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WHY IS THERE A NEED TO CREATE
GUIDELINES RELATED TO PROBLEMS IN
COAGULATION AND CONDUCTING
ENDOSCOPIC PROCEDURES?

For many years, anti-coagulants and single or double
anti-platelet agents have become a therapeutic and pre-
ventative arm particularly in high-prevalence cardiovas-
cular pathologies. This fact, combined with the increase
in endoscopic techniques suggests an increased risk.

However, the risk is not only a precursor to potential
haemorrhage, but to a potential risk of thrombosis (1) as
well, hence the endoscopists should not overlook these
possible risks.

An effort must be made to jointly collect criteria based
on published scientific literature. Other associations have
already initiated efforts towards accomplishing this task
(2-4) and secondary benefits have even been demonstrat-
ed in both cost-effectiveness as well as having zero im-
pact on the incidents of thrombosis in implementing
these guidelines (5).
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WHAT ATTITUDE SHOULD BE TAKEN WHEN
FACED WITH THE UTILIZATION OF
ANTICOAGULANTS, ANTI-PLATELET AGENTS
OR NSAIDS IN PATIENTS WITH
GASTROINTESTINAL HAEMORRHAGE? (Fig. 1)

Anticoagulants must be discontinued immediately and
the following therapeutic measures can be initiated in a
sequential manner and concurrently with endoscopic
techniques (3,6).

1. Vitamin K1, i.v. (phytomenadione), 10 mg (one am-
poule) mixed in 100 ml of 0.9% normal saline or 5% glu-
cose solution: 10 ml over 10 minutes (1 mg/10 min) and af-
terwards, the remaining solution over 30 minutes. Its effect
is not immediate and lasts over approximately 8 hours.

2. Fresh frozen plasma, 10 to 30 ml/kg; at 6 hours,
half the dose can be repeated as the half-life of the factors
is 5 to 8 hours.

3. Prothrombin complex concentrate combined with
Jactor IX (Prothromplex Immuno TIM 4600 1.U®): Equiv-
alent to 500 ml of plasma. Dosage: (required-obtained
prothrombin time) x weight in kg x 0.6.

4. Activated recombinant factor VII: 80 ug/kg per
slow i.v. bolus (2 ml amp = 1.2 mg).

— Effect takes place within 10 to 30 minutes after ad-
ministration.

—The effect lasts up to 12 hours.

—It should not be combined with prothrombin com-
plexes.

—It adjusts prothrombin time and corrects platelet
function defects.

These mechanisms will be utilised until the INR stabi-
lizes between 1.5 and 2.5 and the bleeding stops. Antico-
agulants are resumed 3-5 days later once we have en-
sured that the risks have diminished (performed a
second-look endoscopy).

Recently, an abstract was presented which demon-
strated that the risk of bleeding in patients who are pre-
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GASTROINTESTINAL HAEMORRHAGE IN A PATIENT TREATED WITH
ANTICOAGULANTS

IMMEDIATE WITHDRAWAL OF ANTICOAGULANTS

SECUENTIAL THERAPY

Vitamin K

Fresh frozen plasma

Prothrombin complex concentrate

Activated recombinant factor VI

Obtain an reversal INR between 1.5-2.5

Perform the endoscopy

According to the risk of relapse

+/- THE UTILISATION OF HEPARIN SODIUM i.v. if high thrombotic

REINITIATE ANTICOAGULANT (3-5 days)

Fig. 1.

scribed anticoagulants is 6.5 times higher than in those
who do not take these medications (7).

Suspending anti-platelet agents and NSAIDs does not
alter the natural course of the process because its effect
on coagulation will only be delayed for a few days, al-
though it must be taken into consideration if the case con-
sists of lesions that will not foreseeable heal quickly. Re-
member that aspirin and NSAIDs can be the cause itself
of haemorrhage.

SHOULD COAGULATION STUDIES BE
CARRIED OUT BEFORE PERFORMING
ENDOSCOPIC PROCEDURES?

