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ABSTRACT

Aspirin is routinely used drug in patients with cardiac problems. When a patient on aspirin requires dental treatment that has
the risk of bleeding, the physician or dental surgeon often advices the patient to stop aspirin for few days. This however can lead to
thromboembolic events to recur that may cause myocardial infarction, stroke or even death. The decision to stop the medicine prior

to dental extraction or oral surgical procedure is critical.
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INTRODUCTION
Aspirin (Acetylsalicylic acid/ASA) is a salicylate drug,
routinely used as an analgesic, anti-pyretic, anti-inflammatory
and anti-platelet agents in a medical practice.! It is known for
prevention of arterial thrombosis in both high-risk patients
with known occlusive vascular disease and in low-risk healthy
patients with no known history of vascular disease.2

Patients using aspirin are at a high risk for undergoing
invasive dental surgical procedures. This is attributed due to
the fact of excessive uncontrolled bleeding, hence the decision
regarding continuation, modification or discontinuation of
aspirin before dental treatment is critical.34 Dental surgeons
often asks the patients to stop this drug before dental
procedure.> However, stopping this medication may lead to
thromboembolic events.678910 to recur causing myocardial
infarction, stroke or even death.11.12.13 [t is important for the
dental practitioner to weigh the risk of clinically significant
bleeding from an invasive procedure against the risks
associated with an alteration in the dose of aspirin.310 This
review article emphasizes on the fact that the decision to stop
aspirin prior to dental surgery should depend on accurate
medical history of the patient, laboratory tests to predict
platelet function, invasiveness of surgical procedure and a
discussion with the patient’s physician.

HISTORY OF ASPIRIN

In 1899, a French chemist “Charles Frederic Gerhardt” was the
first one who isolated and prepared aspirin and since then it
was made commercially available.!# The name aspirin is
derived from an “Acetyl” and Spirin from “Spirsa” ure,” an old
German name for salicylic acid.! In 1950, “Lawrence Craven”
prescribed low-dose aspirin (baby aspirin) to his 400 patients
and found that none of them developed myocardial
infarction.1s
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This was probably the first time in medical history where
aspirin was used to prevent myocardial infarction. Since then
it has become the drug of choice for cardiologists.16

BLOOD HOMEOSTASIS

The blood is a fluid connective tissue and hemostatic
mechanism is chiefly responsible for stopping the
extravasation of blood in case of injury to the blood vessels.
Hemostatic mechanisms are characterized by two consecutive
phase. Primary hemostasis phase involving vascular and
platelet mediated events that helps in early arrest of bleeding
as a result of platelet plug formation. The secondary
hemostasis phase is mediated by a complex cascade of clotting
factors, which helps in the formation of fibrin clot. In normal
physiological state, a perfect balance exists between coexisting
interlinked mechanisms like coagulation/ anticoagulation and
fibrinolysis/antifibrinolysis. Disturbance in the balance in
favor of one mechanism results in either bleeding or
thrombosis.1?

Mechanism of Action of Aspirin

Aspirin has antiplatelet activity through inhibition of platelet
aggregation. Aspirin irreversibly inactivates COX-1 activity by
diffusing through the platelet membrane and binding to the
catalytic pocket of the enzyme at arginine 120 residue.* and
acetylating the serine 529 residue.14.1819 resulting in reduced
formation of cyclic endoperoxides (Prostaglandin G2 and
prostaglandin H2) and thromboxane A2.1820.2122 Platelet
inhibition activity by aspirin begins at about 1 hour following
ingestion.2122 and itis irreversible lasting for the lifetime of the
affected platelets (Around 7-10 days).20.21,22

Pharmacokinetics

Salicylic acid is a weak acid and very little of it is ionized in the
stomach after oral administration. Aspirin is rapidly absorbed
from the proximal intestine and stomach and converts to
salicylate. It has peak circulating levels within 2 hours after
ingestion.23 the half-life of salicylate is 2 to 15 hours depending
on the dosage.3
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Medical Use

