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AvTIOpouPwTIKOL TTAPAYOVTEC

. Avtunktka (Bapdapivn, nmapivn, LMWH)
Il.  AvtialponetaAlakd
-Acripivn, MZAO
-O¢levortupLdivec (titkAodumivn, kAomboypéAn)
-Avaotoleic umodoxewv GP lIb/llla (tirofiban,
abciximab, eptifibatide)

v Xpron ywa t peiwon kivévvou BpopBospBoAkwv
enelocodiwv o aoBeveic pe
— Kapdlayyetaka vooqpata (KM, N, BaABLbomndaBeleq)
— Ev tw Babet pAeBikri OpopuBwon, mvevpovikni epPoAn, AEE | = o = xum
— Kotaotdoelg umtepmNKTIKOTNTAG Crossiinked
— EvbompoBéoelc (stents)

Fibrin
polymer

v’ JuyvOtepn goTia onUAVTIKAC atpoppaylioc o aodeveic mou AauBavouv
QVTUTNKTIKA gival to NEX



Emtikplon ;K

e Avaykalotnto evOooKOTINONC
e Kivbuvoc atpoppayioc
— Ao tnv avtBpouPwTtikn Bepameia
— Ano tnv evbookomnnon umo avtiBpoup. Bepareia

e Kivouvoc BpopPosufoAikou enetoodiov amo tn
Stokor TN avtiBpopuf. Bepameloc

»ulntnon Ke tov/Ttnv acBevn
»2ulntnon Ue To Beparmovia LaTpo



EDITORIAL

Myocardial infarction, peptic ulcer
and acetylsalicylic acid: Of good and evil

John K Marshall MD MSc FRCPC AGAF

Can J Gastroenterol Vol 23 No 9 September 2009

L L

Perhaps the greatest lesson is that neither gastrointestinal nor
cardiovascular risk should be considered in isolation. When

charmed by Dr Jekyll, always stay mindful of Mr Hyde.




AvTIOpouPwWTLKOL TTOPAYOVTEC

Routes for reversal

Drug class Specific agent(s) Duration of action Elective Urgent

Antiplatelet Aspirin 10 days NA Transfuse platelets

agents ‘
NSAIDs Varies NA Transfuse platelets
Dipyridamole 2-3 days Hold Transfuse platelets
Thienopyridines 3-7 days Hold Transfuse platelets + desmopressin if overdose
(clopidrogrel,
ticlopidine)
GP lIb/llla inhibitors Varies NA Transfuse platelets; in case of overdose, some
(tirofiban, abciximab, agents can be removed with dialysis
eptifibatide)

Anticoagulants Warfarin 3-5 days Hold FFP + vitamin K, consider protamine sulfate®
Unfractionated 46 h Hold Hold or consider protamine sulfate®
heparin
LMWH 12-24 h Hold Hold or consider protamine sulfate®

NA, Not applicable; NSAID, nonsteroidal anti-inflammatory drug; GP, glycoprotein; FFP, fresh frozen plasma; LMWH, low molecular weight heparin.
*Caution: Can cause severe hypotension and anaphylaxis.



Ertikivouvotnta eVOOOKOTILKN G TTPAENC

Higher-risk procedures Low-risk procedures

Polypectomy Diagnostic (EGD, colonoscopy,
flexible sigmoidoscopy)

Biliary or pancreatic
including biopsy

sphincterotomy

Pneumatic or ERCP without sphincterotomy

bougie dilation EUS without FNA

PEG placement Enteroscopy and diagnostic
Therapeutic balloon-assisted enteroscopy
balloon-assisted Capsule endoscopy
enteroscopy Enteral stent deployment
EUS with FNA (without dilation)

Endoscopic hemostasis

Tumor ablation by any
technique

Cystogastrostomy

. Management of antithrombotic agents for endoscopic procedures.
Treatment of varices ASGE Standards of Practice Committee. 2009



ErtikivOouvotnta evOOOKOTILKNC TIPOENC

High-risk procedures

Polypectomy or endoscopic resection

Argon plasma coagulation and thermal ablative therapy
Endoscopic sphincterotomy

Prnieumatic or bougie dilation of benign or malignant strictures
Percutaneous endoscopic gastrostomy tube placement
Endoscopic ultrasound (EUS)-guided fine-needle aspiration
Endoscopic hemostasis