There is no scientific evidence available to support this
action. In a clinical guide published by the American So-
ciety for Gastrointestinal Endoscopy (ASGE) (8), it was
established that laboratory tests to detect unmanifested
coagulation disorders was unuseful even for high-risk
techniques, and is not indicated for routine pre-en-
doscopy testing. Furthermore, it raises legal questions re-
garding whether tests should be performed when a wrong
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interpretation of coagulation studies may lead to legal en-
tanglements. Tests are never a substitute for a prior clini-
cal history, and is only required if a disorder is suspected.

WHAT COAGULATION DISORDERS MUST BE
TAKEN INTO CONSIDERATION BEFORE
PERFORMING ENDOSCOPIC PROCEDURES?

For patients presenting with thrombocytopenia, the ac-
tion to be taken depends upon the type of procedure.

—In high-risk procedures, platelet count must be high-
er than 50,000/ul.

— Low-risk endoscopic explorations may be carried
out in patients with a platelet count > 20,000/ul.

Recommendation D

—Prothrombin activity: PT plasma levels less than
50% vs.INR > 1.5 suggests an increased risk of bleeding.
The above-mentioned plasma levels are routinely found
in patients with chronic hepatopathies and in those under-
going oral anticoagulant treatment (Table I).
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—Alteration in activated partial thromboplastin time
(APTT): it is considered a prolonged APTT with respect
to normal APTT. This can be seen in the utilisation of he-
parin sodium IV.

Table |

Agent Haemostasis PTIINR APTT

stabilisation
Anti-platelets 2-10 days* Normal Normal
NSAIDs** 1-3 days Normal Normal
Heparin sodium i.v. 2-4 hours Prolonged (+) Prolonged (+++)
LMW heparin At least 12 hours Normal Normal
Oral anticoagulants 4-6 days Prolonged (+++) Prolonged (+)

*See page 4; **See page 4.

HOW CAN THESE DISORDERS BE CORRECTED
BEFORE PERFORMING ENDOSCOPIC
PROCEDURES?

— Correcting platelet deficiency is carried out in a pro-
grammed manner by infusion during the course of the en-
doscopic procedure and in the immediate prior time span.
Increasing the platelet count to between 40,000 and
50,000/mm’ is all that is required.

 Each unit of platelets increases the count by 5,000 to
10,000 per mm’.

e The dosage is 1 U/10 kg of body weight.

* In case of platelet refractoriness with manifestations of
severe bleeding, activated recombinant factor VII is recom-
mended (rVl1la) (Novoseven®), which has a hemostatic effect
in patients with severe thrombocytopenia and thrombocy-
topathies at a dosage of 90 to 150 ug/kg every two hours i.v.
until bleeding is controlled. Due to a high cost, its prophy-
lactic use must be limited to very specific and urgent cases.

—In the event of alterations in prothrombin time, the
same guidelines mentioned above are also applicable to
patients undergoing anticoagulant therapy.

Alterations in activated partial thromboplastin time
(APTT), such as in patients being treated with heparin sodi-
um, usually revert to normal levels when medication is with-
drawn within 4 to 6 hours. However, if in an emergency sit-
uation, a more rapid reversal is desired, protamine sulfate is
the drug of choice; 1 mg neutralizes 100 units of heparin. It
is administered in 100 ml of 0.9% normal saline in slow i.v.
Do not administer a dose higher than 100 mg (2 ampoules),
as high doses may produce an anticoagulant effect.

WHAT ENDOSCOPIC PROCEDURES ARE
CONSIDERED A MAJOR RISK FOR BLEEDING?

The risk of bleeding appears to be defined by consen-
sus and hence different clinical guidelines and manuals
were established, suggesting two risk levels (Table I1):
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Table Il
Low risk for haemorrhage (< 1%) High risk for haemorrhage (< 6%)
Diagnostic endoscopy with or without biopsy ~ Polypectomy
Diagnostic endoscopic retrograde Laser coaqulation and ablation
cholangiopancreatography (ERCP) Sphincterotomy

Insertion of biliary stents without Dilatation for benign or malignant stenosis
sphincterotomy Percutaneous endoscopic gastrostomy
Echoendoscopy EUS-FNA
Push enteroscopy Treatment for varices
Balloon enteroscopy

—Biopsies: the risk of haemorrhage in biopsies is ap-
proximately 1%o (9).

