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Incidence of complications in dermatological surgery of 
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multiple comorbidity and/or antiplatelet-anticoagulants. Five 
year experience in our Hospital
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Abstract

Introduction: Surgery is performed more frequently now at days, due to the increasing incidence of melanoma and no-me-
lanoma skin cancer. There are different opinions among dermatologic surgeons between to continue or discontinue antithrom-
botic therapy prior to the procedure, which increases the risk of thromboembolic events. Prophylaxis with oral antibiotics in 
the postsurgical period is controversial. Objective: To report the safety of surgery without suspending antithrombotic therapy 
and without oral antibiotic prophylaxis in dermatology surgery of patients with multiple comorbidities and polypharmacy. 
Method: We designed a retrospective study. We included a total of 655 patients; 96.6% had at least one comorbidity; 27.7% 
used aspirin and 4.3% some type of antithrombotic therapy. The most common type of skin tumor was basal cell carcinoma 
with 69.8%. Results: The complication rate was 4.2%; the most was wound dehiscence (1.1%), followed by partial necrosis 
(0.9%), infection (0.9%), reaction to foreign body (0.6%), complete necrosis (0.3%), bleeding (0.2%) and fistulae (0.2%). 
Conclusions: Based on the literature and our experience, dermatologic surgery is safe without suspending antithrombotic 
therapy or antibiotic prophylaxis in patients with multiple comorbidity.

KEY WORDS: Dermatologic surgery. Skin cancer. Skin surgery complications. Antibiotic prophylaxis.

Resumen

Introducción: La cirugía es uno de los procedimientos que se realizan con mayor frecuencia en dermatología debido a la 
mayor incidencia de cáncer de piel melanoma y no melanoma. Se han encontrado distintas posturas entre los cirujanos der-
matólogos sobre continuar o suspender antiagregantes y anticoagulantes antes del procedimiento, lo cual incrementa el 
riesgo de eventos tromboembólicos, además de la preferencia de utilizar profilaxis antibiótica de forma posquirúrgica por al-
gunos dermatólogos. Objetivo: Reportar nuestra experiencia en cuanto a la seguridad de la cirugía dermatológica sin la 
suspensión de anticoagulantes/antiagregantes y sin profilaxis antibiótica en pacientes con múltiple comorbilidad y polifarmacia. 
Método: Se revisaron 655 pacientes. El 96.6% tenían al menos otra enfermedad. El 27.7% utilizaba ácido acetilsalicílico y el 
4.3% algún tipo de anticoagulante. El tipo de neoplasia más frecuente fue el carcinoma basocelular con 69.8%. Resultados: La 
tasa total de complicaciones fue del 4.2%. La complicación más frecuente fue la dehiscencia de la herida (1.1%), seguida de 
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Introduction

Surgery is one of the most commonly performed 
procedures in dermatology, due to the increased inci-
dence of melanoma and non-melanoma skin cancer1,2. 
From superficial procedures, such as shaving, curet-
tage and cryotherapy, to some of greater complexity, 
such as flaps and skin grafts are performed3.

Most dermatologic surgeons have different positions 
regarding antithrombotic medication discontinuation 
during dermatological surgery. Some choose to discon-
tinue one week prior to the procedure, while others 
maintain perioperative antithrombotic medication4-7. The 
risk of discontinuation and its association with thrombo-
tic events is higher than the benefit of stopping them6.

Overall, the most commonly reported complications 
of dermatological surgery include infection of the site of 
wound, loss of the graft or flap, hemorrhage and closure 
defects8. The most common complication associated 
with the use of antithrombotic drugs is hemorrhage4-7.

Currently, the disproportionate use of antibiotics 
causes expenses to the health system, in addition to 
exposure to adverse effects and increased bacterial 
resistance9.

Objective

To report the safety of dermatological surgery wi-
thout anticoagulants/antiaggregants discontinuation 
and without prophylactic use of antibiotics in patients 
with comorbidity and polypharmacy in our Institute.

Outcomes

–	 To demonstrate the overall low rate of complica-
tions, in comparison with previous similar 
studies.

–	 To demonstrate the low rate of infections without 
the use of prophylactic antibiotics.

–	 To demonstrate the low incidence rate of blee-
ding episodes without discontinuing antithrombo-
tic treatments.

–	 To demonstrate the low rate of complications in 
flaps and grafts.

–	 To demonstrate the low rate of complications as-
sociated with smoking.

Method

Study design

–	 Retrospective study.
–	 Five years, from January 2011 to December 

2015.
–	 One single center.

