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ABSTRACT 

Background: The purpose of the study was to evaluate the effect of low dose aspirin before tooth extraction. 

Materials and Method: The study group consisted of 50 patients who were scheduled to undergo dental 

extractions. All patients were receiving 75 - 150 milligrams of aspirin daily on a regular basis. 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. One hour before the procedures, all patients underwent a bleeding 

time test.  

Results: 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. However, both groups were within the normal bleeding time range and in both groups, a local 

hemostatic method was sufficient to control bleeding. No episodes of uncontrolled intra operative or 

postoperative bleeding were noted. 

Conclusion: Low-dose aspirin therapy should not be stopped before oral surgery. Local haemostasis is sufficient 

to control bleeding. 
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INTRODUCTION 

Antiplatelet and anticoagulant agents have 

been extensively researched and developed as 

potential therapies in the prevention and 

management of arterial and venous thrombosis. On 

the other hand, antiplatelet and 

anticoagulant drugs have also 

been associated with an 

increase in the bleeding time 

and risk of post-operative 

hemorrhage. Because of this, 

some dentists still recommend the patient to stop 

the aspirin for at least 3 days before any oral 

surgical procedure. However, stopping the use of 

this drug exposes the patient to vascular problems, 

with the potential for significant morbidity. 

Thrombotic and thromboembolic 

occlusions of blood vessels are the main cause of 

ischaemic events in heart, lungs and brain1. Since 

the observation that thrombi occluding arteries 

were rich in platelets, antiplatelet agents and 

anticoagulants have been extensively researched 

and developed as potential therapies for the 
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prevention and management of arterial 

thrombosis1. Platelet activation and aggregation is 

considered to be central to arterial thrombus 

production2. Platelets are the ‘major players’ in 

arterial thrombosis and therefore are attractive 

targets in the prevention and treatment of 

cardiovascular diseases such as myocardial 

infarction, cerebral ischemia and peripheral arterial 

insufficiency1. Even though several antiplatelet and 

anticoagulant agents have been developed in recent 

years, acetylsalicylic acid (aspirin) and warfarin are 

the standard drugs for preventing vascular 

diseases3. 

Aspirin works by irreversibly inhibiting 

platelet function and cyclo-oxygenase type 1 (COX-

1) through a selective acetylation of human COX-1, 

lasting for the life of the platelet (approximately 10 

days). Aspirin irreversibly inactivates COX-1 activity 

by binding to the active site of the enzyme at the 

arginine 120 residue and acetylating the serine 529 

residue. Acetylation prevents arachidonic acid from 

gaining contact with Tyr 385, which is the normal 

first step in its cyclo-oxygenation. Aspirin is a 150- 

to 200-fold more potent inhibitor of COX-1 than 

COX-2, and COX-1 is sensitive to low doses of 

aspirin (40-80 mg daily). 

Blood clotting mechanism is initiated by 

one of two pathways: intrinsic and extrinsic. The 

intrinsic pathway is initiated by damage, or 

alteration, to blood independent of contact with 

damaged tissue, whereas the extrinsic pathway is 

initiated by exposure to damages tissue4. 

The purpose of this study is to determine 

whether there is evidence to demonstrate that 

adverse outcomes are associated with the use of 

aspirin & post-operative bleeding in patients during 

dental procedure. 

MATERIAL AND METHOD 

This study was conducted at the dental 

outpatient department of Oral and Maxillofacial 

surgery. Patients’ included in the study were: aged 

between 40 to 65 years, who were indicated for 

extraction and were prescribed aspirin drug only. 

Patients’ who were on warfarin, heparin, steroids, 

or non-steroidal anti-inflammatory drugs & patients 

with systemic diseases like diabetes were excluded 

from the study. 

Hospital's ethical committee provided the 

ethical approval for this study. Informed consent 

was obtained from all study subjects by ensuring 

confidentiality and explaining the risks benefits 

involved.  

50 patients, both male and female, 

attending Department of Oral & Maxillofacial 

Surgery for removal of teeth were enrolled in this 

study. Patients were randomly divided into two 

groups: those in the group I continued to receive 

aspirin therapy, while patients in the group II 

stopped aspirin therapy seven days before their 

extraction and did not resume treatment until the 

day after the surgical procedure. 

Pre-operative dental examination, vital 

signs (blood pressure & pulse), bleeding time 

(White & Lee technique), clotting time (Ivy’s 

technique), INR were measured. If INR was in range 

of 1 to 1.30 only then extraction was carried out. 

Local anesthetic injection containing 2% lignocaine 

with 1:200,000 adrenaline was administered to 

patient. Aspiration was done prior to injecting the 

anesthetic both for infiltration and regional block to 

avoid direct entry of needle into a vessel. The tooth 

was extracted and presence or absence of bleeding 

was observed. Bleeding time was recorded after 

extraction. Analgesic was prescribed as needed for 

pain, and the patient was instructed not to take any 

other medications for pain. 

