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Perioperative Anticoagulation of Cardiovascular Implantable Electronic Devices
Implantation in Patients Receiving Long-term Anticoagulant Therapy
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[ Abstract ] A large proportion of patients who require cardiovascular implantable electronic devices( CIED) implantation surgery are
receiving long-term anticoagulant therapy, undertaking risks of both hemorrhagic and thromboembolic events during perioperative period.
Most guidelines recommend altering anticoagulant regimens according to thromboembolism risks. The use of perioperative heparin bridging or
dual antiplatelet therapy significantly increases the risk of pocket-hematoma. Warfarin continuation appears promising in terms of balancing

the pros and cons. This article aims at reviewing the current status and potential development of CIED perioperative management of anticoag-

ulant therapy.
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