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ABSTRACT		

Materials and Methods

An increasing number of dental patients are taking ‘blood
thinner’ medications for various medical conditions. These
drugs interfere with the body’s normal clotting (stopping blood
flow) mechanism. The standard of care has been to stop
the aspirin and warfarin prior to dental procedures involving
bleeding since these drugs are known to affect clot formation
and coagulation. However, the patient is at a greater risk of
developing thromboembolic complications and reinfarcts if these
drugs were discontinue than occurence of excessive bleeding if
they were continued. Bleeding can be effectively managed by
local hemostatic measures.
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Introduction		
An increasing number of dental patients are taking ‘blood
thinner’ medications for various medical conditions. These
drugs interfere with the body’s normal clotting mechanism.
The standard of care followed by physicians and dentists
till now has been to stop the aspirin and warfarin prior to
dental procedures involving bleeding since these drugs are
known to affect clot formation and coagulation. However,
the patient is at a greater risk of developing thromboembolic
complications and reinfarcts if these drugs were discontinue
than occurance of excessive bleeding if they were continued,
The study was carried out to determine, if recent
evidence-based management of patients on aspirin and
warfarin in relation to dental practice is followed by the
dentists and future dentists (interns) of MGM Dental College
and Hospital.
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A questionnaire study was carried out among 150 persons
including the staff, postgraduates and interns of Mahatma
Gandhi Mission Dental College. One hundred and fifty
people of which 82 were interns, 32 were postgraduate
students and 36 were among staff members who were
included in the survey. Total of 10 questions were asked.
They were asked to select the appropriate option for
each question. Questions ranged from awareness of
antiplatelet and anticoagulant drugs to their management
in dental practice.
The questionnaire was as follows:

SURVEY ON MANAGEMENT OF PATIENTS ON
ANTIPLATELETS AND ANTICOAGULANTS IN ORAL
SURGERY
INTERN/ PG/ STAFF
Tick (P) the appropriate option in the box provided
1. Aspirin is
		(a) Antiplatelet
		(b) Anticoagulant
2. How will you manage a patient on aspirin in oral
surgery?
		(a) Refer the patient to the physician
		(b) Stop the drug
		(c) Continue the drug
3. If the physician/dentist decide to stop aspirin therapy
how long before the procedure should it be dis
continued?
(a) 1 day
		(b) 3 days
(c) 5 days
		(d) 7 days
		(e) 9 days
4. Clopidogrel is
		(a) Antiplatelet
		(b) Anticoagulant
5. What is risk of stopping aspirin?
		(a) Thromboembolism
		(b) Malaria
		(c) Pneumonia
		(d) Excessive bleeding
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6. Warfarin is
		(a) Antiplatelet
		(b) Anticoagulant
7. How will you manage a patient on warfarin before
extraction?
		(a) Refer the patient to the physician
		(b) Stop the drug
		(c) Continue the drug
		(d) Carry out a blood test
8. What test will you advice before an oral surgery
procedure if the patient is on warfarin therapy?
		(a) BT
		(b) INR
		(c) CBC
9. Which mouthwash should you prescribe in a patient
on warfarin therapy?
		(a) Chlorhexidine
		(b) Betadine
		(c) Tranexamic acid
10. How will you control bleeding in a patient on
antiplatelets or anticoagulants?
		(a) Local hemostatic measures
		(b) Blood transfusion
(c) Not carry out the extraction in the first place

surgeons can affect the level of anticoagulation in patients
taking warfarin. The medications that can potentiate effects of
warfarin are broad-spectrum antibiotics, like metronidazole,
salicylates, erythromycin. those which antagonize its effects
are steroids, barbiturates, rifampin. Thromboembolic events
are known to occur when warfarin is discontinued in the
perioperative period.2,4,9,12-16
The prothrombin time or International normalized ratio
(INR) must be checked regularly to ensure therapeutic
anticoagulation status.6-11
Thirty percent interns, 50 to 60% were aware that INR
is checked for a patient on warfarfin before any dental
surgical procedure (Graph 2).
ANTIPLATELET THERAPY
Aspirin
Aspirin, acetylsalicylic acid, is a nonsteroidal anti-infla
mmatory drug that exhibits analgesic, antipyretic, anti-infla