Therapeutic balloon assisted enteroscopy

Tissue ablation by any technique

Cystgastrostomy

Treabment of varices

Low-risk procedures

Diagnostic upper endoscopy, flexible sigmoidoscopy, and colonoscopy
(including biopsies)

Diagnostic endoscopic retrograde cholangiopancreatography (ERCP)
Biiary stent insertion without endoscopic sphincterotomy
Endosonography

Push enteroscopy and diagnostic balloon assisted enteroscopy
Enteral stent deployment without dilation

Capsule endoscopy

Boustiere, ESGE Guidelines: Endoscopy and antiplatelet agents. Endoscopy 2011



Kivouvoc epdavionc
OpopPospBoAkov enelcodiov
ovaAoya ME TNV EVOELEn
yla Tnv onoia yopnyeitat
ovtiOpouB. Oepamneia

Higher-risk condition

Low-risk condition

Uncomplicated or
paroxysmal nonvalvular
atrial fibrillation

Bioprosthetic valve

Mechanical valve in the
aortic position

Deep vein thrombosis

Atrial fibrillation associated
with valvular heart disease,
prosthetic valves, active
congestive heart failure,
left ventricular ejection
fraction <35%, a history
of a thromboembolic
event, hypertension,
diabetes mellitus, or

age >75vy

Mechanical valve in the
mitral position

Mechanical valve in any
position and previous
thromboembolic event

Recently (<1 y) placed
coronary stent

Acute coronary syndrome

Nonstented percutaneous
coronary intervention after
myocardial infarction



Kataotaoelc upnAou Kwvduvou yla
OpopBoepfoAika cupBapata

KoArmikn Mappapuyn:
-Mponyoupevo AEE 1 mapodiko oxapitko AEE
-BaABibomabela
MNpooOstikeg BaABidec:
-BloAoyikn BaABida < 3 pnRveg
-MetaAAikn BaABida otn B€on NG ptpoedbouc

-MetaAAkn BaABida og omoladnmnote Beon os meplmtwon
nponyoupevou BpouoepBoAikou enetcodiou

2tedaviaia vooog Ko stents:
-O&U otedaviaio eneloodlo < 4-6 eBdopadec

-AtakoTi) SUTANC AVTLALMOTIETAALOKN G aywyNC O€:
v’ Drug-eluting stent < 1 €to¢
v MetaAAko stent < 1 prva



Kataotaoeic upnAou kivéuvou yla
BpopBosufoAika cupfapata

Ev tw Badel pAeBikn OpopBwon/mvevpoviky epBoAn:
-Atokortr) avtBpopf. aywync < 3 UNVEC armo To £MeLc0dLo
-Yriotpormalovia eneloodla
-Kataotaoelc e coBapr UTEPTINKTIKOTNTA

v’ Kopkivog

v MapofUoHLKA VUXTEPLVH alpoodatpvoupla

v MugloUmepmAooTIKA oUVOpoLLOL
AEE N mapodiko oxoupko AEE
-Kapbrayyetaka epBoAika emelcodila
-2TEVWON N poodatn evOapTnPLEKTOUN KapwTidag
-Kataotdoelc pe coapr) UTEPTINKTLKOTNTOL



Kivouvoc atpoppayloc og acBeveic umno
OVTLOLLLOTIETAALOK aywyn

e ALOyVWOTLKN evé0oOKOTINON

KoAovooKOTnon — MOAUTIEKTOUN

e >PLYKTNPOTOUN

e TomoBetnon PEG

EvOookomiko uttepnyoypadnuo



EVOOOKOTILKEC TIPAEELC LVWTEPOU TTETTLIKOU

Procedure Risk Bleeding | Stop Aspirin? | Stop Clopidogrel
or Prasugrel?

EGD * biopsy

EGD with stricture dilation Low No No
EGD with APC Low No Yes
EGD with stent placement Low No Yes
EGD with variceal band ligation High No Yes
EGD with PEG placement High No ?
EGD with EMR/ESD High Yes Yes

Boustiere, ESGE Guidelines: Endoscopy and antiplatelet agents. Endoscopy 2011



EVOOOKOTILKEC TPAEELC KATWTEPOU TIETTLKOU

Procedure Risk of Bleeding | Stop aspirin | Stop clopidogrel
or prasugrel?

