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Abstract

Background: Oral antiplatelet and anticoagulant drugs are widely used in a large number of patients visiting the
dentist, and there has been much controversy over the years towards their clinical management. The aim to carry
out a literature review in order to develop an update on dental management in anticoagulated and / or anti aggrega-
ted patients, focusing on oral surgery.

Material and Methods: A bibliographic search was carried out in PubMed on studies published between January
1, 2018, until December 10, 2020, using the keywords (“antiplatelet” OR “antiplatelets”) AND (“dentistry”), and
(“anticoagulant” OR “anticoagulants”) AND (“dentistry”).

Results: The number of studies included in this review was 13, and the number of patients among all of them was
3.497 patients under treatment with some type of antithrombotic drug, who underwent different oral surgery treat-
ments.

Conclusions: There is a low risk of peri- and postoperative bleeding events during basic oral surgery treatments in
antiplatelet or anticoagulated patients, which can be easily managed through the use of local haemostatic measures.

Key words: Oral surgery, antiplatelet drugs, anticoagulant drugs, dental treatment.
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Introduction

The number of anticoagulated patients is increasing world-
wide every year, representing approximately 1,9% of the
population in Spain, since it is known that today there are
between 800.000 and 1.000.000 patients in Spain recei-
ving chronic treatment with some type of anticoagulant
drug (1). The use of antiplatelet drugs has also increased,
especially as secondary prevention of atherosclerotic di-
sease and because of the higher rate of percutaneous coro-
nary interventions and stent implantation (2). Due to this
growth and the fact that in most cases is usually a chronic
medication, the number of patients who visit the dentist
under antithrombotic treatment is also increasing, being
normally older patients and also suffering from systemic
pathologies in most of the cases (3).

Even though routine dental treatments are usually low-
risk procedures with a little tendency to drawbacks, pa-
tients with bleeding disorders, whether they are inherited
or acquired, require careful attention when assessing the
risk of bleeding; hence a correct surgical management
by the professional can avoid these possible adversities
(3). It is estimated that approximately 1% of the general
population has some type of congenital bleeding disor-
der, so it is not uncommon to manage this type of patient
at the dental practice. (4). For example, treatments for
cardiovascular diseases such as heart valve replacement,
venous thromboembolism, and especially atrial fibrilla-
tion have become something usual, leading to millions of
patients worldwide to whom it is prescribed some kind
of treatment with anticoagulants or antiplatelet drugs to
reduce the risk of thrombosis and the possible sequelae
with a high mortality risk (1). As a consequence of this
situation, different strategies have been reported when
managing antithrombotic therapy at the perioperative
time, like the modification in the administration of the
antithrombotic drug which should be considered in or-
der to prevent or to avoid possible haemorrhagic events
that may take place during or after oral surgery (2,3).
Before any surgical procedure it is important to establish
a proper control of haemostasis, especially in patients
with high risk of bleeding, in which greater caution must
be exercised and all necessary measures must always
be available. Before starting the intervention, the risk
of bleeding should be assessed according to the type of
intervention to be performed, considering as low risk of
bleeding some of the most common treatments in daily
practice such dental extractions, root scaling and im-
plant surgery, and as high risk of bleeding the extraction
of more than 3 teeth, surgical dental extractions, place-
ment of more than 3 dental implants, bone and tissue
grafts, sinus lifting, and bone regeneration techniques.
In cases of low risk of bleeding, altering the dose of the
drug is not usually indicated (3). However, in case that
one or more surgical interventions are required, which
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despite being low risk separately can present a greater
risk of bleeding if performed simultaneously, as well as
in other high risk of bleeding procedures, staging has
been considered as a preventive measure to avoid possi-
ble bleeding events, such as limiting the number of ex-
tractions per visit if multiple extractions are required, or
the realization of a conservative flap design when their
use is required (3,5).

In these cases in which it is necessary to modify any
treatment with antiplatelet or anticoagulants, it is essen-
tial to ask the responsible doctor of that treatment, who
will be the one in charge for its modification or not. Ne-
vertheless, the dentist must take special care in assessing
the risk of thromboembolic events which, although be-
ing rare, can lead to severe complications for the patient.
Therefore, it is important to act with caution since the
risk of thromboembolism increases as the drug is dis-
continued (6-8).

Some authors have tried to categorize the type of sur-
gical haemorrhage according to the perioperative time
when bleeding occurs, being classified as primary when
they take place at the time of surgery, secondary when
they occur in the next hours after the surgery, and re-
active when it takes place up to 2 weeks after surgery,
being normally as a consequence of infectious processes
or persistent inflammation (3,6,9-11).