RESULTS
•
•

•
•

Only 12% interns, 4% PGs and 22% staff decided to
continue aspirin (Graph 1).
Thirteen to twenty percent of them decided to stop
warfarin before oral procedure. Forty to fifty percent
decided to refer such patients to the physician.
Thirty-two to fifty percent decided to carry out a blood
test for patients on warfarin.
Twenty to thirty percent did not correctly classify
the drugs aspirin and warfarin as antiplatelets and
anticoagulants respectively.

Graph 1: In management of patients on aspirin in dental surgical
procedures (% of interns, staff and postgraduates who decided to
continue aspirin therapy)

DISCUSSION
Anticoagulant Therapy
Warfarin
Patients can require warfarin therapy for various diagnoses,
such as atrial fibrillation, pulmonary embolism, myocardial
infarction, stroke, deep venous thrombosis (DVT) and anti
phospholipid syndrome, or because they have prosthetic
heart valves.1-5
The anticoagulant effect of warfarin takes 48 to 72 hours
to develop fully, with an estimated duration of action of
2 to 5 days and a reported half-life of 2.5 days. However,
several medications commonly prescribed by maxillofacial
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Graph 2: Test adviced before an oral surgical procedure in patients
on warfarin therapy (INR—International Normalized Ratio)
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mmatory and antiplatelet properties. Aspirin has been shown
to be a powerful secondary prevention agent, reducing the
risk of myocardial infarction and ischemic stroke by up to
20% in patients diagnosed with cardiovascular disease.17 Its
mechanism of action involves an irreversible inhibition of
the activity of cyclooxygenase-1 and a modification of the
enzymatic activity of cyclooxygenase-2. Cyclooxygenase
is an enzyme responsible for the conversion of arachidonic
acid to prostaglandins, prostacyclin and thromboxane.
Thromboxane-A2 is a specific eicosanoid lipid found in
platelets important in promoting platelet aggregation over
damaged endothelium in blood vessels.
The irreversible nature of the inhibition of cyclooxygenase
is unique to aspirin among its counterparts.2,17 Platelets are
affected for the life of the cell, and complete reversal of
antiplatelet activity might not occur until approximately
2 weeks after cessation of therapy. The best screening test
to evaluate the effect of aspirin on platelets is the platelet
function analyzer-100, which is equally effective and less
invasive than the Ivy bleeding time. In the past, it has
been commonly recommended that the administration of
antiplatelet drugs should be discontinued 7 to 9 days before
surgery, so that sufficient numbers of normal circulating
platelets can be regenerated. Currently, the discontinuation
of aspirin therapy is rarely recommended.2-16,18
Only 12% interns, 4% PGs and 22% staff decided to continue
aspirin according to the survey (see Graph 1).
CLOPIDOGREL
Clopidogrel is an antiplatelet drug with a mechanism of
action causing irreversible inhibition of an adenosine
diphosphate receptor important in promoting platelet
aggregation and cross-linking of platelets by fibrin. It is
first activated in the liver by cytochrome P450 enzymes and
has an estimated half-life of 8 hours.9 Clopidogrel has been
identified as an independent risk factor for re-exploration
after coronary artery bypass grafting.19
Many patients might be receiving a combination of
antiplatelet drugs (e.g. aspirin and clopidogrel). This combi
nation has been shown to cause bleeding complications
much greater for combined therapy than for single-drug
therapy. No large trials have been performed to evaluate the
risk of bleeding complications with combined antiplatelet
therapy. A recent survey of vascular surgeons showed
that most did not stop the administration of antiplatelet
drugs preoperatively.20
EVIDENCE-Based DENTISTRY
Patients on Aspirin
Ardekian et al conducted a randomized controlled trial
to evaluate the effect of aspirin on bleeding in patient
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undergoing oral surgery. Thirty-nine patients were randomly
divided into two groups: those who stopped aspirin therapy
before procedure and those who continued the aspirin
therapy. All patients were receiving 100 mg of aspirin daily
on a regular basis. Also 1 hour before the procedure, all
patients underwent a bleeding time test. Results showed
that in both groups the bleeding time were within the normal
range and in both groups a local hemostatic method was
sufficient to control bleeding. No episode of uncontrolled
intraoperative or postoperative bleeding were noted. They
concluded that low dose aspirin should not be stopped before
oral surgery and risk thromboembolic, cerebrovascular or
myocardial complications.21
Fifty to sixty percent interns, staff and postgraduate students
correctly identified thromboembolism as the risk of stopping
aspirin (Graph 3).
Minor surgical procedures can be safely carried out
without altering the antiplatelet medication dose. Those
likely to be carried out in primary care (using local hemostatic
measures) will be classified as minor, e.g. simple extraction
of up to three teeth, gingival surgery, crown and bridge
procedures, dental scaling and the surgical removal of
teeth.22
Patients on Warfarin
Evans et al conducted a randomized controlled trial to
investigate whether patients who were taking warfarin and
had an INR within the normal therapeutic range require
cessation of their anticoagulation drugs before dental
extractions. Of 109 patients who completed the trial,
52 were allocated to the control group (warfarin stopped
2 days before extraction) and 57 patients were allocated to
the intervention group (warfarin continued). The incidence
of bleeding complications in the intervention group was
higher (15/57, 26%) than in the control group (7/52, 14%)
but this difference was not significant. Two patients in the
study required hospital review for bleeding and all other
episodes of bleeding were controlled by patients at home.
Continuing warfarin when the INR is 4.1 may lead to
an increase in minor postextraction bleeding after dental
extractions but they found no evidence of an increase in
clinically important bleeding.
They concluded that as there are risks associated with
stopping warfarin, the practice of routinely discontinuing it
before dental extractions should be reconsidered.23
Forty-five percent interns, 60% staff and 75% postgraduate
students identified local hemostatic methods as methods
to control bleeding in patients on antiplatelets and
anticoagulants in dental surgerical procedures (Graph 4).
When more than three teeth need to be extracted multiple
visits will be required. The extractions may be planned to
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Graph 3: Risk of stopping aspirin (thromboembolism)