Colonoscopy * biopsy

Colonoscopy with polypectomy <1 cm Low No No
Colonoscopy with polypectomy >1 cm High No Yes
Colonoscopy with EMR/ESD High Yes Yes

Boustiere, ESGE Guidelines: Endoscopy and antiplatelet agents. Endoscopy 2011



ERCP

Procedure Risk Bleeding | Stop Aspirin? | Stop Clopidogrel
or Prasugrel?

ERCP Diagnostic

ERCP with Stent Placement Low No No
ERCP with sphincterotomy High No Yes
ERCP with sphincterotomy and large High Yes Yes

balloon papillary dilation

Boustiere, ESGE Guidelines: Endoscopy and antiplatelet agents. Endoscopy 2011



EvOoOoKOTILKO uTtepnyoypadpnua

Procedure Risk Bleeding | Stop Aspirin? | Stop Clopidogrel
or Prasugrel?

EUS Diagnostic

EUS with FNA Solid Mass Low No Yes
EUS FNA Cysts High Yes Yes
ERCP FNA Therapeutic High Yes Yes

Boustiere, ESGE Guidelines: Endoscopy and antiplatelet agents. Endoscopy 2011



Ertnpealouv ot PPIs tnv
armoteAecpaTIKOTNTA TNC KAOTILOOYPEANC;

- Avtikpouopevo dedopgva

Table 3. Hazard Ratios for Treatment with Omeprazole, versus Placebo,
from Cox Proportional-Hazards Modeling.

Event Hazard Ratio (95% CI) P Value
Composite of gastrointestinal events 0.34 (0.18-0.63) <0.001
Composite of cardiovascular events 0.99 (0.68-1.44) 0.96
Myocardial infarction 0.92 (0.44-1.90) 0.81

Revascularization 0.91 (0.59-1.38) 0.64




Bapdapivn otic EVOOOKOTILKEC TIPAEELC

» ZUVEXLON O€ aTAEC EVOOOKOTILKEC TIPAEELC (xapnAol kwvduvou) - leyxoc INR

> Anocbuvn xpnong Put. K yla S510pOwon Tou TNKTIKOU pNXavIopoU

pLwv ano T[pOVpOLquLTLOLlEVEC €V500KOT[I’]OEL(; (dbuokoAevel v opBn
pLBOLLON KATA TNV eMavaxopnynon tne Bapdapivnc)

» Awakorn 4-7 nU. mpLwv TNV evOOOKOTILKN TPAEn Kol Emavaxopnynon
™nv ET[OI.léVI’] OLU'EI"]C - €Aeyxoc INR mpo tn¢ e€€taonc (<1,5) kat pa efdopada peta

» Kivbuvoc BpopBoepfolikol enetcodiov 1% Kotd TNV MPOowWELVH
Slakormn tN¢

» Avvatotnta yopniynonc LMWH (bridging therapy) oe aoBeveig
vPnAol kKwduvou yla BpopPospBoAika emelcodLa



/1
The role of bridge therapy in endoscopy l.\%/{il?——\
—=

Condition

Associated diagnosis

Management

Atrial fibrillation

Valvular heart disease

None

Mechanical valve(s) and/or history of cerebrovascular
accident, transient ischemic attack, or systemic
embolism

Mechanical bileaflet, aortic valve

Mechanical mitral valve or mechanical aortic valve
plus any of the following: atrial fibrillation, previous
thromboembolic event, left ventricular dysfunction,
hypercoagulable condition, mechanical tricuspid
valve or =1 mechanical valve

Hold warfarin 3-5 days before procedure. Restart
warfarin within 24 h.*

Hold warfarin and start UFH when INR <2.0. Stop
UFH 4-6 h before procedure and restart after
procedure. Resume warfarin on the evening of the
procedure and continue both agents until INR is
therapeutic.* Therapeutic doses of 5Q UFH or LMWH
may be considered in lieu of IV UFH.

Hold warfarin 48-72 h before procedure for a target
INR < 1.5. Restart warfarin within 24 h.*

Hold warfarin and start UFH when INR <2.0. Stop
UFH 4-6 h before procedure and restart after
procedure. Resume warfarin on the evening of the
procedure and continue both agents until INR is
therapeutic.* Therapeutic doses of SQ UFH or LMWH
may be considered in lieu of IV UFH.