—Polypectomy: the risk of major haemorrhage from
polypectomy in various widespread series varies between
0.05 and 1%, and may even reach 4.3% in polyps larger
than 1 cm, and 6.7% in those larger than 2 cm (10-12).
This risk seems to increase with polyps larger than 2 cm,
and pediculated polyps have been found to bleed more
than sessile ones. Thus, combining the procedure with a
technique that decreases the risk such as prophylactic
adrenaline, an endo-loop or a single-use loop (11) is rec-
ommended for patients undergoing antiplatelet treatment.

There are two types of bleeding:

e Immediate, when nutrient vessels do not coagulate
sufficiently.

e Delayed, between 1 and 14 days, but serious: It must be
taken into consideration before reinitiating antiplatelet agents.

—ERCP and sphincterotomy: the incidence of haemor-
rhage is between 2.5 and 5% (13). Different studies define
anticoagulation as a clear risk factor for bleeding. In terms
of platelet antiaggregation only two retrospective studies
(14,15) have analysed this effect with inconclusive results as
the Clinical Guidelines of the American Society suggest, yet
one of them demonstrates an acute risk for bleeding (14) at
9.7 vs. 3.9% (ASA vs. control, p < 0.001), and for delayed
bleeding at 6.5 vs. 2.7% (p = 0.04), which suggests that, ex-
cept for emergency situations, discontinuing the medication
at least 7 days before the procedure is recommended. Bal-
loon sphincteroplasty was proposed as an alternative tech-
nique in patients requiring an emergency opening of the bile
duct who had coagulation disorders (16), as well as the use
of temporary biliary prostheses without sphincterotomy.

— Enteroscopy: this simple technique does not suggest
any risks, but if one approaches it as a therapeutic and in-
terventional technique, the focus must be placed on con-
sidering the procedure a risk, as in up to 64% of cases it is
performed as a therapeutic measure (17).

ARE SINGLE OR DOUBLE ANTIPLATELET
AGENTS A CONTRAINDICATION FOR ANY
ENDOSCOPIC TECHNIQUE?

There is no convincing data that will convert single an-

tiaggregation into an absolute contraindication for any
endoscopic technique to date.

REV Esp ENFERM DIG 2010; 102 (2): 124-138
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In terms of double antiaggregation, there are no avail-
able studies about its effect, although in light of the exist-
ing data, it appears reasonable to attempt and avoid any
procedures as long as this treatment is required, or low
molecular weight heparin should be considered.

IS THERE ANY EXISTING EVIDENCE ABOUT
INCREASED INTESTINAL BLEEDING IN
PATIENTS UNDERGOING ANTIPLATELET
THERAPY?

In a study in experimental animals where 7-mm le-
sions in the colon were induced, an increase in bleeding
time was demonstrated in animals treated with aspirin
versus the control group (155 vs. 169 seconds — p < 0.05)
(18); in the same manner, an increase in bleeding at the
biopsy suture site was also present in patients treated
with aspirin versus NSAIDs or the control group (19).

Nevertheless, these experimental studies did not
demonstrate any clinical impact on the literature when re-
ferring to its relevance in patients undergoing endoscopic
procedures.