Chi square test was done to evaluate the 

relative frequencies of patients in different groups. 

Differences of parametric variables were tested 

with analysis of variance. 

RESULTS 

The mean (± Standard Deviation) bleeding 

time was 1.8 ± 0.47 minutes in patients who 

discontinued low-dose aspirin therapy one week 

before oral surgery; in comparison, patients who 

continued aspirin therapy throughout the study 

period had a bleeding time of 3.1 ± 0.65 minutes. 

This difference was statistically significant (p =.002) 

[Table 1] but both groups of patients were still 

within the normal bleeding time range: 2 to 7 

minutes (according to White and Lee). The mean (± 

SD) clotting time was 3.1 ± 0.69 minutes in group 1 

and of 4.3 ± 0.66 minutes in group 2. Normal 

clotting time range is 3 to 5 minutes (according to  
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Table 1:  Test statistics 

 0 cells (.0%) have expected frequencies less than 5. The minimum 

expected cell frequency is 25.0. 

Graph 1: Comparision of bleeding time, clotting time and INR 

among both the groups. 

 

Ivy’s Method). [Graph 1] The normal range of INR 

patients who continued with the anticoagulant 

therapy was up to 1.5. 

DISCUSSION 

Until the early 1980s, aspirin was used as 

an anti-inflammatory, analgesic and antipyretic 

drug for short periods only. The major side effects 

of aspirin— namely, gastrointestinal irritation and 

ulcers; tendency to develop gingival, nasal and 

intestinal hemorrhage; and asthma like attacks in 

asthmatic patients—limited administration of the 

drug to short periods (from two to five days)5. 

Studies conducted since the early 1980s 

have shown that the antiplatelet effect is elicited at 

low doses—of about 0.5 to 1.0 mg per kilogram per 

day— while the analgesic and antipyretic effects 

occur only at a daily dosage of 5 to 10 mg/kg, and 

the anti-inflammatory effect is achieved at a dosage 

of more than 30 mg/kg/day9. Thus, low doses of 

aspirin are sufficient for achieving anticoagulation 

with reduced side effects. Therefore, within the last 

decade there has been a rapid increase in the use of 

low-dose aspirin as a secondary preventive drug by 

patients who have cardio-vascular and peripheral 

vascular diseases6. The increasing popularity of 

aspirin, either alone or in combination with other 

drugs, has presented physicians and dentists with 

the dilemma of whether to advise patients to 

discontinue aspirin therapy before surgical 

procedures are performed. 

Controversy exists in the literature 

regarding this issue. Many studies7,8 have advocated 

stopping aspirin therapy seven to 10 days before 

elective surgery9. Conversely, other researchers 

have suggested that aspirin therapy should be 

continued regardless of the surgical procedure10,11. 

Lawrence and colleagues11 recommended 

the continuation of aspirin therapy before elective 

dermatologic surgery if the patient’s bleeding time 

was within normal limits. They found that bleeding 

time was prolonged in six (37.5 percent) of 16 

patients receiving aspirin therapy; however, all of 

these patients had been receiving high doses of 

aspirin. The results of our study showed that when 

patients received a low dose of aspirin (100 mg), 

their bleeding time remained, without exception, 

within normal limits. On the other hand, Scher12 

advocated stopping aspirin therapy before any 

surgical procedure performed on a non- emergency 

basis. He found that diffuse postoperative bleeding 

was associated with preoperative use of aspirin. 

However, the patients in his study were also 

receiving a high dose of aspirin. Thomason and 

colleagues13 described a patient receiving low-dose 

aspirin therapy whose platelet function was 

completely impaired and required infusion of 

platelets to control hemorrhage after gingivectomy. 

These authors suggested that the rarity of such 

cases points to a considerable variability in the 

individual platelet response to the drug. 

Our study demonstrated that dental 

extractions, even the more complex procedures, did 

not result in uncontrolled intra operative or 

postoperative hemorrhage in patients receiving 

low-dose aspirin therapy on a long-term basis. No 

radical steps were needed to stop the bleeding in 

these patients and in most cases suturing was the 

only haemostatic tool used. Furthermore, the 

results of all of the patients’ bleeding time tests—

the only reliable test for the activity of platelets14,15 

— were within the normal range, regardless of 

 

MIN 5 MIN 10 

Chi-

Square(a) 
9.680 38.720 

Df 1 1 

p VALUE 0.002 <0.0001 



AHB  

31 
 

Advances in 

Human Biology Kruti A Shah et al. 

whether patients continued or discontinued aspirin 

therapy. Thus, it seems that there is no need to stop 

low-dose aspirin therapy in most patients, perhaps 

even in patients with anemia. Although no 

complication were observed in patients in whom 

aspirin therapy was temporarily stopped. 