% AoBeveic umo LMWH

— 2€ alpoppayia ektipnon Kwduvou Kot dtakomn (mpwtapivn
o€ BapLEC KATAOTAOELC TTOU XPELAETOL AUECN avaoTpoPN
avtBpoup. dpaonc)

— 2€ TIPOYPOLUUOTLOMEVN EVOOOKOTILKN TIpAén

e JuvExlon o€ xapnAou Kivéuvou
e AlaKkomn >8 WPeC mMPLV

Acute GI hemorrhage in the patient taking LMWH

The decision to reverse or to stop thes therapy, risking an adverse ischamic event or a
thromboembolic complication, must be weighed against the nsk of continued bleedng by
maintaining continued systemic anticoagulation. Because of the short half-life of the LMWHS,
the anticoagulant effect may be reversed within 8 hours of the last dose. If quick reversal is
required, intravenous protamine sulfate can be used. Note that the administration of protamine
sulfate can cause severe hypotension and anaphylactoid reactions.

Elective endoscopic procedures in the patient taking LMWH

A& decision regarding discontinuation of therapy before endoscopy has to be weighed against
the patient's nsk of developing an adverse ischemic event or thromboemboli comphication.
Endoscopic procedures have been previously categorized as low or high risk for bleeding
(table). Low- or high-nisk dinical conditions for thromboembeolic complications also have been

previously defined.
Low-risk procedures
Mo adjustments in anticoagulation need be made, irespective of the underlying condtion.
High-risk procedures

Discontinue LMWH at least 8 hours before the anticipated therapeutic endoscopy™. The
decision as to when to restart therapy should be individualized.

URL: http://www.uptodate.com, cited 2-4-2013



http://www.uptodate.com/

Ertavevapén avttBpouwTtikne aywync

“... There is no consensus as to the optimal timing
for resumption of antithrombotic therapy after
endoscopic interventions ... “

{4

The benefits of immediate reinitiation of
antithrombotic therapy in preventing
thromboembolic events should be weighed
against the risk of hemorrhage, and the decision
is likely to depend on procedure-specific
circumstances ... “




Avtipetwriion atpoppaytoc N2

Artakortn) avtlOpouPwTLKNC aywyng
Xopnynon avtiwbotou (But. K; FFP; P

' T;)

EvOookormikn Bepaneia (atpootaon

)

Ertavevapén avtiBpouBwtiknc aywync



Annals of Internal Medicine

Continuation of Low-Dose Aspirin Therapy in Peptic Ulcer B

A Randomized Trial

ARTICLE

eeding

Joseph LY. Sung, MD, PhD; James Y.W. Lau, MD; Jessica Y.L. Ching, MPH; Justin C.Y. Wu, MD; Yuk T. Lee, MD; Philip W.Y. Chiu, MD;
Vincent K.S. Leung, MD; Vincent W.S. Wong, MD; and Francis K.L. Chan, MD
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KatevBOuvt

Mpoypappatiopnévn evéooKomnon

1PLEC OONYLEC

Eneiyovoa evéookonnon

= 2 Thienopyridines =
Aspirin/NSAID (e.g. Clopidogrel) Warfarin
Low High Low High Low High
Bleeding Bleeding Bleeding Bleeding Bleeding Bleeding
Risk Risk Risk Risk Risk Risk
Continue Discontinue

In patients

l ‘ * with high

thrombo-

R embolic risk,
Low High Low High sl
Thromboembolic || Thromboembolic Thromboembolic Thromboembolic Risk
Risk Risk Risk
In patients with high thromboembalic
risk on thienopyridines undergoing
l l elective procedures with high risk for
bleeding, consider pastpaning
precedure to time when
o thromboembolic risk is low
Sl Continue
Continuing A +
. . Consider
Discondns Discontinuing
7-10 Days Prior 7-10 Days Prior
|

1 In patients on dual antiplatelet therapy or
monotherapy with a thienepyridine, consider
continuing aspirin (dual therapy patients) or starting
1 aspirin {thienopyridine monotherapy patients) in the