The Sociedad Espaifiola de Anestesiologia y Reani-
macién [The Spanish Society of Anesthesiology and Re-
covery] have prepared joint recommendations prior to
carrying out loco-regional and epidural aenesthesia with
the following data (20,21) (Tables III and IV):

Table IIl. Safety time for antiplatelet agents

10 days Ticlopidine (Tiklid®, Ticlodone®, Ticlopidina EFG®)
7 days Clopidogrel (Iscover®, Plavix®)
Acetylsalicylic acid (Acido Acetilsal Bayer®, Adiro®, Bioplak®, Therasacard®, Tro-
malyt®)

Trifusal (Disgren®)

1 day Dipiridamole (Persantin®)
Tirofiban (Aggrastat®)

Table IV. Antiplatelet activity in NSAIDs

Significative (7 days)
Wewak (12 hours)
None (0 days) Coxibs

Aspirin, Piroxicam, Tenoxicam, Indomethacin, Ketorolac, Flurbiprofen

Meloxicam, Sulindac, Nabumetone, Diflunisal, Paracetamol, Dipyrone

— Aspirin and NSAIDs have not demonstrated an in-
creased risk of bleeding in case of in various studies that
were carried out, although these studies were retrospec-
tive or limited in their analysis, and were the basis for the
ASGE clinical guidelines which recommend withdraw-
ing antiaggregants prior to endoscopic procedures
(13,22-24).
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However, in one of the prospective studies (22), while
no increase in complications is seen, it does show bleed-
ing traces in faeces in up to 6.3% of patients versus 2.1%
in the placebo group. In a study on controlled cases (25),
the most important complication, which is delayed bleed-
ing, was specifically analysed, confirming that there is no
increase in bleeding whatsoever in the subgroup that took
aspirin versus placebo. However, the use of aspirin be-
yond 3 days after the procedure was not analysed, and
episodes of bleeding occurred up to 19 days after the dif-
ferent techniques, which raises at least questionable
doubts about the analysis.

As mentioned before, there are only two studies on
sphincterotomies which analyse its effect, even if they
are limited in their interpretation. For this reason, some
authors (26) recommend withdrawing antiplatelet agents
4 to 7 days before risky procedures, and then reinitiate
these agents after 7 days when prescribed as a primary or
secondary prevention measure, at 10 days after a sphinc-
terotomy, or at 14 days following polypectomy.

In testing for high risk of bleeding, it has been deter-
mined that clopidogrel should be withdrawn 5 days in ad-
vance in patients taking double antiplatelet agents (27).

WHAT PATHOLOGIES HAVE A MAJOR RISK OF
THROMBOSIS BEFORE ANTIPLATELET
REVERSAL?

—Coronary stents: early suspension of double an-
tiplatelet agents (aspirin + clopidogrel) have a 29% (8-
30%) risk of thrombosis due to stent placement (Fig. 2):

* Non drug-eluting stents: continue for 1 month.

e Drug-eluting stents (antiproliferative release): con-
tinue for 1 year (or 18 months).

—Secondary prevention (after recent AMI): there are
no increased benefits for combined ASA + clopidogrel
versus clopidogrel as a single agent (28).

— Primary prevention of cardiopathy in at-risk pa-
tients: double antiplatelet therapy is not specified.

—Following hip or knee arthroplasty or surgery for
hip fracture: the risk is increased at 10 to 35 days, hence
LMWH or fondaparinux is recommended.

In all cases, it is preferable to delay the procedure until
the thrombotic risk is at the most minimal possible; in
cases of double antiplatelet therapy, it is possible to ei-
ther suspend clopidogrel 7 days in advance and continue
with aspirin according to established guidelines, or to
provide coverage with a low molecular weight heparin.

IS ANTICOAGULATION THERAPY A
CONTRAINDICATION FOR ANY ENDOSCOPIC
TECHNIQUE?

— Yes, for endoscopic techniques that have a high risk
of bleeding.
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ENDOSCOPIC PATHOLOGY IN PATIENT TREATED WITH ANTIPLATELET THERAPY

| Pathology that does not require deferred treatment|

Peform endoscopy with
antiplatelet agents

| Deferred pathology
[

Defer endoscopy until antiplatelet
agents can be withdrawal

| INDICATION OF ANTIPLATELET THERAPY |

| Primary prevention |

| Secondary prevention |

Coronary stent

No drug-eluting

Drug-eluting

Wait 1 month in order Wait 1 month in order
to withdrawal to withdrawal

antiplatelet agents antiplatelet agents

Peform endoscopy without antiplatelet agents

Withdrawal antiplatelet agents
and reinitiate 14 days later

LMWH bridge?

