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INTRODUCTION  

Major bleeding during the postoperative period may 

suppose a cause of great stress for the patient. Although 

it may not pose a vital risk, we must try to avoid bleeding 

due to the great discomfort for the patient. 

 

In clinical practice, we can find patients who take the 

following antithrombotic medication and therefore, have 

a higher risk of postoperative bleeding: 

 

The gold standard of oral antiplatelet drugs is acetyl 

salicylic acid. Trifusal and clopidogrel are also widely 

used. These drugs are used in the prevention of arterial 

thrombosis, mainly in ischemic heart disease, ischemic 

cerebrovascular disease and peripheral arterial disease 

(acute myocardial infarction, stroke ...)
[1]

 

 

Additionally, some patients take clopidogrel in 

combination with aspirin (dual antiplatelet therapy). This 

treatment is indicated to prevent (or treat) acute coronary 

disease and also prophylactically in patients undergoing 

coronary interventions.
[2,3]

 

 

There are other drugs that also affect platelet function 

such as NSAIDs: ibuprofen, naproxen, piroxicam. 

Therefore, their combination with antiplatelet agents and 

anticoagulants should be avoided.
[4]
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ABSTRACT 

Background: Clinical guidelines are proposed to avoid postoperative bleeding in patients taking antiplatelet 

drugs, such as acetylsalicylic acid or clopidogrel. Also, guidelines for the use of anticoagulants such as heparin 

and classic vitamin K antagonists (acenocoumarol and warfarin). Recommendations are additionally given for the 

not so new direct oral anticoagulants such as dabigatran, rivaroxaban, apixaban and edoxaban. Antiplatelet and 

anticoagulation therapy have traditionally been suspended before oral surgery treatments due to fear of oral 

bleeding. Material and Methods: The following electronic databases have been searched: Pubmed Medline and 

the Chochrane Library Plus. Articles published in the last 12 years in Spanish and English about prevention of 

bleeding in patients taking antiplatelet or anticoagulant drugs were included. Results: Many recent studies have 

been found proposing differentiated protocols according to the risk of thromboembolism and the probability of 

bleeding of the patient. The actual tendency is not to suspend the treatment of the patient to prevent cardiovascular 

complication, especially in simple procedures. Also, it is recommended to apply local measures of haemostasis 

such as suture and antifibrinolytics. Conclusions: The actual trend is to maintain the pharmacological treatment or 

to remove it the least possible time. We have to carefully overcome the risk of bleeding depending on the risk of 

cardiovascular events or arterial or venous thrombosis carrying these a higher risk for the patient. Also, we must 

be familiar with these antithrombotic drugs which are increasingly being used by patients. However, the physician 

should be the one to modify the medication in case the procedure to be performed has a high risk of bleeding. 

Local hemostatic measures are recommended to prevent postoperative bleeding.  

 

KEYWORDS: Haemostasis, oral surgery, tooth extraction, anticoagulation, antiplatelets agents, direct oral 

anticoagulants, heparin, vitamin k antagonists. 
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Patients may also be receiving heparin or vitamin K 

antagonist anticoagulants such as warfarin and 

acenocoumarol. Other more recent drugs such as direct 

oral anticoagulants are increasingly being used. These 

include: dabigatran, rivaroxaban, apixaban, edoxaban.
[5]

 

 

The main indications of anticoagulants are atrial 

fibrillation, ischemic heart disease, cerebrovascular 

disease, thromboembolism, prosthetic valve carriers, 

hemodialysis, etc. 

 

The HAS-BLED scale is applied to assess the bleeding 

risk of patients who are candidates for taking oral 

anticoagulants. (H: hypertension, A: Abnormal kidney 

and / or liver function, S: Stroke, B: Bleeding, L: Labile 

INR, E: Elderly, D: Drugs and / or alcohol). The 

maximum score of the scale is 9. Patients with values 

above 3 points have greater risk of bleeding.
[6]

 

 

Haemorrhagic risk may also exist in surgical 

interventions in patients with arterial hypertension with 

systolic pressure equal to or greater than 140 mm Hg and 

diastolic pressure equal to or greater than 90 mm Hg.
[7] 

 

 

Risk may be also found in patients with liver disease 

(due to alcohol or infectious agents such as hepatitis C). 

