth day

WBC 9.02 8.08 6.12 103/ uL 13.0-18.0
RBC 4.70 4.60 4.35 108/uL 45-6.5
HGB 13.6 13.3 12.6 g/dL 3.8—-10.6
HCT 39.0 39.1 37.1 % 40 - 52

PLT 29 47 87 103/uL 150 — 440
RBG 151 285 214 mg/dL <200

FBG 138 162 141 mg/dL 70-110

On the third day, the patient no longer complained
of chest pain or nausea, although her blood work
still indicated a modest increase in platelets (47 x
108/uL). Then the doctor diagnosed the patient with
dengue hemorrhagic fever. On the next day, his

blood work revealed an increase in platelets over

the previous day (87 x 10%/uL). Then, on the fifth
day, the patient's condition improved and he was

discharged.
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Discussion

The patient's condition, which included STEMI and
thrombocytopenia, prohibited him from receiving
antiplatelet and anticoagulant medications as he
would in a normal population. Based on The
Academic Research Consortium for High Bleeding
Risk (ARC-HBR), the patient had a risk of high
bleeding risk (HBR). Chronic kidney disease (CKD)
and thrombocytopenia (32x103/uL) were the two

main criteria identified in this patient. As a result,

this patient qualifies as an HBR patient.!*!

On the other hand, the use of antiplatelet
medication in ACS patients with thrombocytopenia
is challenging for physicians, due to a higher risk of
bleeding. There are currently few recommendations
for treating this condition. Approximately 5% of
patients with ACS have thrombocytopenia (PLT
<150x10°L), which is often associated with
diabetes, kidney failure, heart failure, or other

cardiovascular disorders.

Patients with severe thrombocytopenia
(<50x109/L), such as this patient, have a higher risk
of mortality. According to reports, one in every four
patients with severe thrombocytopenia does not
survive hospitalization. Some individuals may not
obtain appropriate medications, such as B-blockers
and statins®. However, some evidence suggests
that beneficial effects of drugs such as Aspirine, B-
blockers, statins, angiotensin-converting enzyme
inhibitors  (ACEIs) or

angiotensin 1l receptor
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blockers (ARBs), spironolactone and coronary

revascularization have also been found in the
population of patients with cancer, who commonly

present with thrombocytopenia. 8!

Despite the higher risk of bleeding in these patients,
Aspirin is still given. Aspirin is relatively safe and is
a frequently used combination with DAPTIS. In an

opinion published by the ESC in 2017, the use of

any antiplatelet is not recommended in the
presence of platelets <50x10%uL or active
bleeding!l, Recommendations from Juri et al.

suggest that antithrombotic can be given to
oncology patients with ACS. Because this patient's
platelet count was 32x10%/uL, numerous therapy
options are available, including anticoagulation with
unfractionated heparin (UFH) (dosage of 30 to 50
U/kg) and antiplatelet with DAPT after a risk/benefit
analysis [Aspirin dose (300/75 mg) and Clopidogrel
(300-600/75 mg)]".. Alaa et al. recommended the
use of antiplatelets in thrombocytopenia (range 30-
50x10°/L) with a single antiplatelet medication,
including aspirin or clopidogrel, and postponing
anticoagulation. However, the study only looked at
thrombocytopenia caused by Immune
Thrombocytopenia. If the platelet count exceeds
50x10%L after 48 hours of first therapy, DAPT and
parenteral anticoagulants can be administered(.
Several studies have compared aspirin and

clopidogrel for gastrointestinal bleeding, with aspirin

being preferred over clopidogrel.l®]
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In this case, the patient was given Aspirin 160/80
mg since the first admission and Clopidogrel 1x75
mg on the second day. Several bleeding events
must be assessed during antiplatelet administration
to determine whether the drug can be continued,
including epistaxis, hemoptysis, lower or upper
gastrointestinal bleeding, bleeding from the urinary
or genital tract, and a decrease in hemoglobin
levels of more than 2 g/dL. As a result, it is vital to
review the drugs administered, and whether they
may be continued with dose modifications or
discontinued!”). During hospitalization, there were
no bleeding events and this patient's hemoglobin
level was within normal limits. Because this patient
has CKD, the doses of Aspirin and Clopidogrel
must be adjusted. According to ESC 2023, there
were no dose modifications for aspirin, but there is
not much information available for Clopidogrel
regarding the recommended dose in patients with

CKD stage V or end-stage renal disease.[10:11]

The use of statins in this patient is challenging, due
to his CKD and thrombocytopenia conditions. There
is limited data supporting the use of high-intensity
statins in ACS with CKD. Several studies have
in CKD has a

indicated that statin treatment

renoprotective  effect on  atorvastatin  and

simvastatin, resulting in a lower risk of
hospitalization in patients who have undergone
cardiac catheterization['2-1%1, According to Shouging

et al., statins can alleviate thrombocytopenia in ITP
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patients but do not affect platelet count. However,

the use of statins in cancer patients with
thrombocytopenia resulted in the same favorable

outcomes as in the general population.6.16]

Conclusion

The mortality rate of ACS patients will rise as

thrombocytopenia  progresses. The use of

antiplatelets in patients with HBR, such as
thrombocytopenia, necessitates careful supervision
and consideration of a variety of factors. The use
and dose of antiplatelet medication should be
changed based on the degree of thrombocytopenia.
More randomized trials in this population are
required to generate clinically meaningful
recommendations and to assess the risks and
benefits of taking antiplatelets in patients with

thrombocytopenia.
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