Aspirin is used in the prevention and management of arterial
and venous thrombosis in patients with ischaemic heart
disease, previous myocardial infarction, coronary artery
bypass, prosthetic heart valve, placement of a stent, non-
haemorrhagic stroke, transient ischaemic attacks, and
peripheral arterial disease.2* Regular aspirin prophylaxis
reduces the risk of nonfatal myocardial infarction by 30%,
nonfatal ischemic stroke by 30%, and vascular death by about
17% in patients who are at high risk for atherosclerotic
disease.2526

Dosage

Aspirin is maximally effective as an antithrombotic agent at
doses much lower than those required for anti-inflammatory
and analgesic functions.2’” recommended doses for asprin in
the United States for the prevention of stroke and myocardial
infarction are 81mg, 160mg and 325mg per day. In Europe and
other countries 75mg, 150mg or 300mg per day are commonly
recommended.28 The antiplatelet properties are effective up to
320mg daily dose.?5> Doses of aspirin >320mg/day may
decrease the effectiveness as antiplatelet agent due to
inhibition of prostacyclin production.2> Low doses of aspirin
(40mg/day.1* to 80mg/day.10) can completely affect all the
existing platelets. The optimal dose of aspirin for anti-platelet
action as found by studies is 160mg/day.28 However, evidence
suggests that low-dose aspirin (75-100mg daily) are generally
indicated in cases of angina and ischemic heart disease,
especially after coronary stenting following Myocardial
Infarction (MI) and stroke.2527 In emergency situations, such
as in acute coronary syndromes a dose of 160 to 200mg (2, 81-
mg uncoated baby aspirin) is recommended at the time of the
episode to ensure the rapid inhibition of thromboxane-
dependent platelet aggregation. Uncoated aspirin should be
used in emergencies, because it is absorbed immediately and
antiplatelet activity is typical achieved within 40 minutes.
Enteric-coated aspirin, in contrast can take up to 3 to 4 hours
for peak blood levels.2?

Aspirin Resistance

Aspirin resistance is defined as persistent platelet activation
(i.e. incomplete platelet aggregation inhibition) occurring in
individuals who take a therapeutic dose of aspirin.30 The
mechanisms by which some patients are resistant to aspirin
may involve polymorphisms in the COX-1 gene affecting
arginine 120, serine 529 or both. Enhanced platelet
regeneration and an increased proportion of newly formed
platelets expressing COX-2 in response to chronic aspirin
administration may cause resistance of platelets to inhibition
by a low dose of aspirin.1# It has been found that aspirin
resistance is partly reversible by increasing the dose of
aspirin.3!

Medical History

Recording proper medical history is of vital importance when
managing a patient on aspirin.l? the dose and duration of
aspirin use should be recorded. Assessment of co-morbid
conditions such as liver disease, bone marrow disorders,
biliary tract obstruction, malabsorption, renal disease, cancers
(Leukemia) or increased inflammation of oral tissues should
be done.3
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Aspirin And Periodontal Treatment

The periodontal surgical procedures such as deep scaling, root
planning, curretage, flap surgeries, etc. have high chances of
bleeding when there is concurrent use of antiplatelet
therapy.32 Bleeding On Probing (BOP) is widely interpreted as
a sign of disease activity, whereas its absence is interpreted as
both a sign and predictor of health.3334

Liede KE et al. in a study on 409 men, assessed the effect
of alpha-tocopherol (Vitamin E) supplementation on gingival
bleeding either in combination with Acetylsalicylic Acid (ASA)
or without it. ASA alone increased bleeding only slightly. The
highest risk of gingival bleeding was among those who took
both alpha-tocopherol and ASA (33.4% of probed sites
bleeding vs. 25.8% among subjects taking neither alpha-
tocopherol nor ASA, P <0.001). They concluded that alpha-
tocopherol supplementation may increase the risk of
bleedings, particularly when combined with ASA.35