These patients may suffer a decrease in the synthesis of 

coagulation factors and also present moderate 

thrombocytopenia (not less than 50,000/µl). In these 

cases, request for coagulation tests is indicated (TT: 

thrombin time. TP prothrombia time. INR international 

normalized ratio. APTT: activated partial thromboplastin 

time). These patients tend to have a lengthening of these 

times and a decrease in fibrinogen.
[8]

  

 

The aim of this article is to provide a set of clear 

recommendations for dentist to avoid postoperative 

bleeding in antiplatelet and anticoagulated patients, 

avoiding the risk of thromboembolism. 

 

MATERIAL AND METHODS 

Scientific articles have been reviewed using the Pubmed 

Medline and The Cochrane Library Plus databases. 

Articles published in Spanish and English were included. 

Randomized clinical trials and cohort studies and review 

articles were screening concerning patients undergoing 

oral surgery with anticoagulants and antiplatelets agents. 

Other important sources were searched manually. 

 

RESULTS AND DISCUSSION 

Antiplatelet therapy 

When treating patients taking antiplatelet drugs, the risk 

of bleeding due to the procedure to be performed must be 

considered. Additionally, the risk of the patient suffering 

from thromboembolism must also be taken into account. 

 

Prior to simple procedures, such as simple extractions 

(less than three teeth) or non complicated surgeries 

(implants without grafts), it is not necessary to suspend 

the antiaggregation therapy. Local measures of 

haemostasis, which will be detailed below, should be 

applied. 

 

Acetylsalicylic acid has a half-life of 5-7 days, not being 

indicated to withdraw one or two days before surgery. 

However, the treating physician may decide to 

administer the lowest effective dose of acetylsalicylic 

acid, that is 100 mg instead of 300 mg several days 

before surgery. 

 

Dual antiplatelet therapy 

In patients with dual antiplatelet therapy, there are 

studies that suggest that excessive bleeding may be 

prevented by local measures of haemostasis in simple 

tooth extractions.
[9]

 In the study by Lillis et al
[10]

 those 

who bled the most were those on dual therapy, but there 

were no differences with the controls in the case of 

aspirin alone or clopidogrel alone. 

 

The risk of stopping antiplatelet therapy outweighs the 

risk of bleeding.
[11]

 

 

Therefore, there are several authors who consider that it 

is not necessary to interrupt antiplatelet treatment in 

dental extractions. Although, they found greater bleeding 

with dual treatment and with clopidogrel versus 

acetylsalicylic acid. However, in case of bleeding, it is 

satisfactorily resolved with local hemostasic 

measures.
[12,13]

  

 

Therefore, DAPT interruption is not advised before 

minor oral surgery.
[14]

 

 

For surgeries with a high risk of bleeding, 

interconsultation with the cardiologist may be the best 

option.  

 

Heparin therapy 

The effects of parenteral administration of heparin begin 

quickly, between 1.5 and 4 hours after intake and lasts 

for 24 hours. It is taken by patients who are immobilized 

or as a bridging therapy in patients taking acenocoumarol 

or warfarin until the INR reaches the appropriate range. 

Ideally it is recommended to perform the surgery 12 

hours after the heparin injection and resume it 12 hours 

after. Local measures of haemostasis are usually 

sufficient.
[15]

 

 

Vitamin K antagonist anticoagulants therapy 

Patients treated with acenocoumarol should not receive 

modifications or suspension of their treatment. However, 

the patient has to be asked for an INR of the same day or 

the day before the procedure. If it is under 3 (even 4 in 

the case of simple procedures), surgery can be 

performed.
[16,17]

 

 

If the value of INR is above 3 and an important bleeding 

is expected due to procedures such as multiple 

extractions, multiple implants or a flap surgery combined 

with ostectomy, the dose must be adjusted or the 
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acenocoumarol should be changed to heparin by the 

treating physician two days before surgery and resumed 

the same day as the extraction about 12 hours after. The 

patient must continue with heparin until the 

anticoagulation levels are reached. 

 

As with acenocoumarol, it is recommended not to 

interrupt warfarin even in extensive surgeries, since the 

risk of thrombosis is greater than bleeding.
[18,19] 

 

Direct anticoagulant treatment 

a) Dabigatran: Thrombin inhibitor. The recommended 

dosage is 150 mg twice a day.
[20,21]

 

b) Rivaroxaban: Xa factor direct inhibitor. The 

recommended dosage is 15-20 mg once a day. 

