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PURPOSE:  This article provides a review of new developments in the management of patients with coagulopathies and the affect of these treatments on dental practice.  

SUMMARY:  

MONITORING OF ANTICOAGULATION:  


INR is replacing PT as the primary method of monitoring anticoagulation.  However, studies have shown variations in results on the same batch of blood tested in different labs.  Therefore, standardization should not be taken for granted by the dentist.


Patient self-management of their warfarin anticoagulation is now possible via the CoaguChek device.  Studies have demonstrated better control in the self-monitored patients than in office monitored patients.

COAGULOPATHIES/DISEASES TREATED WITH ANTICOAGULATION


In patients with hemophilia, the patient’s hematologist should always be consulted prior to treatment.  In many cases, factor replacement therapy will be required prior to treatment.  The author points out that even local anesthetic injection may result in life-threatening bleeding.  Mild hemophilia may provide for the use of desmopressin instead of factor replacement prior to dental treatment.


 In von Willebrand’s disease the bleeding tendency may vary from day to day.  Always consult the patient’s hematologist before treatment.  Usual management prior to procedures involves administration of desmopressin.  This agent stimulates release of von Willebrand’s factor and plasminogen from endothelial cells.


Anticoagulant antibodies are another source of bleeding and clotting problems.  Patients who should be suspect include those with histories of recurrent fetal blood loss, thrombocytopenia, thromboembolic events, and abnormal bleeding episodes.  The anticardiolipin antibodies and the lupus anticoagulant antibodies most often cause acquired thrombophelia.  Depending on the particular variant of these antibodies present, the patient may be at risk for either bleeding or thromboembolism.  


Liver disease may result in a deficiency in the liver-produced vitamin K dependent factors.  Patients with liver disease and an INR greater than 2 are at risk of bleeding during surgical procedures and may require factor replacement therapy.


Various diseases treated with anticoagulation include atrial fibrillation, ischemic heart disease, deep venous thrombosis, and prosthetic heart valve replacement.  The level of therapeutic anticoagulation varies between these conditions.  

NEW DRUGS/TOPICAL AGENTS: New low molecular weight heparins (LMWH) were available for outpatient treatment in 1998.  The agents are enoxaparin sodium (Lovenox), dalteparin sodium (Fragmin), and ardeparin sodium (Normiflo).  These drugs are injected subcutaneously and each has a different half-life.  Unlike IV heparins, the anticoagulation effect does not dissipate in 3 to 4 hours and the patient’s physician should be consulted prior to treatment.  


Topical agents for the control of post-operative bleeding in patients with coagulopathies now includes tranexamic acid along with gelatin sponge, oxidized cellulose, thrombin, and fibrin glue.  Tranexamic acid is a mouthrinse that inhibits fibrinolysis by binding to plasminogen and plasmin.  

DENTAL MANAGEMENT:  The author cites various protocols from the literature for managing the anticoagulated patient.  Two tables are provided.  The general guideline is supported that patients anticoagulated with coumadin do not require anticoagulation if their INR is < 4 for single tooth removal.    