Withdrawal antiplatelet agents
and reinitiate 7 days later

Fig. 2.

—In emergency cases, these techniques can be consid-
ered feasible after anticoagulation reversal (vitamin K,
fresh frozen plasma or prothrombin factors) until an INR
< 1.4 is obtained.

WHAT PATHOLOGIES HAVE A MAJOR RISK OF
THROMBOSIS BEFORE ANTICOAGULATION
REVERSAL?

ASGE (2) defines the risk of thrombosis using two de-
grees which have been presumed to be a general rule by
other authors in manuals (29) and reviews (30), as there
is no refuting evidence available in the scientific litera-
ture (Table V).

Table V

Low-risk (1-2% if anticoagulation s High-risk
suspended for 4 to 7 days)

MIRIT AF with valvular disease

Mechanical mitral valve prosthesis

Mechanical valve with prior incidence
of thrombosis

Deep vein thrombosis

Uncomplicated MI R/T chronic or
paroxysmal AF with valvular pathology

Biological valve prosthesis

Mechanical valve prosthesis

WHAT IS THE CLINICAL PRACTICE
GUIDELINE FOR ANTICOAGULATION
REVERSAL? (Fig. 3)

In a decision-making analysis based on the implemen-
tation of ASGES clinical guidelines, the most cost-effec-
tive strategies were defined as follows:

—In patients with low thrombotic risk (i.e. atrial fibril-
lation without valvular pathology) or if the likelihood of
polypectomy exceeds 60%, stop warfarin 5 days in ad-
vance.

—In terms of screening colonoscopies, in which
polyps are suspected in at least 35% of cases, continue
warfarin at a decreased dose.

—If the likelihood of polypectomy is minor or equal to
1%, continue with warfarin.

WHAT ROLE DOES LOW MOLECULAR
WEIGHT HEPARIN PLAY IN
ANTICOAGULATON REVERSAL?

In its recommendations, ASGE (4) provides management
guidelines for low molecular weight heparin utilisation as a

REV Esp ENFERM DIG 2010; 102 (2): 124-138
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bridge for patients at high thrombotic risk. The difficulty is
that there is neither an established dosage nor an ideal timing
to reinitiate heparin, although it has been suggested that this
time could vary from between 2 and 6 hours after the proce-
dure, depending upon a joint consensus by the other special-
ists involved. Other authors propose decreasing LMWH
doses prior to interventional procedures with an early reiniti-
ation in high-risk patients as stated below, even though it is
described in a trial for diagnostic catheterizations and not
for procedures with a high risk of bleeding (31).

On the other hand, there are no conclusive data in the
scientific literature to recommend the use of LMWH as
bridge therapy in patients treated with antiplatelet agents
at high risk for thrombosis, even if it is routinely used in
clinical practice (Table VI and Fig. 3).

The utilisation of low molecular weight heparin as
bridge therapy is an appropriate guideline in patients at
high-risk for thrombosis undergoing anticoagulant treat-
ment, even though neither the guidelines nor the dosage
have been defined as of yet.

Recommendation D

The utilisation of low molecular weight heparin as
bridge therapy is a routine guideline in patients at
high-risk for thrombosis undergoing antiplatelet treat-
ment, even though it has not yet been confirmed by
clinical studies.

Recommendation E

Table VI
-5 -4 -3 -2 -1 0-TEST 1 2 3
Kovacs (31) Withdrawal antic. LMWH, 200 LMWH, 200 INR>1.4 - LMWH, LMWH, 200 LMWH, LMWH,
Ukg IUkg Vit. K 1 mg 100 IUkg Ukg 200Ukg 200 lUkg
INR < 1.4, = Suspend.
ASGE (4) Suspend antic. LMWH LMWH LMWH Do not prescribe  LMWH LMWH LMWH