The aim of this review is to assess the published literatu-
re in order to establish an update on dental management
in anticoagulated and / or anti aggregated patients, focu-
sing on oral surgery.

Material and Methods

A bibliographic search was carried out in PubMed on
studies published between January 1, 2018, until De-
cember 10, 2020, using the filters available in the
mentioned database, marking the fields “humans” and
“custom range” on the date of publication, selecting the
range between the aforementioned years and using the
following keywords: (“antiplatelet” OR “antiplatelets”)
AND (“dentistry”); (“anticoagulant” OR “anticoagu-
lants”) AND (“dentistry”)

The inclusion criteria covered all articles about anticoa-
gulants and / or antiplatelet drugs in dentistry, published
between the mentioned dates, carried out in human pa-
tients, and written in English and Spanish. On the other
hand the exclusion criteria covered articles on animal
studies, those which did not belong to dental practice or
did not deal with antithrombotic drugs in relation to oral
surgery and those which were not case-control studies,
cohort studies or clinical trials.

Any disagreement was resolved through discussion and
consensus between JCT and VSDF. In case a third opi-
nion was required or stalemate, BGN, AED and EJS
were consulted to sort out any discrepancy.
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Results

Using our search strategy, a total of 276 results were ob-
tained. Of these, 42 corresponded to those found using
the keywords “antiplatelet dentistry”, and 234 corres-
ponded to those found using the keywords “anticoa-
gulant dentistry”. After reading the titles, 12 of the 42
results obtained using the keywords “antiplatelet den-
tistry” and 29 of the 234 obtained using the keywords
“anticoagulant dentistry” were selected (Fig. 1). The di-
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Fig. 1: Flowchart.

fference between the number of articles found and the
number of selected in each group is due to the fact that
in the search using the keywords “anticoagulant dentis-
try”, the same results were also obtained in the previous
search using the keywords “antiplatelet dentistry”, in
addition to a large number of studies of antithrombotic
drugs in relation to other systemic conditions, general
surgery which did not concern to dental setting, haema-
tology and cardiovascular medicine, tests and methods
for assessment in anticoagulation and antiaggregation,
among others.

Of the 41 articles selected based on the title, 7 were dis-
carded for being duplicates, 4 for being written in a di-
fferent language than those previously established in the
inclusion criteria, 5 for being systematic reviews, 2 case
reports, 2 surveys, 2 author opinions, and 3 for not dea-
ling with oral surgery. Subsequently, the remaining 16
studies were read in full text and other 2 were excluded;
one of them was based on platelet aggregometry as an in
vitro test to predict the risk of bleeding and for screening
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the efficacy on platelet inhibition, evaluating its useful-
ness in general surgery. The other one dealt with the
platelet reactivity index, platelet function analysis, and
the realization of a visual analogue scale as a method to
measure the bleeding index in patients under antiaggre-
gation who received dental implants (Fig. 1).

Finally, the number of studies included in this review
was 13: 9 of them were designed retrospectively (3,5,7-
11,14,16), 3 were carried out prospectively (12,13,15),

“antiplatelet” OR “antiplatelets” AND “dentistry” 42 results
“anticoagulant” OR “anticoagulants” AND “dentistry” > 234 results

“antiplatelet” OR “antiplatelets” AND “dentistry” =12 results
“anticoagulant” OR “anticoagulants” AND “dentistry” = 29 results

Repeated:7

Written in another language: 4
Systematic review / meta-analysis: 5
Case report: 2

Inquiry:2

Author's opinion: 2

Do not discuss oral surgery: 3

Lack of data: 3
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and 1 did not specify the type of study (6) (Table 1).
Each study was conducted in a single clinical centre and
treatments were performed by different operators inclu-
ding specialists, students, residents, and general dentists
(Table 2). Among the 13 studies, 2 compared antiplatelet
drugs (3,9), 8 compared anticoagulants (5,8,10-15), and
3 compared both antiplatelet and anticoagulant drugs
(6,7,16). The number of patients among all the studies
added up to a total of 3497 patients who underwent di-
fferent oral surgery procedures, being dental extractions
the most frequent (3,5-16). Other oral surgery treat-
ments performed were the placement of dental implants
(3,11,14,16), root scaling (11,16), sinus lift (3,16), cyst
enucleation (3), alveoloplasty (3,14), vestibuloplasty
(3), biopsies (3), and tori removal (14) (Table 1).

