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Blacker DJ, Wijdicks EF, McClelland RL. Stroke risk in anticoagulated patients with atrial
fibrillation undergoing endoscopy. Neurology 2003; 61: 964-968
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* British Society of Gastroenterology (BSG) guideline 2016
and

European Society of Gastrointestinal Endoscopy (ESGE) guidelines 2016

* American Society for Gastrointestinal Endoscopy (ASGE) guidelines 2016
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prasugrel
ticagrelor

[Continuo therapy
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High Risk P¥9cedure
with sphincterolomy
Ampullectomy
Dilation of strictures
Therapy of varices
PEG
EUS with FNA
enteral or colonic
\ /
clopidogrel
prasugrel
ticagrelor
[ Low Risk Condition J [Hish Risk Condiﬁon]
|schaemic heart dsease Coronary arfery stents
without coronary stent
Cerbrovascular disease
/Liaise with cardiologist )
prasugrel or ticagrelor 5 days
before if:
>12 months after insertion of
drug-eluting coronary stent
>1 month after insertion of bare
metal coronary stent
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/" High Risk Procedure
Paiypectomy

ERCP with sphincterotomy
Amguiectony

EMRESD

Diation of strictures
Therapy of varices

EUS with FNA

Warfarin ‘ DOAC \
Dabégatran
Rivaroxaban
Apixaban
Edoxaban

Low Risk Condition (" High Risk Condition
Prosthetic metal heart valve in Prosthetic metal heart valve in
acetic postion meral position
Xenograft heart vaive Prosthetic heart valve and AF
AF wihout valvdar dsease AF and mitral stenosis /?.hlnwouofdmo \
>3months after VTE <amonths after VTE > 48 hours before
Thrombophila syndromes (laise \_ ;”c.m"
T For dabigatran with CrCl (eGFR)
30.50mimin take last dose of drug
72 howrs before procedure
/&opmnnsm\ In any patient with rapidly
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Check INR pricr to procedure to
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ensure INR<15

Restart wartarn evening

mun usual dally dose
INR 1 week later to
ensure adequate anticoagulation
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Endoscopy-induced bleeding risk
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() ~ Low

low AC 1. Continue warfarin and NOAC AC

High

1. Discontinue AC
2. Restart warfarin on same day of procedure
3. Delay reinitiating NOACs until adequate hemostasis is achieved

APA 1. Continue standard doses of ASA/NSAIDs APA
2. Continue thienopyridines

CV risk

1. Continue standard doses of ASA/NSAIDs*
2. Discontinue thienopyridi nesatleastSd_aEbefo:eswitd\toASAT
3. Dual APA, hold thienopyridines for at least 5 days, continue ASA'

High AC 1. Continue warfarin and NOAC AC

1. Discontinue AC —
CEET BSG/ESG& R
3. Restart warfarin on same day of procedure

4. Delay reinitiating NOACs until adequate hemostasis is achieved

APA 1. Continue standard doses of ASA/NSAIDs APA
2. Continue thienopyridines

1. Continue standard doses of ASA/NSAIDs

2. Discontinue thienopyridines at least 5 days before
endoscopy or switch to ASA/

3. Dual APA, hold thienopyridines for at least 5 days, continue ASA®

AC, Anticoagulants; APA, antiplatelet agent; NOAC, novel oral anticoagulant; ASA, acetylsalicylic acid, or aspirin; NSAID, nonsteroidal anti-inflammatory drug; CV, cardiovascular.
*There is evidence to hold APA in patients undergoing ESD and EMR who have a low risk for a thromboembolic event.' '

| Ticagrelor should be held for 3-5 days, and all other thienopyridines should be held for 5-7 days.

tin moderate-risk patients (from Table 5), the decision to use bridging therapy and the degree of intensity should be individualized and the patient’s wishes considered. ™
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BMC Gastroenterol 2015; 15: 89.
Gastroenterol Res Pract 2013; 2013: 365830.
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TABLE 10. Summary for available evidence for bleeding risk with common endoscopic procedures on antithrombotic agents

Therapeutic warfarin/heparin Thienopyridine ASA/NSAID
Diagnostic EGD/colonoscopy +/- biopsy '

Low risk '™ Low'"? Low'*
Colonoscopic polypectomy High risk>'%""% High'"? Low’>2%115
Sphincterotomy High' ' Unknown Low'’
EUS/FNA High'"' Unknown Low'"
PEG (does not apply to DAPT) Unknown Low for clopidogrel only'"* Low'"*

ASA, acetylsalicylic acid, or aspirin; NSAID, nonsteroidal anti-inflammatory drug; DAPT, dual antiplatelet therapy.
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N Engl J Med 2015;373:823-33.
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Take Home Message
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