Patients

The inclusion criteria were:
–	 Patients diagnosed with melanoma and non–me-

lanoma skin cancer who underwent any surgical 
procedure from January 1, 2011 to December 31, 
2015.

–	 Only procedures performed by the dermatology 
department.

–	 Procedures carried out on an outpatient basis.
The exclusion criteria were:
–	 Patients with incomplete files.
–	 Patients without registration in the Institute.
–	 Patients without histological confirmation.
–	 Patients without postsurgical assessment.
–	 Procedures carried out by personnel from other 

specialties.

Statistical analysis

The procedures performed in our center were defi-
ned as clean surgery according to the Centers for 
Disease Control and Prevention (CDC) criteria10:

–	 According to histology, the National Comprehen-
sive Cancer Network (NCCN) guidelines for me-
lanoma and non–melanoma skin cancer were 
considered for low, moderate and high risk11–13.

–	 By topography, it was classified as low and high 
risk according to the NCCN guidelines11–13.

–	 Neither the tumor size nor the surgical defect 
were considered.

–	 Antibiotic was not prophylactically used.

la necrosis parcial (0.9%), la infección (0.9%), la reacción a cuerpo extraño (0.6%), la necrosis total (0.3%), la hemorragia 
(0.2%) y la fístula cutánea (0.2%). Conclusiones: Basándonos en la literatura y nuestra experiencia, la cirugía dermatológica 
es segura sin suspender antitrombóticos ni indicar profilaxis antibiótica en pacientes con múltiple comorbilidad.

PALABRAS CLAVE: Cirugía dermatológica. Dermatología oncológica. Complicaciones posquirúrgicas. Profilaxis antibiótica.
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–	 Included data were age, smoking, comorbidity, 
use of antithrombotic drugs, skin cancer type and 
location, and presence or absence of postsurgi-
cal complications.

In most patients, excision was performed with 
No. 15 scalpel blade with different types of closure:

–	 Direct closure.
–	 Advancement flap.
–	 Rotating flap.
–	 Transposition flap.
–	 Graft.
–	 Healing by secondary intention.
As for complications, they were defined as:
–	 Hemorrhage: presence of hematoma or persis-

tence of bleeding within 24 hours after the 
procedure, requiring re–intervention to ligate a 
bleeding vessel or for hematoma drainage14.

–	 Infection: presence of purulent exudate, local tem-
perature increase, perilesional erythema and pro-
gressive pain within the first 72 postoperative 
hours.

–	 Flap and graft necrosis: partial (necrosis up to 
75%) or total (necrosis greater than 75%).

–	 Dehiscence: spontaneous opening of the wound 
with edges brought together with suture, without 
the presence of tissue necrosis.

–	 Erythema or foreign body reaction.
These events were documented in the medical record 

during the usual postsurgical assessment at 7–14 days 
(prior to removing the suture, during or after removal).

Results

Table  1 shows the baseline characteristics of our 
population. A total of 655 patients were assessed, out 
of whom 50.1% (n = 328) were women and 49.9% 
(n = 327) were men; average age was 74 years. In the 
study population, 96.6% (n = 633) was diagnosed with 
at least another disease, with a maximum of 12 and 
a mean of three; among these, the most common 
were systemic arterial hypertension (48.1%, n = 315), 
type 2 diabetes mellitus (29.8%, n = 195), dyslipidemia 
(26.4%, n = 173), solid organ and hematologic malig-
nancy (26.1%; n = 171), cardiovascular events (18.9%, 
n = 124), immunosuppression induced by drugs or by 
human immunodeficiency virus infection (10.1%, 
n = 66), and solid organ transplantation (7%; = 46). 
The presence of smoking at the time of surgery was 
documented in 12.8% (n = 84) of patients.

The number of medications reported at the time of 
surgery ranged from 0 to 11 per patient (average of 3) 

(Table 2). The most frequent antiaggregant was ace-
tylsalicylic acid (ASA) (27.2%, n = 177), followed by 
clopidogrel (1.2%, n = 8). Anticoagulants were repor-
ted in 4.3% (n = 28) of patients, with acenocoumarin 
being the most common (2.6%; n = 17).