Schrodi ] et al. evaluated the effect of aspirin on the
periodontal parameter bleeding on probing. A total of 46
period on tally healthy subjects were included in this study: 16
received placebo, 15 low-dose aspirin (81mg) and 15 regular
dose (325mg) aspirin. Clinical parameters assessed included
plaque index, periodontal probing depth and BOP using an
automated pressure-sensitive probe. Measurements were
recorded before and after 7-day exposure to placebo and
aspirin regimens. Aspirin intake of 325mg daily for 7 days
moderately increased the appearance of bleeding on probing
in a population that had > or = 20% BOP sites.3*

Royzman D et al. studied the effect of aspirin intake on
bleeding on probing in fifty-four patients with gingivitis.
Patients were randomly assigned to one of three arms: placebo
group, 81mg aspirin group or 325mg aspirin group. Before and
after exposure to the respective regimens, clinical parameters
were measured on all the teeth: the plaque index was recorded
at four sites per tooth and probing depth and BOP were
evaluated at six sites per tooth using an automated pressure-
sensitive probe, the results showed that “Low dose” 81mg and
“Regular dose” 325mg of aspirin demonstrated a statistically
significant 5.30 (P=0.001) and 4.13 (P=0.010) increase from
baseline respectively, in percent BOP.33 According to Yoshinari
Morimoto et al. scaling can be safely performed in patients on
warfarin (INR _4.0) and/or antiplatelet therapy.36

Aspirin and Oral Surgical Treatment

Nasser Nooh conducted a study on one hundred and eighty-
nine subject to determine if ASA was associated with bleeding
after dental extraction. The results showed that bleeding after
24 hr. was seen in patients with ASA who underwent surgical
extraction. He concluded that patients receiving 81mg of ASA
daily could undergo dental extraction without bleeding risks.!
Park M. W. et al. performed dental extractions in patients who
had undergone coronary stenting and who were also on oral
multiple antiplatelet agents therapy; 100 patients underwent
dental procedures without stopping antiplatelet agents.
Control group consisted of 2233 patients who had not taken
oral antiplatelet agents and had teeth extracted by the same
method. There were 2 excessive intra-extraction bleeding
cases that continued at the extraction site for 4 and 5 hours,
respectively in the coronary stenting patients. While one
excessive intra-extraction bleeding case was noticed, that
continued for 3 hours in the control patients.
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They concluded that most dental extractions in coronary
stenting patients can be carried out safely without stopping
multiple antiplatelet agents.37 Bajkin B.V. et al. conducted a
prospective clinical study by performing simple dental
extractions on 43 patients taking 2 anti-platelet drugs, mostly
aspirin and clopidogrel and 117 patients taking a single
antiplatelet drug in the form of aspirin, clopidogrel and
ticlopidine. Bleeding was recorded after extraction in only one
patient on dual aspirin-clopidogrel treatment, which was mild
and easily controlled by local haemostasis. They concluded
that patients taking single or dual antiplatelet drugs may have
teeth extracted safely without interruption of treatment using
only local haemostatic measures.24

In the prospective study by Broekema F.I. et al, 206
patients were evaluated for the incidence of bleeding after
dentoalveolar operations, where 103 subjects took
anticoagulants and rest 103 did not take anticoagulants.
Seventy-one were taking thrombocyte aggregation inhibitors
and 32 vitamin K antagonists. The operations studied included
surgical extraction (When the surgeon had to incise the gingiva
before extraction), non-surgical extraction, apicectomy and
placement of implants. No patient developed a severe bleed
that required intervention. All bleeding was controlled by the
patients themselves with compression with gauze. They
concluded that dentoalveolar surgery is safe in patients being
treated with anticoagulants provided that the conditions
described in the ACTA guidelines are met.38

Darawade D.A. et al. evaluated the influence of aspirin on
post-extraction bleeding in a clinical setup of 200 patients
randomly divided into aspirin continuing group (Group A) and
aspirin discontinuing group (Group B). They concluded that
there is absolutely no need to discontinue antiplatelet therapy
for any ambulatory dental procedure and even if the
practitioner wishes to discontinue it should not be for more
than 3 days. This is also stated in the guidelines of the
American Heart Association.16

