
497

 Letter to the Editor

Re: Safety of Ultrasound-Guided Transrectal Extended Prostate Biopsy in Patients 
Receiving Low-Dose Aspirin
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To the Editor, 

	 Clinicians in general should note procedures 
that may appear to be associated with a high or low risk 
of bleeding, despite the lack of high quality method-
ological scientific evidence in this area. Furthermore, 
there are invasive procedures which possess different 
risks of bleeding, as well as patients with different risks 
of thrombosis. Additionally, clinicians must consider 
the existence of various ways of perioperative antico-
agulation and adequate identification for those with 
“high risk” for antithrombotic cessation afterwards.
	 Studies dealing with safety of minor inva-
sive procedures on patients taking into consideration 
antithrombotics in general are not abundant in the 
literature, which has often raised practical concerns 
and controversies regarding how to manage them 
appropriately, mainly in perioperative intervention. 
These interventions with minor risks have usually 
been undertaken using exaggerated caution or indi-
vidualized according to the urologist’s experience.
In order to give some examples of this, the following 
are cited:
1.	 Resection of colonic polyps, especially sessile 

polyps > 2 cm in diameter, in which bleeding may 
occur at the transected stalk;

2.	 Cardiac pacemaker or defibrillator implantation, 
in which separation of the infraclavicular fascial 
layers and lack of good hemostasis of unopposed 
tissues within the pacemaker or defibrillator 
pocket may be predisposed to hematoma develop-
ment and serious complications.

3.	 Biopsy of the prostate or kidney, in which the 
presence of highly vascular tissue and endogenous 
urokinase may promote post-biopsy bleeding 
(1,2).

	 The study carried out by Kariotis et al. em-
phasized that the previous use of aspirin does not 
necessarily mean it has been withdrawn. The action 
to maintain drugs such as oral anticoagulation or even 
antiagregation has great relevance and was already 
considered among other authors(3-5), generating 
matter for debate (3,6).
	 It is important to realize that nowadays, more 
patients that are elderly will be referred to undergo 
a prostate biopsy. Also, the majority of patients will 
coexist with cardiac diseases, such as coronary stents, 
enlarged atriums with complex arrhythmias, valve 
problems, severe arterial vasculopathy, or venous 
thrombosis among complex comorbities; all requir-
ing adequate anticoagulation or antiagregation in 
order to avoid severe or disastrous thromboembolic 
events. Based on these assumptions, clinicians have 
always to outweigh risks and benefits. Their ultimate 
decision on whether to withdraw or withhold these 
antithrombotics is still a matter of judgment, prefer-
ences and values as well as the type and amount of 
biopsies undertaken.
	 In the same way, Lhezue et al. (2) already 
described similar findings in 2005, but instead of 
administering aspirin, the concomitant use of oral 
anticoagulant (warfarin), a stronger anticoagulant, 

International Braz J Urol Vol. 36 (4): 497-498, July - August, 2010
doi: 10.1590/S1677-55382010000400013



498

 Letter to the Editor

was used. Also, they concluded that its suspension, 
in order to perform prostate biopsy, should not be 
necessary according to their favorable outcome and 
absence of complications.
	 More recently, a prospective randomized trial 
was undergone in order to determine whether the 
incidence and duration of bleeding complications 
after transrectal prostate biopsy in patients not dis-
continuing low-dose aspirin are greater than in those 
discontinuing it (4).
	 Despite the discussion regarding whether the 
number of biopsy cores taken (between 4 and 9) would 
be considered the best practice, physicians have to 
conjugate or balance its context of realization.
	 In addition, among all controversies still pres-
ent in our practice, the need to avoid a thromboem-
bolic event, such as embolic stroke or intracoronary 
stent thrombosis, will dominate perioperative anti-
thrombotic management, irrespective of bleeding 
risk.
	 Lastly, it is important to highlight 3 important 
aspects:
1.	 Resuming antithrombotic therapy after a surgical 

or invasive procedure, it takes 2 to 3 days for an 
anticoagulant effect to begin after the administra-
tion of warfarin. Whereas it takes minutes for an 
antiplatelet effect to begin after the administration 
of aspirin, and 3 to 7 days for peak inhibition 
of platelet aggregation to be reached after the 
application of a (75 mg) maintenance dose of 
clopidogrel (1).

2.	 The majority of surgical or other invasive proce-
dures are being performed without hospitaliza-
tion or with a short hospital stay; consequently, 
potential thromboembolic or bleeding-related 
complications are likely to occur while the patient 
is at home. Close follow-up of patients during 
the early period after a procedure is, therefore, 
warranted to allow early detection and expedited 
treatment of potential complications.

3.	 Studies are lacking with regard to patients who 
are receiving clopidogrel and require a prostate 
biopsy, although it is probable that the continua-
tion of clopidogrel and aspirin in patients under-
going minor procedures will increase the risk of 
bleeding as mentioned above that seen with the 
use of aspirin alone.
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