In one study 3 different antiplatelet drugs were compa-
red and analyzed, in addition to a fourth group with dou-
ble antiplatelet therapy (3), while in another only ASA
(Acetylsalicylic Acid) was compared with clopidogrel
(9). In 3 studies (6,7,16), 2 or more antiplatelet drugs
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Table 1: Treatments carried out according to the study.
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Doganay O, et al. (3) YES YES YES NO YES | YES | YES | YES | YES | YES NO
Rubino R.T. et al. (16) NO NO NO YES | YES | YES | NO NO NO NO NO
LuS (6) YES YES YES NO NO NO NO NO NO NO NO
Rocha A.L. et al. (7) YES YES YES NO NO NO NO NO NO NO NO
Tang M, et al. (9) YES YES YES NO NO NO NO NO NO NO NO
Berton F, et al. (12) YES NO YES NO NO NO NO NO NO NO NO
Yoshikawa H, et al. (13) | YES YES YES NO NO NO NO NO NO NO NO
Miller S.G. & Miller YES YES YES NO YES | NO NO YES | NO NO YES
C.S. (14)
Lababidi E, ez al. (8) YES YES YES NO NO NO NO NO NO NO NO
Cocero N, et al. (5) YES YES NO NO NO NO NO NO NO NO NO
Miiller M, et al. (10) YES YES NO NO NO NO NO NO NO NO NO
Kwak E.J. et al. (11) YES NO YES YES | YES | NO NO NO NO NO NO
Rocha A.L. et al. (15) YES YES NO NO NO NO NO NO NO NO NO
Table 2: Sample of patients and number of interventions performed.
Study Design Operator Sample patients Interventions
carried out
Doganay O, et al. (3) Retrospective Specialist n=222 Not specific
Rubino R.T. et al. (16) Retrospective | Students, residents, and dentists n=456 867
LuS (6) Not specific Not specific n=1331 3242
Rocha A.L. et al. (7) Retrospective Not specific n=126 293
Tang M, et al. (9) Retrospective Not specific n=338 469
Berton F, et al. (12) Prospective 1 specialist n=130 130
Yoshikawa H, et al.(13) Prospective Specialist n=367 390
Miller S.G. & Miller C.S. (14) | Retrospective | Multiple non-specific operators n=12 17
Lababidi E, et al. (8) Retrospective | Multiple non-specific operators n=93 112
Cocero N, et al. (5) Retrospective 2 specialists n=100 100
Miiller M, et al. (10) Retrospective Not specific n=64 Not specific
Kwak E.J. et al. (11) Retrospective Not specific n=120 153
Rocha A.L. et al. (15) Prospective Multiple specialists n=138 152

were compared with 1 or more anticoagulant drugs, and
in other 8 studies only anticoagulant drugs were com-
pared (5,8,10-15), being warfarin the only drug studied
in one of them (15). In other 3, only direct-acting oral
anticoagulants were analysed (5,11,14), and in the rest
direct-acting oral anticoagulants were analyzed and
compared with inhibitors of vitamin K, being Warfarin
the main drug used in this group (8,10,12,13).

In 6 of the 13 studies, antithrombotic treatment was not
withdrawn or modified in any patient (3,5,7,12,13,15),
while in other 5 studies it was reported one group of pa-
tients in which the pharmacological treatment was not
modified, and another one in which the drug was discon-
tinued (8,9,11,14,16). Only one of the studies compa-
red two groups depending on whether or not antithrom-
botic treatment was suspended, with a similar number
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of patients in both groups (11), unlike other 4 studies
in which the number of patients was different in both
groups (8,9,14,16). On the other hand, 2 studies did not
specified whether there was any modification or not in
the antithrombotic treatment (6,10) (Table 3).

Management of anticoagulated and antiaggregated patients in dental practice

The most frequent reason for prescribing antithrombo-
tic drugs was atrial fibrillation (5,8,10-14), followed by
deep vein thrombosis (15), coronary stent (3), percuta-
neous coronary intervention (9), atherosclerotic cardio-
vascular disease (7), and prevention of multiple cardio-

Table 3: Classification according to the type of pharmacological treatment analysed.