The type of tumor that predominated was basal cell 
carcinoma of low (24%, n = 157) and high grade (45.8%, 
n = 300); the rest was distributed between squamous 
cell carcinoma (SCC) in situ (13.3%, n = 87), well-diffe-
rentiated SCC (9.3%, n = 61), poorly differentiated SCC 
(0.2%, n = 1), melanoma in situ (2.6 %; n = 17), invasive 
melanoma (3.4%; n = 22), porocarcinoma (1.1%; n = 7), 
syringocystadenocarcinoma (0.2%; n = 1), trichilemmal 
carcinoma (0.2%; n = 1) and dermatofibrosarcoma pro-
tuberans (0.2%; n = 1) (Table 3). Similarly, by topogra-
phy, localization in most patients was in high-risk areas 
(56.5%) according to the NCCN classification.

Table 1. Population baseline characteristics

Characteristic % (n)

Total patients
Men
Women

100 (655)
49.9 (327)
50.1 (328)

Average age (range) 74 years (20‑101)

Healthy 3.4 (22)

Comorbidity 96.6 (633)

No comorbidity, average (range)
Type 2 diabetes mellitus
Systemic arterial hypertension (SAH)
Dyslipidemia (DLP)
Neoplasm
Cardiovascular
Inflammatory
Rheumatologic
Immunosuppression
Transplant

3 (0‑12)
29.8 (195)
48.1 (315)
26.4 (173)
26.1 (171)
18.9 (124)

3.4 (22)
7 (46)

10.1 (66)
7 (46)

Smoking 12.8 (84)

Table 2. Description of total medications per patient. Antiaggregants 
and anticoagulants used during dermatologic surgery

Medications % (n)

Average medications per patient 3 (0‑11)

Antiaggregants
Acetylsalicylic acid
Clopidogrel 

28.1 (184)
27.2 (177)

1.2 (8)

Anticoagulants 4.3 (28)

Acenocoumarin
Warfarin
Apixaban
Enoxaparin
Dabigatran
Rivaroxaban

2.6 (17)
0.5 (3)
0.5 (3)
0.3 (2)
0.3 (2)
0.2 (1)
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In all 655 patients, excision was performed; in most 
of them (99.1%), with a margin of at least 5 mm; in the 
rest, widening of surgical margins was not completed 
because after postoperative assessment they did not 
attend a second surgical time. The types of closure 
that were most commonly used were direct closure 
(82.9%, n = 543), followed by different types of flaps, 
such as advancement flap (4.3%, n = 28) (Fig.  1), 

Figure 3. A: nodular basal cell carcinoma primary defect. B, C and 
D: rotation flap.

A

C

B

D

Figure 1. A: left supraciliar basal cell carcinoma. B: primary defect. C and D: “O-T” advancement flap. E: follow-up at 1 year.

C

A

D

B E

Figure 2. A: nodular basal cell carcinoma. B: primary defect. C: rotation  
flap. D: rotation flap closure.

A

C

B

D

Table 3. Type of dry out tumors. Topography for low/high-risk.

Type of tumors % (n)

Total tumors
Low-risk BCC
High-risk BCC
SCC in situ
Well-differentiated SCC
Poorly differentiated SCC
Melanoma in situ
Invasive melanoma
Porocarcinoma
Syringocystadenocarcinoma
Trichilemmal carcinoma
Dermatofibrosarcoma protuberans

100 (655)
24 (157)

45.8 (300)
13.3 (87)
9.3 (61)
0.2 (1)
2.6 (17)
3.4 (22)
1.1 (7)
0.2 (1)
0.2 (1)
0.2 (1)

Low-risk topography 43.5 (285)

Hig-risk topography 56.5 (370)

BCC: basocellular carcinoma; SCC: squamous cell carcinoma
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rotation flap (3.7 %; n = 24) (Figs. 2 and 3) and trans-
position flap (4.9%, n = 11), graft (4.9%, n = 32) and 
healing by secondary intention (2.6%, n = 17). As 
regards complications, 4.2% was reported (n = 27) 
and in order of frequency, they were wound dehiscen-
ce (1.1%, n = 7), partial necrosis (0.9%, n = 6), infec-
tion (0.9%; n = 6), foreign body reaction (0.6%; n = 4), 
total necrosis (0.3%; n = 2), hemorrhage (0.2%; n = 1) 
and cutaneous fistula (0.2%; n = 1) (Table 4).

