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	Dental Extractions in patients on Warfarin: Is alteration of anticoagulant regime necessary?
	Devani & Howell
	Br J Oral Maxillofac Surg
	1998 Dec & 1999 April


Conclusion: Clinical trial of 65 patients – half the group’s tx of warfarin was stopped, half was not. It is proposed that, provided the INR is within the therapeutic range of 2.0 to 4.0 and postoperative local measures are used, there is no justification in altering warfarin treatment prior to dental extractions.
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	Review of literature; empirical experience of authors
	Goss & Tocchetti
	Aust Dent. J
	2003 June


Conclusion: Patients therapeutically anticoagulated with warfarin can be treated on an ambulatory basis, without interruption of their warfarin regimen provided appropriate local measures are used.
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	Literature review
	Suchko: University of Texas Health Science Ctr, USA
	J Am Dent Assoc
	2003 Nov


Conclusion: Literature does not support routine discontinuation of oral anticoagulation tx for dental patients. The coagulation status – based on the International Normalized Ratio (INR) – must be evaluated before invasive dental procedures are performed. Any changes in anticoagulant therapy must be undertaken in collaboration with the patient’s prescribing physician.
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	Hemostatic effect of (histoacryl) glue in Warfarin-treated patients undergoing oral surgery.
	Al-Belasy & Amer
	J Oral & Maxillofacial Surgery

Study in Egypt
	2003 Dec


Conclusion: Multiple extractions can be performed in patients taking oral anticoagulant therapy without a change in their level of anticoagulation….histoacryl glue can be used over approximated (sutured) wound edges as an effective local measure.
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	Surgical Management of the primary care dental patient on warfarin
	Randall
	Dent Update

Study in UK (Liverpool)
	2005 Sept


Conclusion: The paper summarized that patients who may be treated in primary care are those with a stable INR in a therapeutic range between 2.0 & 4.0, provided local hemostatic measures are taken (local pressure, suturing, applying hemostatic dressing).
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	Dental extractions in patients maintained on oral anticoagulant therapy; comparison of INR value with occurrence of postoperative bleeding
	Blinder, Manor, Martinowitz & Taicher
	Int J Oral Maxillofac Surg

Study in Israel
	2001 Dec


Conclusion: 249 patients who underwent 543 dental extractions were divided into five groups of differing INRs between 1.5 up to 3.5 and greater. There was no statistically significant difference in the incidence of postoperative hemorrhage; additionally, the value of the INR at the therapeutic dose did not significantly influence the incidence of postoperative bleeding. Local hemostasis (gelatin sponge and sutures) appears to be sufficient to prevent postoperative bleeding – therefore, dental extractions can be performed without modification of oral anticoagulant treatment. 
Significant Points: all the articles and the reviews concluded that there is no scientific basis for discontinuing oral anticoagulant therapy prior to dental extractions IF the INR is between 1.0 and 3.0. One study found that the INR of up to 4.0 had no influence on the incidence of postoperative bleeding. The recommendation is for a physician consultation prior to treatment in a primary care setting. Local measures (sutures, pressure, hemostatic gels for the surgical site and even super glue) are appropriate to manage any postoperative bleeding.

Current recommendations from Dr. Ken Moran, OMFS, Tuba City AZ, past National I.H.S. Oral Surgery Consultant concur with the above.

Additionally, there is no INR needed for Plavix or ASA. 
Note:
Per Dr. Osaki, current National I.H.S Oral Surgery Consultant: The literature enclosure on Plavix states that the patient should be removed from Plavix for 5 days before ELECTIVE procedures.

Dr. Osaki also recommends that we consider a therapeutic INR level of 1.0 to 3.0 as treatable, contrary to one of the studies, which treated patients with an INR up to 4.0.

My empirical experience is similar to these recommendations. I have treated approximately 4 cases on oral anticoagulant therapy (with INR up to 2.0) with no post-surgical complications. I ask the patient to wait 15 minutes post-op while applying pressure themselves because the physiological clotting cascade takes 9 minutes. I evaluate the site and dismiss the patient if they have clotted.

I consult with our physicians if the patient responds in positive to our “liver problem” question and usually request INR. We have had no post-operative problems with those cases, either, following the same guidelines. Therefore, this guideline can be used as a consideration for more cases than simply anticoagulant therapy.