Study Drugs studied Keep / Stop drug Most frequent reason Bleeding
for prescription measurement
Doganay O, et Antiplatelets Keep Coronary stent According to bleed-
al. (3) (ASA, clopidogrel, ticagrelor, DAPT) ing time
More frequently: ASA (55,4%)
Rubino R.T. et Antiplatelets Keep Stop Not specific No
al. (16) (ASA, Clopidogrel, Ticlopidina, Ti- n=452 =4
cagrelor, Abciximab, Epitifibatide,
Tirofiban, Dipiridamol)
Anticoagulants (Warfarina, Dabigatran,
Rivaroxaban, Apixaban, Edoxaban)
More frequently: ASA
Lu S (6) Antiplatelets (ASA, Clopidogrel) Not specific Primary or secondary According to bleed-
Anticoagulants (Warfarin) prevention of multiple ing time
More frequently: ASA (51,4%) cardiovascular events
Rocha A.L. et Antiplatelets Keep Atherosclerotic cardio- Not specific
al. (7) (ASA, Clopidogrel) vascular disease
Anticoagulants (Warfarin)
More frequently: Warfarin
Tang M, et al. (9) Antiplatelets Keep Stop Percutaneous coronary According to bleed-
(ASA, Clopidogrel) n=10 n=328 intervention ing time
More frequently: ASA
Berton F, et al. Anticoagulants (Dabigatran, Rivaroxa- Keep Atrial fibrillation
(12) ban, Apixaban, Edoxaban, According to used
Warfarin, Acenocoumarol) hemostatic measures
More frequently: Warfarin (Iwabuchi classifica-
tion)
Yoshikawa H, et Anticoagulants (Warfarin, Dabigatran, Keep Atrial fibrillation According to used
al. (13) Rivaroxaban, Apixaban, Edoxaban) hemostatic measures
More frequently: Warfarin
Miller S.G. & Anticoagulants (Dabigatran, Rivaroxa- Keep Stop Atrial fibrillation Not specific
Miller C.S. (14) ban, Apixaban, Edoxaban) n=1 n=9
More frequently: Rivaroxaban
Lababidi E, er Anticoagulants (Dabigatran, Apixaban, Keep Stop Atrial fibrillation According to used
al. (8) Rivaroxaban, Warfarin) NOACs: | NOACs: hemostatic measures
More frequently: Warfarin n=38 n=15
Warfarin: | Warfa-
n=59 rin: n=0
Cocero N, et Anticoagulants (NOACs) Keep Atrial fibrillation According to used
al. (5) More frequently: Dabigatran hemostatic measures
Miiller M, et al. Anticoagulants (NOACs, Phenprocou- Not specific Atrial fibrillation According to bleed-
(10) mon) ing time
More frequently: Phenprocoumon
Kwak E.J. et al. Anticoagulants (NOACs: Dabigatran, Keep Stop Atrial fibrillation According to bleed-
(11 Rivaroxaban, Apixaban, Edoxaban) n=50 n=70 ing time
More frequently: Apixaban
Rocha A.L. et al. Anticoagulants (Warfarin) Keep Deep venous thrombosis | Quantitative measure-
(15) More frequently: Warfarin ment by storage of
suctioned fluids dur-
ing surgery

*ASA: Acetylsalicylic Acid, *DAPT: Dual Antiplatelet Therapy, *NOACs: Non-Vitamin K antagonist Oral Anticoagulants
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vascular events (6). Only one study did not determine
a specific cause for the prescription of these drugs (16)
(Table 3). The most widely used antiaggregant was ace-
tylsalicylic acid (3,6,9,16), and in the case of anticoagu-
lants, warfarin was the most widely used (7,8,12,13,15)
(Table 3).

In 5 studies the bleeding index was measured according
to the moment in which the haemorrhage occurred, clas-
sifying it as perioperative or postoperative (3,6,9-11),
while in other 4 it was measured according to the type
and number of necessary haemostatic measures used to
stop the bleeding (5,8,12,13). Nonetheless, in 1 study it
was quantitatively measured by analyzing the volume
of blood stored during the intervention using aspiration
(13), and in 3 studies no measurement of bleeding was
specified (7,14,16) (Table 3). In most of the studies (5-
9,11-15), suture and compression techniques with sterile
gauze were used as a standard measure in all interven-
tions in order to achieve the wound closure and main-
taining a correct control of haemostasis. In cases whe-
re simple extractions of erupted teeth were performed,

Management of anticoagulated and antiaggregated patients in dental practice

compression with sterile gauze was the only measure
used. As additional haemostatic measures, some studies
used tranexamic acid (5,6,8,15), ice applications over
the treated area (12), and the placement of haemostatic
sponges in the surgical wound (5,8,11,13,15). The fre-
quency and appearance of bleeding events in anticoagu-
lated patients showed varied results, ranging from 0%
(5,14) to 20% (12), and in the same way in patients re-
ceiving antiplatelet therapy, results varied from 1% (6)
to 16% (9) (Table 4). Only in 4 out of 13 studies there
were statistically significant differences in terms of ble-
eding events, with a pre-established significant value of
<0.05 (5,7,9,10).