ENDOSCOPIC IN THE PATIENT TREATED WITH ANTICOAGULANTS

| Endoscopy with a high-risk of bleeding

| | Endoscopy with a low-risk of bleeding

Non deferrable pathology

INR reversal < 1.4

Deferrable pathology

Perform the endoscopy

Vitamin K

Fresh frozen plasma
Prothrombin complex

Low thrombotic risk |

| High thrombotic risk

concentrate
Activated recombinant fact VI

Suspend anticoagulants

Perform the endoscopy

Suspend anticoagulants . for 5 days
Perform the endoscopy for 5 days Bridge therapy with low
| molecular
INR < 1.4 INR > 1.4 Perform the endoscopy

Postpone the

endoscopy

Fig. 3.
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Annex |. Guideline for reversing anticoagulation or antiaggregation in patients undergoing gastrointestinal procedures
PATIENT INFORMATION SHEET

You are going to undergo an exploratory procedure, for therapeutic or diagnostic purposes on which was requested by Dr. after consul-
tation in the Service.
Given that you are currently under treatment with the following medications there is an increased risk of bleed-

ing which may occur during this procedure. Hence, it is advisable to adjust the utilisation of these medications in order to decrease this risk.
In addition, you must not forget that you are taking these medications to avoid the formation of a blood clot. Therefore, any change in your treatment that may be necessary must be evaluated
and scheduled by your physician.

—PATIENTS BEING TREATED WITH ANTIPLATELET AGENTS
1. Endoscopies or another technique having a low risk of bleeding will be performed (gastroscopies or colonoscopies with or without biopsies, uncomplicated polypectomies, echoendoscopy
without puncture, FNA per ultrasound):
Q Itis not necessary to suspend or adjust the dose of the drug.
Q If lesions that are susceptible to treatment (such as polyps) are found during the test, they can be resected if in the physician’s medical judgement, he/she feels there is no high risk for
bleeding.
2. Endoscopies or another technique having a high risk of bleeding will be performed (complex polypectomies, sphincterotomies and ERCP, dilatations, percutaneous endoscopic gastrostomy,
echoendoscopy with puncture, varix treatment, balloon enteroscopy and liver biopsy):
Q Patients with a high risk of thrombosis (non drug-eluting stents (1 month) and drug-eluting stents (18 months): attempt to defer the technique and if it is not possible, perform the tech-
nique with low molecular weight heparin according to the following guideline:

Day -7 -6 -5 -4 -3 -2 -1 Test +1 +2

Date /] /] /] /] /] /] /] /] /] /] /]

Anti-platelet agent No No No No No No No No Yes Yes Yes

Clexane® 60 mg s.c. No 9:00 a.m. 9:00a.m.  9:00a.m. 9:00 a.m. 9:00 a.m. 9:00 a.m. No 9:00 a.m. 9:00 p.m. 9:00 a.m.
9:00 p.m. 9:00p.m.  9:00 p.m. 9:00 p.m. 9:00 p.m. 9:00 p.m. 9:.00am.  9:.00p.m.

Q Patients with a low risk for thrombosis (TEP, uncomplicated MI R/T AF, aortic valvulopathy)

Day -7 -6 -5 -4 -3 -2 -1 Test +1 +2

Date /] /] /] /] /] /] /] /] /] /] /]

Anti-platelet agent No No No No No No No No Yes Yes Yes

Clexane®40mg s.c.  No 9:00am.  9:00am. 9:00am. 9:00 a.m. 9:00 a.m. 9:00 a.m. No 9:00 a.m. 9:00p.m.  9:00a.m.
9:00 p.m. 9:00 p.m. 9:00 p.m. 9:00 p.m. 9:00 p.m. 9:00 p.m. 9:00 a.m. 9:00 p.m.

The last dose of Clexane is scheduled for 24 hours before the test procedure (adjust this if the procedure takes place in the afternoon).