Lillis T et al. recruited 643 consecutive patients referred
for dental extractions. In total 111(17.3%) were on clinically
indicated antiplatelet therapy: aspirin (n _ 42), clopidogrel (n
_36), and aspirin and clopidogrel (n _ 33). Controls (n _ 532,
82.7%) were not on antiplatelet treatment. Immediate and late
bleeding complications were recorded. Compared to controls
the risk of prolonged immediate bleeding was higher in
patients on dual antiplatelet therapy, but not in patients on
aspirin alone or clopidogrel alone. However, all immediate
bleeding complications in all treatment groups were
successfully managed with local hemostatic measures. They
concluded that dental extractions may be safely performed in
patients receiving single or dual antiplatelet therapy when
appropriate local hemostatic measures are taken.39

Francisco C.T. etal. conducted a trial on 155 patients who
underwent dental extractions and were receiving antiplatelet
therapy. No major haemorrhages were reported. One patient
had a moderate haemorrhage that required emergency care.
In the remaining patients, the bleeding was controlled with
local measures. It can be concluded that no more than 3 teeth
should be removed at any one time and for multiple
extractions the teeth should be adjacent to each other.40

Ardekian L et al. conducted a study on 39 patients who
were scheduled to undergo dental extractions. All patients
were receiving 100 milligrams of aspirin daily on a regular
basis.
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The authors randomly divided the patients into two
groups: Those who stopped the aspirin therapy before the
procedure and those who continued the aspirin therapy. The
mean (+/- standard deviation) bleeding time was 1.8+/-0.47
minutes for patients who stopped aspirin therapy one week
before the procedure. For patients who continued aspirin
therapy, the bleeding time was 3.1+/-0.65 minutes. No
episodes of uncontrolled intraoperative or postoperative
bleeding were noted. The authors concluded by saying that
low-dose aspirin therapy should not be stopped before oral
surgery. Local hemostasis is sufficient to control bleeding.4!

The study by Madan G.A. et al. included 51 patients who
underwent minor oral surgical procedures. Aspirin was not
stopped for a single patient. There was no excessive
intraoperative bleeding in all cases except one; there was no
postoperative bleeding in all cases. They concluded that most
minor oral surgery procedures can be carried out safely
without stopping long-term low-dose aspirin regimen.42

A prospective observational study was done by Partridge
C.G. et al. which quantitatively assessed the amount and
severity of bleeding encountered with dentoalveolar surgery
in 2 groups. The experimental group consisted of people taking
therapeutic doses of platelet-altering medications and the
control group was composed of patients who did not take
platelet-altering medication for at least 10 days prior to
surgery. There was no difference in blood loss detected
between the experimental or control groups. No bleeding
complications were encountered. The authors suggested that
patients on aspirin and NSAIDs can safely undergo outline
minor outpatient oral surgical procedures without
modification of their platelet-altering medication.*3

Brennan M.T. et al. conducted a study on 36 healthy
persons requiring a tooth extraction by randomizing them to
receive 325mg/day aspirin or placebo for 4 days. Cutaneous
Bleeding Time (BT) and platelet aggregation tests were
obtained prior to extraction. The primary outcome measure,
oral BT and secondary bleeding outcomes were evaluated
during and following extraction. There were no differences in
oral BT, cutaneous BT, secondary outcome measures or
compliance. Whole-blood aggregation results were
significantly different between the aspirin and placebo groups.
These findings suggest that there is no indication to
discontinue aspirin for persons requiring single-tooth
extraction.+4

Balasubramanian K. et al. in their study on 82 patients
requiring dental extractions. Patients were divided into 3
groups. Group 1 consisted of patients in whom antiplatelet
therapy was interrupted (n=25), group 2 consisted of those
continuing their medication (n=32) and group 3 comprised
healthy patients not on antiplatelet therapy (n=25). Results
showed that the mean bleeding times in groups 1, 2 and 3 were
3 minutes, 2 minutes and 45 seconds and 1 minute and 49
seconds respectively. The mean clotting times in groups 1, 2
and 3 were 5 minutes and 4 seconds, 4 minutes and 52
seconds, and 3 minutes and 42 seconds respectively. No
patient in any group had any episode of prolonged or
significant bleeding from the extraction sites. The authors
concluded that routine dental extractions can be safely
performed in patients on long-term antiplatelet medication
with no interruption or alteration of their medication.*5