Discussion

Given the need to perform any kind of surgical treat-
ment on a patient undergoing antiplatelet or anticoagu-
lant treatment, the risk of bleeding should be assessed
against the risk of thromboembolism which will be as-
sessed by the dentist and the specialist doctor respecti-
vely. The specialist is the one who makes the decision

Table 4: Classification of the haemostatic measures used and the frequency of bleeding events.

Study Significant Postoperative hemostatic measures Bleeding frequency
value
Doganay O, et al. (3) p<0,05 Not specific 4,9%
Rubino R.T. et al. (16) p=0,05 Not specific 0,35%
LuS (6) p=0,05 Compression with gauze, tranexamic acid, Warfarin: 9.1%
and suture. ASA: 1.1%
Clopidogrel: 3,1%
DAPT: 4,2%
Rocha A.L. et al. (7) p<0,05 Gauze compression, suture 4%
Tang M, et al. (9) p<0,05 Gauze compression, suture 16%
Berton F, et al. (12) p<0,05 Suture, compression with gauze, ice Vitamin K antagonists: 20%
applications every 5 minutes for 2h NOACs: 10,8%
Yoshikawa H, et al. (13) p<0.05 Hemostatic sponge in the socket, suture, Total: 3,3%
compression with gauze Warfarin: 8.8%
NOACS: 3,1%
Miller S.G. & Miller Not specific Suture, compression with gauze (only in 0%
C.S. (14) 10/17 interventions)
Lababidi E, et al. (8) Not specific Haemostatic agent, suture, rinsing with NOACS: 10,5%
tranexamic acid, and compression Warfarin: 15,25%
Cocero N, et al. (5) p<0,05 Compression, hemostatic sponges, Patients with comorbidity: 6,25%
tranexamic acid, and suture. Patients without comorbidity: 0%
Miiller M, et al. (10) p <0.05 Not specific Not valuable
Kwak E.J. et al. (11) p<0,05 Haemostatic sponges, gauze compression, 5,88%
suture
Rocha A.L. et al. (15) p<0,05 Haemostatic sponge, suture, gauze Anticoagulants: 4,3%
compression, and tranexamic acid Without anticoagulants: 2,8%

*ASA: Acetylsalicylic Acid, *DAPT: Dual Antiplatelet Therapy, ¥*NOACs: Non-Vitamin K antagonist Oral Anticoagulants
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to maintain, withdraw, modify, or replace the treatment
with the antithrombotic drug, while the dentist must es-
tablish all necessary haemostatic measures to control
any bleeding that may take place during and after the
procedure. According to the results obtained in the stu-
dies included in this review, bleeding events that may
occur in antiaggregated or anticoagulated patients un-
der oral surgery procedures can be controlled with the
use of local haemostatic measures (3,6,11,15,16), which
is why it is recommended not to stop antithrombotic
treatment in these patients (3,6-8,11-13). On the other
hand, in anticoagulated patients with an INR> 3.5, or
in patients who require major oral surgery, the option
of withdrawing the drug treatment in a period between
0-48h before the intervention may be considered, always
consulting the responsible doctor for its modification
(7,14). Some international societies and organizations
such as the Spanish Society of Oral and Maxillofacial
Surgery (SECOM), the American Dental Association
(ADA), American College of Cardiology (ACC), or the
European Council of Dentists (CED), support these re-
commendations and criteria for the management of these
patients (17). However, according to the study by Kwak
et al. (11) the authors recommend at least 1 day inte-
rruption of the anticoagulant in cases of implant surgery,
multiple dental extractions, and deep root scaling, con-
sidering the half-life of the drug and renal clearance, al-
though no significant relationship was reported between
the duration of anticoagulant discontinuation and the
bleeding tendency. However, this disagrees with other
authors since although there is a low thromboembolic
risk when antiplatelet and anticoagulant drugs are inte-
rrupted, it can lead to severe disability or even death,
leading discontinuation to a significantly higher morbi-
dity and mortality compared to bleeding events (6-8).
According to the studies included in this review, some of
the main factors that increased the incidence of postope-
rative bleeding were the extraction of more than 2 mul-
tiradicular teeth like showed the study by Cocero ef al.
(5), a double antiplatelet therapy as shown in the study
by Tang et al. (9), and the occurrence of intraoperati-
ve bleeding, or interventions performed on patients on
dual therapy with ASA and Warfarin compared to those
with single Warfarin, accordant to the study by Rocha
et al. (7). Finally, regarding the comparison between
direct-acting oral anticoagulants and vitamin K inhi-
bitors in relation to bleeding events in oral surgery, no
significant differences were found between both groups
(8,10,13).