= I

L periendoscopic period

Aspirin/NSAID Thienopyridines Warfarin
(e.g. Clopidogrel)
Low High Low High Low High
Bleeding Bleeding Bleeding Bleeding Bleeding Bleeding
Risk Risk Risk Risk Risk Risk
In patients
} 1 with high
thrombo-
embolic risk,
. A consider
Low High Low High i
Thromboembolic || Thromboembolic Thromboembolic || Thromboembolic
Risk Risk Risk. Risk
Consider . . Consider
FE Continue Discontinue 3 s
Continuing Discontinuing
,_-_____-__:[______-_-__
If unable to delay procedure for 7-10 days, hold as many days as possible up to 7-10 days

1 In patients on dual antiplatelet therapy or monotherapy with a thienopyridine, consider
I continuing aspirin (dual therapy patients) or starting aspirin (thienopyridine monotherapy

patients) in the periendoscopic period




KatevuBuvtnplec odnyieg yua
IPOYPOAUUOTIOMEVN EVOOOKOTILKN Ttpaén

» AoBeveic pe mpoowpLvh avtBOpouBwTLKNA aywyn
- ANABOAH

» ZYNEXIZH aomipivng kot MZAD 1) AIAKOMH ywa 5-7 npEpec
ytat upnAou kwvduvou Stadikacio

» AoBeveic pe stent o0&V otedaviaio enelocodlo
- ANABOAH

(evaAAaktikd Stakomny kAomidoypeAnc/Tikhodutivng  Kkau
dlatipnon aomipivng)

» QAIAKONH Bapdoapivne yia 4-7 nuepec n AANATH o LMWH
yta upnAou kKwvduvou aoBeveic

» EMANENAPZH avtiBpouPwTIKAC aywynC KoTa epimtwon
» AoOeveic o kUnon 2> ANABOAH



3 Thienopyridines x
Aspirin/NSAID (e.g. Clopidogrel) Warfarin
Low High Low High Low High
Bleeding Bleeding Bleeding Bleeding Bleeding Bleeding
Risk Risk Risk Risk Risk Risk
Continue Continue Continue Discontinue
In patients
* * ¢ 4 with high
thrembo-
. embolic risk,
Low High Low High el
Thromboembolic || Thromboembolic Thromboembolic Thromboembolic Risk
Risk Risk Risk
In patients with high thromboembelic
risk on thienocpyridines undergoing
l ¢ elective procedures with high risk for
bleeding, consider pastponing
precedure to time when
5 thromboembaolic risk is low
RRERSE Continue
Continuing *
: y Consider
Discontinue Discontinuing
f~ir ke 7-10 Days Prior

1 In patients on dual antiplatelet therapy or

monotherapy with a thienopyridine, consider
cantinuing aspirin (dual therapy patients) or starting
1 aspirin (thienopyridine monotherapy patients) in the :
L periendascopic period




KateuBuvtnplec odnylec yla enelyovoa
EVSOGKOT[LKF'] npd&n (evepyoc alpoppayia)

AIAKOMH ovTlalMOmMETAALOKWY, OVTLULETWTILON
avVaAOywc, ouUBOoUAN kKapSLoAoyou o€
neplntwon npoodatov otedaviailov enelcodiov

AIAKONH QVTUTNKTIKWYV, OVTLULETWTILON
AVAAOYWC, TTPWTOULVN O amelAnTikn yio tn {wn
aLpoppoyia

AoBeveic umnmo avtuinktikad kot TINR  pe
atpoppayia 2 AIOPOQZH INR

EMANENAP=H ovtiBpopuBwtlknc aywync Kot
NEPUTTWON



% % Thienopyridines
Aspirin/NSAID (e.g. Clopidogrel)
Low High Low High
Bleeding Bleeding Bleeding Bleeding
Risk Risk Risk Risk
Continue Continue
Low High Low High
Thremboembalic Thromboembaolic Thramboembaolic Thremboembalic
Risk Risk Risk Rislk
Consider ) . . Consider
B s Continue Discontinue ; T
Continuing Discontinuing

Warfarin
Low High
Bleeding Bleeding
Risk Risk
Continue Discontinue
In patients
with high
thrombo-
embolic risk,
consider
bridge therapy

i In patients on dual antiplatelet therapy or monotherapy with a thienopyridine, consider
I continuing aspirin (dual therapy patients) or starting aspirin (thienopyridine monotherapy

patients) in the periendoscopic period

If unable to delay procedure for 7-10 days, hold as many days as possible up to ? 10 days ]
1
1
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v AKpLBElc 0ONYLEC

v KateuBuvtrplec odnylec
v Juvepyaola EL6LKOTATWV
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