Frederico B.M. et al. conducted a study on 63 patients
with coronary artery disease who required tooth extraction.
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Patients were randomly placed into 2 groups: group S,
which was comprised of patients whose ASA therapy was
suspended 7 days before tooth extraction and group NS,
comprised of patients whose ASA therapy was unaltered. A
platelet aggregation test was carried out on the day of the
operation and the amount of bleeding was measured during
the intraoperative period by means of aspirated blood
collection. There was no difference in the amount of bleeding
that occurred during tooth extraction between patients who
continued ASA therapy versus patients who suspended their
ASA therapy. The platelet reactivity test demonstrated a
reduction in platelet aggregation in the ASA therapy group
(Group NS), but this reduction was without clinical
consequence.*6

Bajkin B.V. et al. in a study on 213 patients evaluated the
effects of combined oral anticoagulant-aspirin therapy in
patients undergoing tooth extractions. Patients were divided
into three groups of 71 participants each. Patients in group A
received combined anticoagulant-aspirin (100-milligram
prophylactic dose) therapy. Patients in group B received oral
anticoagulant therapy. Patients in group C received aspirin
therapy (100-mg prophylactic dose). Bleeding was marked as
an “Event” if it met the following criteria: the bleeding
continued beyond 12 hours, patient had to call the surgeon or
return to dental practice or emergency department, bleeding
resolved with large hematoma or ecchymosis within the oral
soft tissues or required a blood transfusion. The authors found
no statistical significance in postoperative bleeding between
these three groups. All cases of hemorrhage were controlled
easily by using local hemostatic measures.4?

Tom Dodson conducted a study on patients with
coronary artery disease. Patients were randomized to either
having their ASA therapy suspended for seven days before
tooth extraction and restarted the day following the surgical
procedure or not having their ASA therapy suspended at any
point before or after the procedure. Bleeding was controlled
with local haemostatic methods and there were no reported
episodes of haemorrhaging during the intra- and post-
operative periods.*8

Wang W.Y. et al. conducted a study to evaluate the
influence of aspirin on post-operative bleeding after tooth
extraction in 300 elderly subjects: 200 patients without using
aspirin before tooth extraction served as control group I, 100
patients with prolong use of aspirin before tooth extraction as
observation group 1. 300 elderly outpatients used compound
articaine local infiltration anesthesia, 200 patients without
using aspirin before tooth extraction served as control group
II, 100 patients with prolong use of aspirin before tooth
extraction as observation group II. There was no significant
difference at 5, 10, 30 min, 24 h in postoperative bleeding after
extraction between control group I and observation group.
The incidence of bleeding of observation group II after tooth
extraction at 5 min was higher than that of control group Il and
there was no significant difference at 10, 30 min, 24 h between
the two groups. The authors concluded that continuation of
aspirin have no influence on postoperative bleeding.4®

Importance of Laboratory Tests

Importance of laboratory tests to detect platelet function in
patients on aspirin is questionable. Commonly advised
laboratory tests to measure platelet function in patients on
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aspirin include the Bleeding Time Test (BT).140.50 Platelet
count.3” Prothrombin Time (PT).37

Partial Thromboplastin Time (PTT).37 Platelet Function
Analyzer (PFA)-100.40 Platelet Aggregation Measurement.40.14
Multiple Electrode Aggregometry (MEA).18 BT test predicts the
degree of interference with platelet function from aspirin and
therefore predict the risk of bleeding from these drugs during
and after an oral surgical procedure.>® The PFA-100 is often
used to establish the presence of absence of aspirin resistance.
The frequency of aspirin resistance is unknown, but estimates
range from 5-60%.50 The platelet aggregation (Impedance)
test is more sensitive and determines the adequacy of platelet
responsiveness to physiologic stimuli such as collagen,
arachidonic acid and adenosine diphosphate. As little as 81mg
of aspirin will impede aggregation by this test.51