There is a lack of consensus when it comes to establi-
shing the guidelines when conducting this type of re-
search, for example regarding the bleeding measurement
or the haemostatic measures used in all patients. It would
be interesting to establish standard methods to apply to
all patients, such as using suture and / or compression
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techniques with gauze, but without the application of
other haemostatic agents that can interfere with the re-
sults of bleeding frequency in patients under treatment
with any antithrombotic drug. In the same way, it would
be useful to have a device which allows us to quantita-
tively analyze the intraoperative bleeding, like the one
used in the study by Rocha et al. (15), which consis-
ted of the storage of aspirated fluids in the surgical area,
and avoiding the formation of clots in the stored blood
by adding 2mL of sodium heparin to the final aspirated
solution which were subsequently subtracted from the
total volume of aspirated blood. This quantification of
perioperative bleeding in oral surgery procedures could
help preventing the postoperative bleeding, since the
appearance of intraoperative bleeding seems to be rela-
ted with the predisposition of bleeding events in the next
days after surgery (7).

It should be noted that no mention is made on the dosage
and posology of the different drugs used by these pa-
tients, which could lead to possible limitations in the re-
sults. Patients can be grouped according to whether they
take the same drug or not, but there is no consideration
on the dose or time they have been taking these drugs,
in addition to other relevant factors such as the presence
of cardiovascular disorders which are neither taken into
account.

Due to the wide variety in the methodology and study
design used in the different studies included in this re-
view, it was not possible to carry out a meta-analysis of
the obtained results, since the different criteria used as
well as the values, measurements and factors analysed
differ in each of the studies. For example, some of them
compare the effects of maintaining / stopping antithrom-
botic treatment (8,9,11,14,16), while in others the anti-
thrombotic treatment is maintained in all patients equa-
1y (3,5,7,12,13,15), and in some others it is not specified
whether it was maintained or not (6,10). In some studies
like that of Cocero et al. (5), Tang et al. (9), Kwak et al.
(11), and Miller & Miller (14), the possible comorbidi-
ties reported by the patients and their relationship with
bleeding complications were also taken into account,
being observed in the one of Tang et al. (9) that the inci-
dence of postoperative bleeding was significantly higher
in those patients with three or more coexisting condi-
tions, while in the study by Cocero ef al. (5) the risk of
bleeding events observed in patients with comorbidity
was not significantly higher than that observed in pa-
tients without comorbidity.

According to data obtained from the Spanish Society of
Oral and Maxillofacial Surgery, the surgical manage-
ment of anticoagulated patients has changed significant-
ly in recent years, largely due to the introduction in 1983
of the INR as a method for screening oral anticoagulants
therapy, and considering it as an easy standardized me-
thod that should be used routinely to control the anticoa-
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gulation level of patients treated with these drugs, and
require some type of surgical treatment. When planning
the surgery, an initial assessment prior to it should be ca-
rried out to determine the risk of the mentioned proce-
dure, in which the general condition of the patient, the
existence of other haemostasis disorders, the type of inter-
vention to be performed and its expected bleeding degree,
the presence of alternatives to surgical treatment, and the
patient’s INR at the time of surgery or at most 48 hours
before its performance will be taken into account. Regar-
ding the surgery itself it is advisable to assume a series of
precautionary measures, like its realization in the morning
or early in the afternoon and if possible in the first days
of the week, the use of local anaesthetics preferably with
vasoconstrictor (with the exception of patients with un-
controlled hypertension or hypothyroidism in whom its
indication will be evaluated depending on the case), the
use of non-absorbable sutures, and the availability of local
haemostatic measures such as gelatine sponges, thrombin,
collagen, cyanoacrylate, or oxycellulose.

