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Letters to the Editor

In Response to: Platelet-Rich Plasma Therapy 
and Antithrombotic Drugs

Dear Editor:

In our recent paper (1) we suggest that antithrom-
botic therapy should be suspended prior to undergoing 
PRP treatment. We thank “Insert authors” for bringing 
up an important counterpoint by citing two publica-
tions by Anitua et al. 

The first article by Anitua et al  (2) showed no dif-
ference in growth factors and degranulation process of 
platelets in patients taking anti-inflammatory and anti-
coagulants.  This study is limited by a very small sample 
size in a narrow patient population (maxillofacial sur-
gery) and a lack of clinical outcomes.  

The second article by Anitua et al (3) provides 
valuable information regarding patients taking a com-
pound similar to warfarin (acenocoumarol) and acetyl 
salicylic acid.  This study, which is also limited by a small 
number of participants and a lack of clinical outcomes, 
only showed a modest effect on platelet growth factors.  

Additionally, both of the Anitua studies utilized a 
method for obtaining PRP that is not necessarily reflec-
tive of the approach typically employed in most clinical 
practice.  

One of the most prominent issues in the rapidly 
growing field of PRP therapy is that there is no stan-

dardization of preparation. However, most classifica-
tions systems (4-6) consider platelets to be an indispen-
sible component of the injectate. This is due to the fact 
that the therapeutic potential of PRP is thought to be 
based on the premise that growth factors from the al-
pha granules of platelets in supraphysiologic amounts 
can augment the healing response (7,8). 

In addition, other elements related to platelets, 
such as platelet activation and concentration may im-
pact the clinical utility of PRP (4) Therefore, until we 
reach a better understanding of the underlying mecha-
nisms involved in PRP induced healing and analgesia, 
it may be prudent to avoid the inhibition of platelets, 
as we recommend. Clearly, we agree that in patients 
where anti-coagulation therapy can not be stopped, as 
in Dr. Di Matteo et al’s study (9), proceeding with PRP 
is still an option. 

Houman Danesh, MD
Mount Sinai Hospital 
5 East 98th St 6th Floor
New York, NY 10029
E-mail: houmanmd@gmail.com
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