Of the 27 patients in whom any complication was 
documented (Table 5), the only patient with a hemo-
rrhage report was 72 years’ old, it occurred on the 
nasal dorsum, he did not use antithrombotic drugs 
or tobacco, and only had one comorbidity. In six 
patients, partial necrosis was found, out of which 
three were recorded on the nasal dorsum (two with 
rotation flap and one with a graft), and only one of 
them with anticoagulant use; one was with direct 
closure on the scalp, another on the left leg and the 
other with a rotation flap on the left cheek. Of the 
two patients with total flap necrosis, one was docu-
mented on the nasal dorsum with use of ASA and 
the other on the left helix with graft. Regarding the 
site of infection, two were observed on the scalp, 
two on the arm and one on the mouth and genital 
area. Only one patient with arm surgery used ASA. 
Dehiscence occurred in seven patients, among 
which there were two in the trunk and one of each 
on the cheek, the leg, the ear, the temporal region 
and the chin. Of these, two patients (temporal area 

and ear) used ASA. Foreign body reaction was ob-
served in two patients, one on the trunk and the 
other on the leg; the latter used ASA.

Discussion

The results of this review agree with those previous-
ly reported in similar studies15. Most procedures were 
performed by dermatologic surgeons and dermatology 
residents. Mohs micrographic surgery (MMS) was not 
performed. As part of our protocol, neither anticoagu-
lants nor antiaggregants were discontinued in any 
procedure, according to the American Heart Associa-
tion recommendations, and neither were systematic 
prophylactic antimicrobials indicated16.

Currently, the incidence of melanoma and non-me-
lanoma skin cancer is increasing1,2. The older patients 
are, the more comorbidity they have, and thus they 
require the use of numerous medications, including 
those with antithrombotic and anticoagulant effects17,18.

The overall rate of recorded complications was similar 
to that of previous reports. The first study to compare 
MMS postoperative complications in patients using an-
tithrombotic and non-steroidal anti-inflammatory drugs 
was that by Otley et al.19, including hemorrhage, dehis-
cence and flaps and grafts necrosis, with a rate of 
4.58% being reported, similar to ours of 4.2%

Infection is regarded as the presence of purulent 
exudate in addition to clinical data such as fever, 
erythema, edema, heat or induration present within 
the first 4-7 days after the surgical procedure10,20.

In our center, prophylactic antibiotics are not syste-
matically used for this type of procedure, in accordance 
with the American Heart Association16 and American 
Academy of Orthopedic Surgeons guidelines, where 
procedures and anatomical and sites with high-risk for 
the development of infection are established.

CDCs consider dermatological surgery as a clean 
surgery, and calculate that, without the presence of 
inflammation and with a sterile technique, it has an 
infection risk lower than 5%10. Comparing our infection 
rate of 0.9% with the figures reported in other studies 
(Table 6), we can observe that it does not differ from 
that observed with the use of antimicrobial pro-
phylaxis, especially with the study by Maragh and 
Brown21, who analyzed 1115 tumors with MMS without 
the use of antimicrobial prophylaxis, with an infection 
rate of 0.7% being obtained.

The surgeries that require antimicrobial prophylaxis 
are those performed on mucous membranes and in 
sites with active infection at the time of the procedure.

Table 4. Type of surgical treatment, type of closure and type of 
complications

Surgical treatment % (n)

Excisional 
With margin
Without margin

100 (655)
0.9 (6)

99.1 (649)

Type of closure
Direct
Advancement flap
Rotation flap
Transposition flap
Graft
Secondary intention

82.9 (543)
4.3 (28)
3.7 (24)
1.7 (11)
4.9 (32)
2.6 (17)
4.2 (27)

Complications
Type of complication
Hemorrhage
Partial necrosis
Total necrosis
Infection 
Dehiscence 
Foreign body reaction
Cutaneous fistula

0.2 (1)
0.9 (6)
0.3 (2)
0.9 (6)
1.1 (7)
0.6 (4)
0.2 (1)
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Table 6. Incidence of infections9

Author, year Type of surgery Cases (N) Rate of infection (%)

Maragh, 200821 MMS 1115 0.7

Tanna, 2008 Rhytidectomy for scars 1000 0.0

Dixon, 200623 NMSC (several techniques), total:
Curettage
Flaps
Grafts 
Excisions
Surgical margins widening

5091
3/412

47/1601
6/69

16/2974
3/35

1.47
1.78
2.29
2.29
0.07
1.9

Rhinehart, 2006 MMS sterile vs. non‑sterile gloves 1400

Futoryan, 1995 MMS 530

Excision 517

Cook, 2003 MMS 1358

Kimyai‑Asadi, 200541 Excisional 3491

MMS: Mohs micrographic surgery; NMSC: non‑melanoma skin cancer.