Valerin et al16 enrolled thirty-six patients 

(mean age 40.3 +/10. 4:19 male) with 17 patients 

randomized to aspirin and 19 to placebo. No 

differences were noted between groups in baseline 

information, extraction time, difficulty of extraction, 

location of extraction sites, and compliance between 

the groups. They found no differences in bleeding 

outcomes for patients on aspirin versus placebo. 

Their findings suggest that there is no indication to 

discontinue the use of aspirin in patients requiring 

single tooth extraction. 

Adchariyapetch compared the 

postoperative stoppage of bleeding in subjects who 

stopped or continued taking aspirin seven days 

before simple dental extraction. The mean bleeding 

time in both groups was normal before and after 

procedure and bleeding stopped in both groups 

within 30 minutes by biting the gauze, except for 1 

patient who required a gauze biting time of between 

31 to 60 minutes. They therefore concluded that 

simple tooth extraction of 1-3 teeth in patients 

taking low dose aspirin (< 100 mg) could be done 

without the necessity of stopping aspirin17.  

Two studies have evaluated bleeding on 

probing (BOP) for people taking aspirin. The first 

study randomized 46 persons to placebo, 81 mg 

aspirin, or 325 mg aspirin14 (Schrodi et al., 2002)18. 

The people with baseline gingivitis (> 20% BOP 

sites) randomized to 325 mg aspirin had an 

increase in BOP compared with the placebo group. 

In a similar study, significant differences in BOP 

between placebo and both 81 mg aspirin and 325 

mg aspirin were identified (Royzman  et al., 2004)19. 

Despite the absence of a clear link between 

aspirin use and significant bleeding following 

invasive dental procedures, there are still 

recommendations to delay invasive procedures for 

a minimum of 3 days following cessation of aspirin, 

until a time when the numbers of new, functional 

platelets have returned to a sufficient level (Little et 

al., 2002)20. The problems associated with this 

practice include a delay in treatment for emergent 

odontogenic problems, the loss of the anti-

thrombotic benefit of aspirin when it is prescribed 

for cardiovascular disease, and unnecessary time 

and expense for unwarranted bleeding time testing 

(De Rossi and Glick, 1996)21. 

The weight of evidence in the dental clinical 

literature does not support the long-held belief that 

an oral anticoagulant regimen must be altered or 

discontinued before most dental procedures, 

including oral surgery. Currently, the INR does not 

require alteration of the therapy regimen unless the 

INR value is greater than 4.0, provided that local 

hemostatic measures are used. INR values greater 

than 5.0, however, contraindicate a patient’s 

undergoing a surgical procedure22,23. 

In 2003, Zanon and colleagues24 reported 

the results of a single-blind, prospective study of 

250 patients who were receiving anticoagulation 

therapy and had INR values between 1.8 and 5.0, as 

well as 265 patients who were not receiving 

anticoagulation therapy and who underwent both 

simple and surgical extractions. In all of the 

procedures in patients receiving anticoagulation 

therapy, oxidized cellulose was placed in the 

surgical site and stabilized with silk sutures, 

tranexamic acid-saturated gauze square was placed 

for 30 to 60 minutes, and an ice pack was placed on 

the cheek for one hour postoperatively. The total 

number of bleeding complications in the group of 

patients receiving anticoagulation therapy (four out 

of 250) did not differ significantly from the rate of 

occurrence in the control group (three out of 250). 

Wahl25 reviewed the literature on this 

subject in 2000, reporting that in an aggregate of 

950 patients receiving continuous anticoagulation 

therapy, only 12 (< 1.3 percent) required more than 

local measures to control hemorrhage. The author 

went on to note that while discontinuation of 

anticoagulation therapy has been a common 

practice, bleeding after dental surgery rarely is life-

threatening, and, more importantly, there have been 

four case reports of fatal thromboembolisms 

resulting from this practice. Loeliger and 

colleagues26, however, have shown that INR values 

greater than 5.0 are accompanied by an 

unacceptable risk of serious hemorrhage and 

patients with INRs greater than 5.0 are not 

candidates for surgery. 
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CONCLUSSION 

Low-dose aspirin (75 - 150 mg) therapy 

should not be stopped before oral surgery. Local 

haemostasis is sufficient to control bleeding. 

Patients receiving aspirin therapy to prevent blood 

clot formation may be subject to emboli formation if 

the treatment is stopped. The results of this study 

show that aspirin therapy should be continued 

throughout oral surgical procedures. 
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