Multiple Electrode Aggregometry (MEA) is a newly
developed technique for testing platelet function in whole
blood based on classic whole-blood impedance aggregometry.
MEA does not require a specialized coagulation laboratory and
may be useful for point-of-care analysis.52 According to
Aframian D.J. et al. laboratory monitoring is not typically
recommended for patients taking aspirin.3 Brenan et al. have
indicated there is no analytical test which serves to
conclusively evaluate the risk of bleeding in patients on
aspirin.1* The bleeding time test is not at all useful to assess
oral bleeding after invasive dental procedures.3 A pilot study
of 30 patients undergoing dental extraction showed that
cutaneous bleeding time did not correlate with oral bleeding
time or any measures of postoperative hemostasis.50

According to Park M. W. et al. if the patient’s platelet
count is over 100,000/mm3, it is recommended that patients
should not stop antiplatelet agents for 7 days and not delay
dental extraction after coronary stenting.3” Lockhart P.B. et al.
states that the platelet count or measure of the number of
platelets in the systemic circulation, gives no information
concerning their viability or functionality.10

Dual Antiplatelet Therapy
Antiplatelet agents can be classified by their mode of action in
prevention of platelet activation and aggregation.* ASA
(Aspirin) and triflusal work through inactivation of the
enzyme cyclooxygenase.21.22 Thienopyridines (e.g.
Clopidogrel, Ticlopidine and Prasugrel) irreversibly inhibit
adenosine diphosphate, which is necessary for the activation
of the receptor GPIIb/IIla complex in platelet aggregation.53.20
Drugs targeted directly to the GPIIb/Illa complex include
tirofiban, eptibatide and abciximab.35 Dipyridamole and
cilostazol are phosphodiesterase inhibitors that decrease
platelet aggregability.35 In addition, tocopherol (vitamin E) has
been shown to inhibit platelet adhesion to the adhesive
proteins collagen, fibrinogen and fibronectin.3s

These drugs are sometimes combined, because they
work in different ways.2* Thienopyridines (cCopidogrel or
Ticlopidine), in combination with aspirin therapy have been
shown to dramatically reduce the incidence of early major
adverse cardiac events after stent placement.54 Uninterrupted
dual antiplatelet therapy is currently recommended in
patients with drug-eluting stents who undergo dental
procedures.3?
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Adverse Effects With Dual Antiplatelet Drug
Discontinution

The leading adverse event associated with early antiplatelet
discontinuation is stent thrombosis, and the majority of these
events lead to acute myocardial infarction (MI) or death.1255
Reported mortality from presumed or documented
thrombosis ranges from 20% to 45%.55 Stent thrombosis most
commonly occurs in the first month after stent implantation
and in this interval it is referred to as “Subacute stent
thrombosis.” However, numerous cases of “late stent
thrombosis,” particularly in patients who have been treated
with DES have been described as occurring months or even
years after stent implantation.56

Evidence of a Rebound In Platelet Activity following
Aspirin Withdrawal

Early thromboembolic complications have been reported after
the interruption of treatment in patients who required aspirin
for prevention of ischemic vascular disease.5” Interruption of
aspirin therapy is associated with a progressive recovery of
platelet function and therefore with a potential rebound of
thrombotic arterial events. The average time delay between
single oral antiplatelet therapy interruption and rebound of
thrombotic events is 11 days. Because this time delay
corresponds to platelet half-life and therefore to platelet
functional recovery after interruption, it is assumed that there
is a causal relationship between interruption and acute
vascular events.>® Aspirin withdrawal is associated with a
“Rebound” phenomenon that is prothrombotic and/or
proinflammatory and plays a causative role in adverse events.
This rebound hypothesis, as a scientific entity, can be defined
as an increase in platelet reactivity following aspirin
withdrawal to a level exceeding that at baseline prior to
initiation of aspirin therapy.>® A study assessed whether
aspirin cessation resulted in a “Rebound” phenomenon of
platelet hyper-aggregation or merely a recovery of normal
platelet function; 11 participants were given aspirin for one
week (300mg loading dose on day 1, 150mg on days 2-7).
Blood sampling was performed in all subjects at baseline
(Before the first dose of aspirin therapy), and at days 7 (The
day of the last dose of aspirin therapy), 14 and 21. However,
they found no evidence of a rebound increase in platelet
functional activity following cessation of aspirin.6®