Regarding the modification or not of anticoagulant treat-
ment, the SECOM, based on the works published by
Ardekian et al. (18), Blinder et al. (19), Campbell (20),
and Scully & Wolff (21) offers a series of clinical re-
commendations which can be obtained on https://www.
secomcyc.org/wp-content/uploads/2014/01/cap08.pdf.
These are summarized in the following lines:

-For limited oral surgery procedures such as the extrac-
tion of 1-3 teeth or taking intraoral biopsies, with an INR
<3.5 and without other added risk factors, it is recom-
mended not to modify the anticoagulation.

-In the case of greater surgeries like multiple extractions,
lifting flaps, etc., the presence of an INR> 3.5, or the
existence of other risk factors, it can be considered the
suspension of the anticoagulant two or three days prior
to surgery, and the substitution with intravenous heparin
in a hospital environment or the use of low molecular
weight heparin, and the reinstatement of the anticoa-
gulant the day after the procedure, superimposing both
treatments until the desired INR was reached.
Regarding the management in patients under antiplatelet
treatment with ASA, the established guideline is:

-At a dose lower than 100mg / day, basic oral surgery
procedures such as extractions of 1-3 teeth can be per-
formed without the need of stopping or modifying the
antiaggregated state.

-In case of less limited surgeries or in doses higher than
100mg / day, the bleeding time must be determined
(time it takes to stop a bleeding caused by a small skin
wound), which if it exceeds 20 minutes (normal time <9
minutes), the surgical act will be delayed for 3-7 days.
Regarding the guidelines to follow in the days after the
intervention, it is highly recommended to rinse with an
antifibrinolytic such as 5% tranexamic acid, 2 minutes
/ 4 times a day, for 7-10 days. Paracetamol and / or a
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mild opioid such as codeine are recommended for pain
control, avoiding as far as possible prescribing ASA or
other NSAIDs due to the increased risk of bleeding they
present. Currently, most protocols also recommend the
prescription of systemic antibiotics as a prophylactic
measure, since the presence of infection is itself an indu-
cing factor of fibrinolysis.

Conclusions

Based on the results obtained in this review, there is a
low risk of peri- and postoperative bleeding events du-
ring basic oral surgery treatments in antiplatelet or anti-
coagulated patients, which can be easily managed throu-
gh the use of local haemostatic measures. Therefore, it
is not recommended to modify the dose or administra-
tion of antithrombotic drugs due to the possible adverse
effects that could take place which, although infrequent,
involve severe consequences for the health and life of
the patient. However, in the case of requiring the modi-
fication of any treatment with antiplatelets or anticoagu-
lants, it should always be done under the surveillance of
the responsible haematologist or specialist doctor.

It is important to know the type of drug used by the pa-
tient as well as its possible interactions with other subs-
tances that could alter its potency or effect. However, it
has not been demonstrated in the studies included in this
review that there is a greater predisposition to bleeding
according to the type of drug used, or in relation to the
presence of associated comorbidities.

References

1. Vivas D, Roldan I, Ferrandis R, Marin F, Roldan V, Tello-Monto-
liu A, et al. Perioperative and Periprocedural Management of Anti-
thrombotic Therapy: Consensus Document of SEC, SEDAR, SEACYV,
SECTCV, AEC, SECPRE, SEPD, SEGO, SEHH, SETH, SEMER-
GEN, SEMFYC, SEMG, SEMICYUC, SEMI, SEMES, SEPAR
SENEC, SEO, SEPA, SERVEI, SECOT and AEU. Rev Esp Cardiol.
2018;71:553-64.

2. Halpern L, Adams D, Clarkson E. Treatment of the Dental Patient
with Bleeding Dyscrasias. Etiologies and Management Options for
Surgical Success in Practice. Dent Clin North Am. 2020;64:411-34.

3. Doganay O, Atalay B, Karadag E, Aga U, Tugrul M. Bleeding fre-
quency of patients taking ticagrelor, aspirin, clopidogrel, and dual an-
tiplatelet therapy after tooth extraction and minor oral surgery. JADA
2018:149:132-8.

4. Ann Smith J. Hemophilia. What the Oral and Maxillofacial Surgeon
Needs to Know. Oral Maxillofac Surg Clin North Am. 2016;28:481-9.
5. Cocero N, Basso M, Grosso S, Carossa S. Direct Oral Anticoagu-
lants (DOACs) and Medical Comorbidities in Patients Needing Dental
Extractions: Management of the Risk of Bleeding. J Oral Maxillofac
Surg. 2019;77:463-70.

6. Lu S, Lin L, Hsue S. Management of dental extractions in pa-
tients on warfarin and antiplatelet therapy. J Formos Med Assoc.
2018;117:979-86.