Table 5. Postsurgical complications by topography, type of closure, smoking and antithrombotic use

Complications % (n) Topography Type of 
closure

Tobacco Antithrombotic

Total
Type of complication

Hemorrhage

Partial necrosis

Total necrosis

Infection

Dehiscence 

Foreign body reaction

4.2 (27)

0.2 (1) 

0.9 (6)

0.3 (2)

0.9 (6)

1.1 (7)

0.6 (4)

ND

S
RLL
LC
ND
ND
ND

ND
LE

S
S
RL
LLM
LA
RLL

LC
AT
PT
LLL
LE
RT
C

RLL
LC
RC
AT

DC

DC
AF
G
RF
RF
RF

AF
G

DC
DC
DC
DC
DC
DC

DC
DC
DC
DC
HSI
TF
DC

DC
DC
DC
DC

No

No
No
No
No
Yes
No

No 
Yes

No
No
No
No
No
No

Yes
No
No
Yes
No
No
No

No
No
Yes
No

No

No
No
Yes
No
No
Yes

Yes
No

No
No
No
No
Yes
No

Yes
No
No
Yes
Yes
Yes
No

No
No
No
No

Cutaneous fistula 0.2 (1) RC DC No No

AF: advancement flap; AT: anterior trunk; C: chin; HSI: healing by secondary intention; DC: direct closure; G: graft; LA: left arm; LC: left cheek; LE: left ear; LLL: left lower limb; LLM: left 
labium majus; ND: nasal dorsum; PT: posterior trunk; RC: right cheek; RF: rotation flap; RL: right lip; RLL: right lower limb; RT: right temporal; S: scalp; TF: transposition flap.
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By topography, the highest rate of complications has 
been reported on the lips, ears, inguinal region and in 
grafts and flaps in the nose, reaching up to 5%22,23.

In a more recent study with 69 patients, up to 17% 
of complications were reported to appear below the 
knee, highlighting that 8.9% of the totality were infec-
ted, while in the rest there was delayed healing, hyper-
granulation and poor healing24.

In our study, the patients who experienced infection 
were those who had scalp surgery (two patients), one 
in the mouth, one in the genital area and two in the arm.

Comorbidities that increase the risk of infection in-
clude pharmacological immunosuppression, diabetes 
and smoking; however, Dixon23 failed to demonstrate 
a significant difference between smokers and non-
smokers and their complications. Conversely, Wahie 
and Lawrence25 report that the rate of wound compli-
cations was significantly higher in smokers than in 
non-smokers: 63% vs. 12%, respectively.

Most authors recommend personalizing the use of 
prophylaxis according to the procedure and topography, 
using a first-generation cephalosporin (prior to surgery). 
It should be noted that this is a recommendation based 
on procedures from other specialties9. Levender et al.26 
retrospectively analyzed the use of topical antibiotics as 
prophylaxis in clean dermatological procedures perfor-
med by dermatologists and non-dermatologists, and 
observed that 6.0% and 3.5%, respectively, use topical 
antimicrobial, with no difference in the outcome and 
therefore they propose to stop excessive use.

The results of our study support the recommenda-
tions not to use prophylactic antibiotic treatment pre-
emptively, except in special cases, such as a history 
of cardiac and articular prostheses, and in surgery in 
sites with high risk of infection.

Surveys applied to doctors who perform skin sur-
gery report that up to 50% always discontinue anti-
thrombotic drugs prior to the procedure5,27. In our 
study, 28.1% of patients used antiaggregants and 
4.3% some type of anticoagulation, which were con-
tinued during the procedure (Table  2). Only one pa-
tient with no history of antithrombotic therapy was 
reported to have experienced hemorrhage (0.2%), 
which is a lower percentage than that referred in the 
study by Shimizu, et al.28, where only four patients 
(0.53%) out of 760 experienced hemorrhage, which is 
a similar result to that of the study by Shipkov, et al.14, 
with only one patient with hemorrhage and anticoagu-
lant use. Bordeaux, et al.29, in their study, reported 
0.89% of hemorrhagic complications, most of them 
associated with the use of anticoagulants.

In our study, only nine of the 27 patients with com-
plications used ASA, and one acenocoumarin. The 
complications that occurred include partial and total 
necrosis in three patients, infection in two patients, 
dehiscence in four patients and foreign body reaction 
in one.

Only few studies have been conducted in dermato-
logical surgery comparing the use of this type of me-
dications; however, in more complex surgeries, dis-
continuation is established in previous days. Some 
prospective studies have shown a low complication 
rate. For example, one of the first studies was the one 
by Bartlett,30 which compared 52 patients taking ASA 
with 119 patients without ASA, with 5.7% versus 7.5% 
of total complications, respectively, being obtained, 
and thus it is concluded that its use should not be 
discontinued for this type of procedures. In our study, 
the result was lower, since we only found 5% of com-
plications in the total number of patients who used 
ASA (9 of 177).