Hanken et al
[22]

 studied the effects of rivaroxaban 

and observed a higher risk of bleeding.  

c) Apixaban: Xa factor direct inhibitor. The 

recommended dosage is 5 mg twice a day.
[23]

 

d) Edoxaban: Xa factor direct inhibitor. The 

recommended dosage is 60 mg once a day and 30 

mg in low-weight patients or with renal 

insufficiency.
[24]

 

 

Time to maximum plasma concentration is between 1 

and 4 h. The effect of these drugs disappears within 12 -

24 hours from the body. In this type of drug, the INR is 

ineffective so other methods to estimate thromboembolic 

and bleeding risk may be needed. Those with the lowest 

risk of bleeding are apixaban and dabigatran, however, 

there isn’t much evidence available.
[23]

 

 

The recommendations if the oral surgery is not very 

aggressive, is not to interrupt the treatment, avoiding the 

risk of thromboembolism.
[24]

  

 

For more aggressive surgeries (multiple extractions, 

implants with graft or wide flaps, wisdom teeth 

complicated with ostectomy) the risk of bleeding and the 

risk of thrombosis must be assessed. It is recommended 

to plan treatment for early in the day. Patients taking 

apixaban or dagitraban (twice daily) should not take the 

morning intake. Patients taking rivaroxaban and 

endoxaban should take the single daily pill at least 4 

hours after surgery. If the usual intake is in the aftenoon 

no change is neccessary.
[17]

 

 

Spyropoulos et al
[25]

 recommend the same guideline for 

oral surgeries: do not interrupt if the risk of bleeding is 

low. If the risk of bleeding is high, interrupt only the day 

of the procedure since the peak anticoagulation effect 

occurs between 1-4 hours after ingestion (always taking 

into account the renal function of the patient). 

 

According to Manfredi et el
[26]

, there are no differences 

found in postoperative bleeding in patients who suspend 

treatment with direct oral anticoagulants compared to 

those who did not suspend it. 

 

Many studies support the recommendation of not 

removing direct anticoagulants before simple 

extractions.
[27-31]

  

 

In conclusion, the suspension of the anticoagulant when 

less than three teeth are extracted is not indicated.
[32]

 

Also, the procedure must be performed as late as 

possible after the last intake (at least 12 hours after in 

twice daily dose and 24 hours after in single daily 

dose)
[33]

 

 

Local measures of hemostasia 

The use of hemostatic measures during or after the 

procedure can prevent the suspension of antiplatelet or 

anticoagulation therapy. The most common measures are 

recommended:  

1. Curetting of the alveolus, eliminating granulation 

tissue. 

2. Suture, preferably resorbable. 

3. Compression with gauze. 

4. Collagen sponges. 

5. Resorbable gelatin sponges. 

6. Oxidized cellulose. 

7. Bone wax. 

8. Antifibrinolytic agents such as: Tranexamic acid 550 

mg solution for injection, which can be used to soak 

a gauze pad and do gentle rinses for the first two 

days for at least one minute every 6 hours.
[13]

 

9. Epsilon aminocaproic acid 4 g solution for injection 

may be used. With the same uses as the previous 

one.
[34,35]

 

 

As a last resource, for bleeding that does not subside 

with the above methods in patients taking vitamin K 

antagonist anticoagulants, Vitamin K may be 

recommended. Vitamin K, 1-2 mg orally is given as an 

antidote to eliminate the anticoagulant effect, lowers the 

INR, then the patient takes time to reach the previous 

INR levels. There are studies to verify its effectiveness in 

surgeries instead of giving heparin concluding that its 

use is not worth it.
[36]

 

 

CONCLUSION 

It is very common to treat patients with high risk of 

bleeding. It is mandatory to build a medical record which 

includes the specific reason why this patient is at risk and 

assess the possibility of peri- and postoperative bleeding. 

 

The risk of bleeding must be weighed according to the 

dental procedure and the risk of cardiovascular events or 

arterial or venous thrombosis, these risks being of greater 

importance than the bleeding. 

 

The protocol should include local measures of 

hemostasis, remaining of the patient in the waiting room 

until the absence of bleeding is confirmed, and a 

postoperative follow-up, calling or checking with 

him/her the next day. 
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The patient must take home a list of the postoperative 

instructions with special emphasis on those that refer to 

the prevention and management of bleeding. 

 

The current trend that we have found in the reviewed 

articles is not to withdraw the antiplatelet/anticoagulant 

therapy, but the studies refer to simple extraction 

procedures or those with a moderate risk of bleeding. 
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