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EDITORIAL

Risk of bleeding following hemorrhoidal banding in
patients on antithrombotic therapy

Risque de saignement apreés ligature élastique pour hémorroides chez des
patients traités par anticoagulants ou antiagrégants plaquettaires

Introduction

Hemorrhoidal banding is an office procedure for the treat-
ment of grade1 to 3 internal hemorrhoids. It has been
shown to be a safe and relatively effective way to treat
minimally symptomatic hemorrhoids without a formal oper-
ation. Risks associated with hemorrhoidal banding have been
well described and range from bleeding, urinary retention,
recurrence and, rarely, sepsis or death. The overall risk of
complications following placement of a hemorrhoidal band
ranges from 3.5 to 10% [1—6]. Bleeding is the most common
complication associated with hemorrhoidal banding, with
minor or insignificant bleeding being reported in as many
as 1.7% and major or significant bleeding in 0.8% of patients
[1-5].

Recommendations for patients who are candidates for
rubber band ligation but are on antithrombotic therapy have
never been formally evaluated. Some studies have shown
subsets of patients with a much higher bleed rate, ranging
from 7 to 25% [1,2,7], while on antithrombotic medication.
Many authors recommend not banding any patient until they
have been off their medication for 7—10days before the
banding, followed by a further 7—10 days thereafter [8—10].
This treatment algorithm leads to multiple office visits for
diagnosis and subsequent treatment and an increased time
off their medication which may lead to a greater risk of
stroke, myocardial infarction, or deep venous thrombosis
[11-15].

Prophylaxis against heart disease and stroke, treatment
for deep venous thrombosis and the recent placement of
cardiac stents are the most common reasons why patients
require some form of anticoagulant or antiplatelet ther-
apy. Patients taking aspirin for coronary artery disease have
been reported to have a new coronary event 4.1% of the
time when stopping their aspirin [14]. The risk of stroke in

high-risk patients who discontinued their antiplatelet ther-
apy has been reported as high as 4.9% [13].

Our practice has been to see and evaluate a patient
with symptomatic hemorrhoids, discuss the risk and ben-
efits of a banding procedure and to perform the banding
immediately in the office. Patients then hold their medica-
tion for 10 days if taking aspirin or clopidogrel bisulfate and
seven days if taking warfarin. The risk of bleeding following
hemorrhoidal banding is highest as the mucosa sloughs off
at 5—10days. The described treatment algorithm allows for
greatest thrombotic activity at the time of greatest risk of
bleeding while limiting the time off therapy.

Our experience

A review of our hemorrhoidal bandings revealed a total
of 605bands placed on 364 patients while on antithrom-
botic or antiplatelet therapy, including aspirin 81 mg, aspirin
325 mg, non-steroidal anti-inflammatory drugs, warfarin and
clopidogrel bisulfate 75mg. A majority of patients were
on thrombotic prophylaxis for increased risk of stroke or
myocardial infarction. Complications occurred in 44 of
the 605bandings (7.3%). There were 23 (3.7%) bleeding
complications, five (0.8%) patients developed urinary reten-
tion, 14 (2.3%) patients who complained of moderate to
severe pain and two (0.3%) patients reported fever/chills
following the banding. There were no deaths.

Of the bleeding complications, 17 (2.7%) were considered
insignificant, requiring no further therapy. Six (0.9%) were
considered significant, requiring a visit to the emergency
room, admission to the hospital or transfusion of blood prod-
ucts. None of these values varied statistically from what had
previously been reported in the literature [1,2,6]. However,
six bleeding episodes occurred in 18 patients who underwent
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a total of 35bandings while taking clopidogrel. Three (8.6%)
patients had significant bleeds and three (8.6%) had insignif-
icant bleeds. Twelve of these patients were taking both
aspirin and clopidogrel. Two of the significant and one of the
insignificant bleeding episodes occurred in patients taking
both aspirin and clopidogrel. While there was an insufficient
sample size to reach a statistical conclusion, it was concern-
ing that such a high percentage of patients on clopidogrel
bled following banding.

Discussion

The rationale for our method of managing these patients fol-
lows the expected effect on platelets and anticoagulation
of the particular drug the patient is taking. The greatest
risk for bleeding following banding is from mucosal slough-
ing, typically from 5—10days after ligation [8]. By holding
the antiplatelet drugs at the time of banding, much of their
effect will be greatly diminished at roughly this critical time.
By not stopping the drug prior to the procedure, we also
cut down on the time patients will be off their antithrom-
botic medication. Time off their medication increases their
risk for stroke, myocardial ischemia or a complication of
any other medical condition for which they are taking their
medication. Once re-initiated, antiplatelet therapy rapidly
achieves significant antiplatelet activity. This may minimize
risk of thrombotic events. With warfarin, stopping the drug
at time of banding will usually allow normalization of inter-
national normalized ratio (INR) at 3—5days. Starting it at
the regular scheduled dose again at 7 days means full effect
will probably not be realized until sometime after 10 days.
This approach minimizes the anticoagulant effect during the
critical 5—10days postband bleeding risk.

The risk of bleeding or any complication following a hem-
orrhoidal band is quite low. However, since there are an
increasing number of patients presenting to an office set-
ting to be evaluated for bleeding while on antithrombotic
and/or antiplatelet therapy, the timing of office based pro-
cedures needs to be carefully considered. With an increase
of new antithrombotic agents in the management of patients
with cardiovascular, cerebrovascular and peripheral vascu-
lar disease, surgeons now have to contend with either an
increased risk of bleeding or the delay of a procedure in
these patients. The CAPRIE trial demonstrated that clopi-
dogrel is more effective and safer than aspirin in reducing
adverse cardiovascular events in patients with atheroscle-
rosis [16]. Thus, a growing proportion of patients being seen
today by surgeons are taking antiplatelet and anticoagulant
medications.

The discontinuation of antithrombotic medication for
1week before and up to 2 weeks after a banding appears
to be unnecessarily long. A repeat office visit, following a
diagnosis of hemorrhoids suitable for banding so antithrom-
botic medication can be stopped, appears to be inefficient
and costly. With a shortened timeline off medication and
no delay for discontinuation of medication, our risk of sig-
nificant bleeding was less than 1%. If clopidogrel was not
included, the risk of bleeding was less than 0.5%. When
coupled with the increased risk of possible stroke [12] or
rebound myocardial infarction [14] following discontinua-
tion of antiplatelet and anticoagulation therapy, it would

appear that holding antithrombotic medication longer than
is necessary may be more dangerous than the risk of bleeding
following hemorrhoidal banding.

Conclusion

If it is determined that bleeding from hemorrhoids is a sig-
nificant risk for a patient on antithrombotic therapy and
banding is considered the most effective therapy, then
the stoppage of antithrombotic therapy should be kept to
the least amount of time possible. The use of the time-
line described here, withholding antiplatelet therapy for
10days and anticoagulation therapy for 7days, may sat-
isfy that requirement while not leading to an increased risk
of a bleeding complication from the banding. Patients tak-
ing clopidogrel, while not statistically significant, did trend
toward a greater risk of bleeding than the other groups.
These patients may need to stop their medications prior
to banding. Always, the risk of medical complications asso-
ciated with cessation of antithrombotic and antiplatelet
therapy needs to be considered and balanced against actual
medical risks related to bleeding in the treatment planning
for patients with symptomatic hemorrhoids.
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