As in previous studies, there was no increase ob-
served in the risk of hemorrhage in patients with 
ASA18,28-34; conversely, thrombotic complications have 
been demonstrated when this type of medications are 
discontinued35,36.

We can claim that, at least in our study, hemorrhagic 
complications in patients with antiaggregants and an-
ticoagulants are absent, which are the same findings 
reported by Alcalay37.

In our study, among 100% of smokers (n = 84), only 
5.95% (n = 5) had some type of complication: nose 
flap partial necrosis, ear flap total necrosis and two 
cases of dehiscence, one in the leg and another on 
the cheek, in addition to a foreign body reaction on the 
cheek that is attributed to the presence of suture.

In relation to tobacco, in flaps and grafts, it is im-
portant for the number of consumed packages per day 
(PPD) to be documented, since a dose-response re-
lationship has been established between the number 
PPDs and the presence of necrosis. Goldminz and 
Bennett38 reviewed a series of 916 full-thickness skin 
grafts and grafts and found a significant dose-respon-
se relationship between the number of PPDs and the 
development of necrosis: smokers of one PPD had a 
two-fold higher risk of graft necrosis, whereas those 
with two PPD had a six-fold higher risk for developing 
necrosis in comparison with the population of non-
smokers, smokers of less than one PPD and former 
smokers38. There is no consensus or guidelines that 
establish the time interval for tobacco cessation prior 
to surgery; most studies recommend from 1  day to 
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4 weeks prior to surgery, resuming at between 5 days 
to up to 4 weeks postoperatively39. However, in those 
patients who were heavy smokers (more than one 
PPD), only 23% managed to completely discontinue 
its consumption for 4  weeks40; therefore, reducing  
the consumption to less than one PPD at least  
1 week prior to surgery and 1 week afterwards is 
suggested38.

Therefore, warning this type of patients about possi-
ble wound complications caused by smoking is recom-
mended, and should be indicated to discontinue the use 
of tobacco at least 2 weeks prior and resume 1 week 
after surgery, during which nicotine replacement thera-
pies can be used. In patients who are heavy smokers 
and who refuse to discontinue the habit, indicating a 
consumption lower than one PPD is recommended39.

Flaps and grafts partial necrosis occurred in 0.9% 
of these type of procedures (6/95), and total necrosis 
in 0.3% (n = 2). The necrotic tissue was removed and 
the wound was left for healing by secondary intention. 
The anatomical sites were the scalp, lower limbs, 
cheek, nasal dorsum and ears. The rate of necrosis 
is lower when compared with other studies, such as 
the one by Bordeaux et al.29, with a 1.7% rate of partial 
necrosis (forehead, eyelid, nose and cheeks), without 
a relationship between site and necrosis being de-
monstrated, although partial necrosis of the graft in 
the nose and scalp did predominate.

As for dehiscence, we obtained a 1.1% rate (n = 7), 
with predominance in the face (nose and malar and 
temporal region), which is a slightly higher percentage 
than that reported in similar studies, with a rate of 
0.73%21 and with coinciding anatomical sites. Kim-
yai-Asadi et al.41 showed similar results to ours, al-
though with MMS.

Standardized preoperative evaluation allows to be-
forehand evaluate he strategy to be followed for each 
patient42. Health status should be documented, and 
complications should be prevented according to co-
morbidities and medication intake, and postoperative 
risk should be assessed, as described by Otley43 in 
his proposal for preoperative assessment, which is 
similar to the procedure followed in our center.

Limitations

This was a retrospective, single-center study, and 
limited to 5  years, and therefore the population was 
only 655  patients. The number of cigarettes consu-
med at the time of surgery, tumor size or surgical 
defect were not documented.

Conclusions

Based on the literature and our experience, we 
conclude that dermatological surgery in patients with 
comorbidity and polypharmacy, including antiplatelet 
agents or anticoagulants, has the same complication 
rate, and discontinuation of any type of medication in 
outpatient procedures is therefore not recommended, 
because it surpasses the risk of a thrombotic event. 
Similarly, the low rate of infections without the use of 
prophylaxis was similar to the described reports and, 
therefore, systematic use of antibiotics is not recom-
mended. Ambulatory dermatological surgery is safe in 
this type of patients without making modifications to 
established treatments.
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