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examine the uptake and impact of risk scores on longterm outcomes in CKD patients.
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REPLY: Chronic Kidney Disease and
Antiplatelet Therapy
A Worrying Gap Between Evidence Based Medicine and
Clinical Practice

We thank Lozano and colleagues for their interest in
this subject, and agree that the limited use of potent
antiplatelet therapies in high-risk patients with
chronic kidney disease (CKD) is a concern. In the
PROMETHEUS study, prasugrel was not superior to
clopidogrel, very likely on account of the selection
bias for prescription of potent therapies (1). This bias
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apies is warranted. This may be done with the usage
of thrombotic and bleeding risk scores (7), and plau-

Previous studies have suggested lower rates of opera-

sibly with a case-by-case decision for assessment of

tive mortality for elderly patients >65 years of age

platelet reactivity for identiﬁcation of CKD patients at

undergoing mitral valve surgery in hospitals with

lower risk of bleeding (8), who may then be selected

higher annual volumes and increasing repair rates (1).

for potent therapies. Future studies are necessary to
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