7. Rocha AL, Souza A, Martins M, Fraga M, Travassos D, Oliveira A,
et al. Oral surgery in patients under antithrombotic therapy: periopera-
tive bleeding as a significant risk factor for postoperative hemorrhage.
Blood Coagul Fibrinolysis. 2018;29:97-103.

8. Lababidi E, Breik O, Savage J, Engelbrecht H, Kumar R, Crossley
C. Assessing an oral surgery specific protocol for patients on direct
oral anticoagulants: a retrospective controlled cohort study. Int J Oral
Maxillofac Surg. 2018;47:940-6.



J Clin Exp Dent. 2021;13(9):e948-56.

9. Tang M, Yu C, Hu P, Wang C, Sheng J, Ma S. Risk factors for ble-
eding after dental extractions in patients over 60 years of age who are
taking antiplatelet drugs. Br J Oral Maxillofac Surg. 2018;56:854-58.
10. Miiller M, Sauter T, Schlittler F, Schaller B, Nagler M, Sauter TC.
Characteristics, treatment and outcome of bleeding after tooth extrac-
tion in patients on DOAC and phenprocoumon compared to non-an-
ticoagulated patients-a retrospective study of emergency department
consultations. Clin Oral Investig. 2019;23:2273-78.

11. Kwak EJ, Nam S, Park K, Kim S, Huh J, Park W. Bleeding re-
lated to dental treatment in patients taking novel oral anticoagulants
(NOAC:s): a retrospective study. Clin Oral Investig. 2019;23:477-84.
12. Berton F, Maglione M, Constantinides F, Visintini E, Rizzo R,
Stacchi C, et al. Should we fear direct oral anticoagulants more than
vitamin K antagonists in simple single tooth extraction? A prospective
comparative study. Clin Oral Investig. 2019;23:3183-92.

13. Yoshikawa H, Yoshida M, Yasaka M, Yoshida H, Murasato Y,
Fukunaga D, et al. Safety of tooth extraction in Patients receiving di-
rect oral anticoagulant treatment versus warfarin: a prospective obser-
vation study. Int J Oral Maxillofac Surg. 2019;48:1102-8.

14. Miller SG, Miller CS. Direct oral anticoagulants: A retrospec-
tive study of bleeding, behavior, and documentation. Oral Dis.
2018;24:243-8.

15. Rocha AL, Oliveira SR, Souza AF, Travassos DV, Abreu LG, Dias
Ribeiro D, et al. Bleeding assessment in oral surgery: A cohort study
comparing individuals on anticoagulant therapy and a non-anticoagu-
lated group. J Craniomaxillofac Surg. 2019;47:798-804.

16. Rubino RT, Dawson D, Al-Sabbagh M, Kryscio R, Miller C. Posto-
perative bleeding associated with antiplatelet and anticoagulant drugs:
A retrospective study. Oral Surg Oral Med Oral Pathol Oral Radiol.
2019;128:243-9.

17. Grines C, Bonow R, Casey D, Gardner T, Lockhart P, Moliterno
DJ, et al. Prevention of Premature Discontinuation of Dual Antiplatelet
Therapy in Patients With Coronary Artery Stents: A Science Advisory
From the American Heart Association, American College of Cardiolo-
gy, Society for Cardiovascular Angiography and Interventions, Ame-
rican College of Surgeons, and American Dental Association, With
Representation From the American College of Physicians. Circulation.
2007;115:813-8.

18. Ardekian L, Gaspar R, Peled M, Brener B, Laufer D. Does low-do-
se aspirin therapy complicate oral surgical procedures?. J Am Dent
Assoc 2000;131:331-5.

19. Blinder D, Manor Y, Martinowitz U, taicher S. Dental extractions
in patients maintained on oral anticoagulant therapy: comparison of
INR value with occurrence of postoperative bleeding. Int J Oral Maxi-
llofac Surg. 2001;30:518-21.

20. Campbell J, Alvarado F, Murray R. Anticoagulation and minor oral
surgery: should the anticoagulation regime be altered? J Oral Maxillo-
fac Surg. 2000;58:131-35.

21. Scully C, Wolff A. Oral surgery in patients on anticoagulant thera-
py. Oral Surg Oral Med Oral Pathol Oral Radiol Endod. 2002;94:57-
64.

Funding
This research received no external funding.

Conflicts of Interest
The authors declare no conflict of interest.

€956

Management of anticoagulated and antiaggregated patients in dental practice