When to Stop Aspirin Prior to Invasive Dental
Procedures
Traditionally, it is recommended to stop aspirin therapy 7-10
days prior to surgery since platelet inhibition by aspirin begins
at about 1 hour following ingestion and lasts for the lifetime of
the affected platelets (Around 7-10 days).61.21.22

According to Daniel et al. antiplatelet therapy should be
stopped 7 days preoperatively to minimize the risk of bleeding
during surgery.62 Sonksen et al. performed a clinical study on
52 healthy volunteers taking 7-day course of low-dose aspirin.
They found that after stopping the aspirin the Bleeding Time
(BT) was less than 10 minutes within 48 hours of stopping the
aspirin therapy. Hence, they stated that withdrawal of aspirin
for =5 days appears erroneous.®3 Current French guidelines on
preoperative antiplatelet drug management, which are based
solely on expert opinion recommend that aspirin be
withdrawn three to five days before high-bleeding-risk
procedures.¢* Darawade D.A. et al. evaluated the influence of
aspirin on post-extraction bleeding in a clinical setup of 200
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patients randomly divided into aspirin continuing group
(Group A) and aspirin discontinuing group (Group B).

They concluded that there is absolutely no need to
discontinue antiplatelet therapy for any ambulatory dental
procedure and even if the practitioner wishes to discontinue,
it should not be for more than 3 days.16 Wahl et al. advocated
that aspirin should be discontinued for 3 days only, as after 3
days of interruption of aspirin, sufficient number of newer
platelets would be present in the circulation for hemostasis.é5

According to Jeonghun Lee et al. the platelet function
generally recovers if the aspirin cessation period exceeds 96
hours. Thus a shorter aspirin intake cessation period [4 days]
may be allowable in complex dental procedures and surgery
for which a longer aspirin intake cessation period (7-10 days)
is recommended based on the American College of Chest
Physician’s guidelines.18

Aframian et al. recommend that low-dose aspirin therapy
(100mg per day or less) should not be interrupted for
outpatient dental procedures. Because the benefit to patients
(Preventing a thromboembolic episode) clearly outweighs the
risk (Bleeding episode), this is a class I recommendation.3

According to Park et al. if the patient’s platelet count is
over 100,000/mm3, they would recommend that patients
would not stop antiplatelet agents for 7 days and not delay
dental extraction after coronary stenting.37

Joel ]. Napefias, support the recommendation that there
is no indication to alter or stop anti-platelet drugs and that
local hemostatic measures are sufficient to control bleeding.*

Current American College of Cardiology/American Heart
Association/Society for Cardiovascular Angiography and
Interventions recommendations for the prevention of stent
thrombosis after coronary stent implantation state that at a
minimum, patients should be treated with clopidogrel 75mg
and aspirin 325mg for 1 month after bare-metal stent
implantation, 3 months after sirolimus Drug Eluting Stent
(DES) implantation, 6 months after paclitaxel DES
implantation, and ideally up to 12 months if they are not at
high risk for bleeding.6¢ These recommendations were based
on the antiplatelet regimen used in trials that were conducted
to obtain US Food and Drug Administration approval (Low-
risk lesions in low-risk patients) and the anticipated time it
takes for the metal stent struts to become adequately
endothelialized to reduce the risk of stent thrombosis.55

CONCLUSION

From the above review of literature, we would like to conclude
that the practice of blindly discontinuing aspirin therapy prior
to dental extraction should be avoided. Accurate medical
history of the patient should be recorded, laboratory tests to
predict platelet function should be performed, invasiveness of
surgical procedure should be assessed and a discussion with
the patient’s physician should be done.
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