—PATIENTS BEING TREATED WITH ANTICOAGULANT AGENTS (SYNTRON®)

1. Endoscopies or another technique having a low risk of bleeding will be performed (gastroscopies or colonoscopies with or without biopsies, diagnostic echoendoscopy): The endoscopy can
be performed without risk, including the taking of biopsies.
However, if you want to be assured, Guideline 2 may be carried out in the corresponding group in case a potentially treatable polyp or other lesion is detected any you do not wish to repeat
the procedure at another time.

2. Endoscopies or another technique having a high risk of bleeding will be performed (polypectomies, sphincterotomy and ERCP, dilatations, percutaneous endoscopic gastrostomy, echoen-
doscopy with puncture, varix treatment and enteroscopy).
Q Patients with a high risk of thrombosis (MI R/T AF associated with valvulopathy, mechanical mitral valve prosthesis, mechanical valve prosthesis with prior thromboembolism, antiphos-

pholipid syndrome and multiple prior thromboses).

Day -3 -2 -1 Test +1 +2 +3 +4
Date /! /1 /1 /! /1 /1 /1 /1
Syntron® No No No No Prior dose Prior dose Prior dose Prior dose
Clexane® 60 mg s.c. No 9:00a.m. 9:00 a.m. No 9:00a.m. 9:00 a.m. 9:00 a.m. 9:00 a.m.
9:00 p.m. 9:00 p.m. 9:00 p.m. 1p.m. 1p.m.
Q Patients with a low risk for thrombosis (TEP, uncomplicated MI R/T AF, aortic valvulopathy).
Day -3 -2 -1 Test +1 +2 +3 +4
Date /] !/ /1 !/ !/ /1 /1 /1
Syntron® No No No No Prior dose Prior dose Prior dose Prior dose
Clexane® 40 mg s.c. No 9:00 a.m. 9:00 a.m. No 9:00 a.m. 9:00 a.m. 9:00 a.m. 9:00 a.m.
9:00 p.m. 9:00 p.m. 9:00 p.m. 1p.m. 1p.m.

The last dose of Clexane is scheduled for 24 hours before the test procedure (adjust this if the procedure takes place in the afternoon).

In those patients whose prior control was not acceptable, it is advisable that the dose adjustment take place in the Anticoagulation Consultation before scheduling the procedure.

DETECTION OF PROBLEMS AFTER THE TEST PROCEDURE

If any bleeding episode is suspected (blood in the stools or bloody emesis, foul-smelling black stools, or incidence of dizziness accompanied by low blood pressure as well as significant abdominal
quadrant pain) go immediately to the Emergency Department of your Health Centre or if this is not possible, go to your Hospital Centre making sure you bring this Information Sheet with you as
well as the results of the tests that were performed.

Date: Signed: Dr.

If you have any doubt whatsoever, please contact the Gastrointestinal Endoscopy Department at Hospital. Telephone:

REV Esp ENFERM DIG 2010; 102 (2): 124-138
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CONCLUSIONS

There is probably a lack of sufficient evidence to make
decisions and recommendations with absolute certainty
in each of the present situations, hence each professional
healthcare team must prepare their own standards based
on existing data. In this sense, we are providing you with
our work proposal (see annex at the conclusion of this
document).

An investigative effort must be made to define specific
scenarios, especially those regarding the utilisation of
double antiplatelet agents, and bridge guidelines for low
molecular weight heparin, including the appropriate
dosage and timing to reinitiate anticoagulation.

In patients who have an increased risk for coagulation
disorders, the endoscopic technique must be specifically
clear and concise, and the use of all available tools en-
abling appropriate bleeding control must be recommend-
ed in an explicit manner, optimizing contributory me-
chanical and thermal means such as clips, sutures, argon,
endoloops, etc.
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(POR QUE ELABORAR UNA GUIA EN
RELACION CON LOS PROBLEMAS DE
COAGULACION Y LA REALIZACION DE
TECNICAS ENDOSCOPICAS?

Desde hace afios la anticoagulacién y la antiagrega-
cién simple o doble se han convertido en un arma tera-
péutica y preventiva sobre todo en patologias cardiovas-
culares de alta prevalencia. Esto, unido al aumento del
intervencionismo en las técnicas endoscdpicas, supone
un incremento del riesgo.

