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Abstract
Background/aims—There are no nation-
ally agreed guidelines on preoperative
management of patients who are on
aspirin or warfarin therapy. There is con-
siderable evidence that complication rates
in anticoagulated patients are low whereas
there are higher rates of thromboembolic
complications in those whose therapy is
manipulated. This survey aimed to estab-
lish oculoplastic specialist and non-
specialist ophthalmic surgeons’ current
management practice of patients before
oculoplastic surgery who are taking aspi-
rin or warfarin and to assess the rate of
complications in these patients.
Method—An anonymous postal question-
naire survey of all ophthalmic consultants
and specialist registrars in the Wessex
region along with oculoplastic specialists
in the Southern region.
Results—The overall response rate was
92%. Preoperative management was influ-
enced both by type of operation and by
type of surgeon. A statistically significant
higher proportion of surgeons would con-
sider altering warfarin compared with
aspirin treatment. For all procedures,
non-specialists are unlikely to stop aspirin
therapy, and are less likely to stop warfa-
rin before all procedures apart from
dacrocystorhinostomy. A significant pro-
portion of surgeons (18%) would allow
insuYcient time for the coagulation status
of the patient to change after altering
treatment. A considerable proportion of
surgeons (54%) reported that they had
seen complications as a result either of
stopping or continuing anticoagulation
therapy.
Conclusions—In this survey, at least half
the surgeons questioned would consider
stopping warfarin before oculoplastic pro-
cedures. Over half of all surgeons have
seen complications related to aspirin or
warfarin, some of which were serious. A
suggested approach to minimising patient
risk is given.
(Br J Ophthalmol 2000;84:1426–1427)

There are no nationally agreed guidelines on
the appropriate action to take preoperatively

with patients on aspirin or warfarin therapy. In
cataract surgery, the perioperative complica-
tion rate in such patients is low (0–1%)1–5 and
outcome is not adversely aVected.6–9 Despite
this, a significant proportion of surgeons
discontinue such therapy before cataract sur-
gery resulting in serious or fatal systemic
thromboembolic complications in 4.5%.1–3

There are few data available, however, with
respect to oculoplastic surgery. This survey was
designed to establish how oculoplastic special-
ist and non-specialist ophthalmic surgeons
manage patients on aspirin or warfarin therapy
undergoing oculoplastic surgical procedures. It
also aimed to establish the frequency of local
and systemic complications in order to assess
whether these patients are being put at risk by
this practice.

Methods
A questionnaire was sent to all ophthalmic
consultants and specialist registrars in the
Wessex region (47) along with 15 oculoplastic
specialists in the Southern region.

Results
The overall response rate was 92% and 100%
of the oculoplastic specialists responded. For
each question, the results indicate the percent-
age of the total replies received.

Overall, 93% of surgeons did not mention
that they would obtain advice before altering
treatment and 74% did not specify that the
indication for aspirin or warfarin would
influence the decision to alter treatment.

The minimum period required in order to
alter coagulation status before surgery is 7 days
for aspirin and 3 days for warfarin. In those
who gave an indication of their practice, aspirin
was stopped an average of 10 days before
surgery (range 2–30, SD 7 days). Warfarin was
stopped an average of 3 days before surgery
(range 1–10 days, SD 2 days). However, 18%
of surgeons volunteer that they would allow
insuYcient time for the coagulation status of
the patient to change.

When responses for all surgeons are taken
together, a statistically significant proportion
(McNemar ÷2 test) are more likely to stop war-
farin rather than aspirin therapy before dacro-
cystorhinostomy (DCR) (p=0.0042), ptosis
(p=0.0015), entropion (p=0.0026), and ectro-
pion (p=0.0026).
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For all procedures, non-specialists are un-
likely to stop aspirin therapy (Table 1). Similar
proportions of non-specialist and oculoplastic
surgeons are likely to stop warfarin before a
DCR (87% and 84% respectively). In contrast,
fewer non-specialist than oculoplastic special-
ist surgeons sometimes or always stop warfarin
before ptosis procedures (69% and 78%
respectively), entropion repair (48% and 60%
respectively), and ectropion repair (50% and
67% respectively).

In those patients in whom warfarin therapy
had been discontinued, around 40% of all sur-
geons would consider heparinisation of pa-
tients in those undergoing ectropion and
entropion repair. This figure increases to
approximately 50% before ptosis procedures
and DCR. For oculoplastic specialists, the tar-
get maximum international normalised ratio
(INR) before all procedures was approximately
3. For non-specialists, the target was similar
prior to entropion and ectropion repair, but
was 2.5 before DCR.

A considerable proportion of surgeons
(54%) reported that they had seen complica-
tions as a result of either stopping or continu-
ing anticoagulation therapy.

Discussion
The preoperative management of oculoplastic
patients on aspirin or particularly warfarin
therapy presents a diYcult clinical problem.
There were no statistically significant diVer-
ences in the approach taken by non-specialists
compared with oculoplastic specialists.

The actual incidence of haemorrhagic com-
plications compromising surgery in oculoplas-
tic patients is unknown. In a study by Bartley10

on anticoagulated oculoplastic patients whose
anticoagulation was not altered, no significant
complications occurred. However, there are
significant risks involved in discontinuing anti-
coagulation.11 In this survey, 54% of the
surgeons reported that they had seen both
haemorrhagic surgical complications and, in
common with other surveys,1 serious systemic
embolic complications including one death
due to cerebrovascular accident and one
brachial artery embolus. It is possible that such
embolic complications were underreported.

In the case of cataract surgery, the available
evidence suggests the practice of reducing aspi-
rin and warfarin preoperatively is unnecessary
and is putting patients at risk. Until data on
haemorrhagic complication rates in oculoplastic
patients on aspirin and warfarin are available, it
is hard to justify a similar increase in the risk of
serious life threatening complications. In view of
this, a suggested approach for the management
of such patients is given in Table 2.

Ophthalmologists must not lose sight of
known risks when trying to minimise perceived
risks.

The authors would like to thank Joanna Vartan and Lorraine
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Table 1 Adjustment of treatment by oculoplastic specialists and non-specialists for diVerent procedures. Numbers of surgeons who would sometimes or
always stop treatment with percentage of total replies for each question

Non-oculoplastic specialists Oculoplastic specialists

Stop aspirin Stop warfarin Heparinise Stop aspirin Stop warfarin Heparinise

Ectropion repair 9 (21%) 20 (50%) 6 (38%) 6 (40%) 10 (67%) 2 (40%)
Entropion repair 8 (20%) 19 (48%) 6 (40%) 6 (40%) 9 (60%) 2 (40%)
Ptosis procedures 13 (35%) 25 (69%) 8 (42%) 8 (57%) 11 (78%) 3 (50%)
DCR 23 (57%) 34 (87%) 12 (48%) 11 (78%) 11 (85%) 4 (80%)

Table 2 Risk management for patients on aspirin and warfarin treatment undergoing
oculoplastic procedres.

Indication Indication for aspirin and warfarin treatment should
always be taken into account in the decision to
alter treatment. Blanket preoperative protocols
should not be used.

International normalised ratio (INR) Check INR is within therapeutic range and not
excessively high.

Reconsider In many cases, it is preferable to operate despite
anticoagulation, or to reconsider the value of the
operation in view of the risks involved.

Pharmacodynamics SuYcient time should be allowed for the coagulation
status of the patient to change (a minimum of 3
days for warfarin and 7 days for aspirin).

Liaison In complicated cases, liaison with general medical or
haematological colleagues is essential.

Heparin The use of heparin should be considered if warfarin
has to be discontinued.
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