Graph 5: an overview of the result of the questionnaire

•
•

If INR is <4 carry out extraction. If INR>4 refer to
cardiologist.
Apply local hemostatic measures and give proper post
operative instructions.

CONCLUSION
Based on this survey, there is lack of awareness among
dental professionals practicing dentistry and specialized
dentistry and future dentist (interns) about current evidencebased management of patients on antiplatelets and anti
coagulants (Graph 5).
Graph 4: Methods to control bleeding in patients on antiplatelets
and anticoagulants in dental surgical procedures (local hemostatic
methods)

remove two to three teeth at a time, by quadrants or singly
at separate visits.
Scaling and gingival surgery should initially be restricted
to a limited area to assess if bleeding is problematic.
LOCAL HEMOSTATIC MEASURES
Many different materials have been used as local hemostatic
agents by oral and maxillofacial and trauma surgeons. Sur
geons most often use a hemostatic matrix, such as oxidized
regenerated cellulose, absorbable gelatin, or collagen with
suture applied to the extraction socket. The hemostatic
properties of these agents are based on their ability to activate
the coagulation cascade locally. They have no intrinsic
coagulation factors or activity but are designed to stimulate
clot formation by providing a three-dimensional scaffold
used for clot organization.24-26
SUMMARY
•
•

Do not stop aspirin before dental procedure.
Check INR if patient is on warfarin.
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