Pero el riesgo no sélo procede de la potencial hemorra-
gia, sino también de los riesgos trombdticos (1), no sien-
do razonable que los endoscopistas obviemos los mis-
mos.

Es necesario realizar un esfuerzo para aunar criterios
basédndonos en la literatura publicada. Otras sociedades
ya han iniciado este camino (2-4) y se han demostrado in-
cluso beneficios secundarios tanto a ahorro econémico
como a un impacto nulo en la incidencia de trombosis al
aplicar dichas guias (5).

EN PACIENTES CON HEMORRAGIA
DIGESTIVA, ;QUE ACTITUD SE DEBE TOMAR
ANTE EL USO DE ANTICOAGULANTES,
ANTIAGREGANTES O AINE? (Fig. 1)

Los anticoagulantes deben ser cesados inmediatamen-
te y se pueden iniciar los siguientes métodos terapéuticos
de forma secuencial y en paralelo a la técnica endoscépi-
ca (3,0).

1. Vitamina K1 i.v. (fitomenadiona), 10 mg (una ampo-
1la) en 100 ml de suero fisioldgico o suero glucosado 5%:
10 ml en 10 minutos (1 mg/10 min) y luego el resto en 30
minutos. Su efecto dura 8 horas aproximadamente y no es
inmediato.

2. Plasma fresco, de 10 a 30 ml/kg; a las 6 horas se
puede repetir la mitad de la dosis, ya que la vida media de
los factores es de 5 a 8 horas.

3. Concentrado de complejo protrombinico asociado a
Jactor IX (Prothromplex Immuno TIM 4 600 U.I®): equi-

vale a 500 ml de plasma. Dosis: (tiempo de protrombina
deseado - obtenido) x kg peso x 0,6.

4. Factor VII recombinante activado: 80 ug/kg en bo-
lus lento (amp. de 2 ml = 1,2 mg).

—Efecto a los 10 a 30 minutos de la administracion.

—La duracién del efecto es de 12 horas.

—No se debe asociar a los complejos protrombinicos.

—Normaliza el tiempo de protrombina y corrige los
defectos de funcién plaquetar.

Se utilizardn estos mecanismos hasta que el INR se es-
tabilice entre 1,5 y 2,5 y cese el sangrado. Los anticoagu-
lantes se reiniciardn a las 3-5 dias una vez nos hemos ase-
gurado de que han disminuido los riesgos (realizar
segundas endoscopias (second look).

Recientemente se ha presentado un abstract que de-
muestra que el riesgo de sangrado en pacientes que to-
man antiacoagulantes es de 6,5 veces mayor que los que
no lo toman (7).

La suspension de los antiagregantes y los AINE no va
a cambiar la historia natural pues su efecto sobre la coa-
gulacién se va a retrasar algunos dias, aunque se debe te-
ner en cuenta si estamos ante lesiones que previsiblemen-
te no van a cicatrizar con rapidez. No se debe olvidar que
la aspirina y los AINE pueden ser asi mismo la causa de
la hemorragia.

(SE DEBEN REALIZAR PRUEBAS DE )
COAGULACION PREVIAS A LA REALIZACION
DE TECNICAS ENDOSCOPICAS?

No existe evidencia cientifica en este sentido. En una
guia clinica publicada por la Asociacién Americana de
Endoscopia Digestiva (ASGE) (8) establece que ni si-
quiera para técnicas de alto riesgo es util la realizacion de
pruebas de laboratorio para detectar alteraciones ocultas
de la coagulacion, no considerdndolas indicadas; ademds
plantea que legalmente es mds peligrosa la mala interpre-
taciéon de una alteracion de coagulacion que el no haber
realizado las pruebas. Los test nunca pueden sustituir una
historia clinica previa y s6lo es obligado hacerlos ante la
sospecha de alteraciones.

REV Esp ENFERM DIG 2010; 102 (2): 124-138
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HEMORRAGIA DIGESTIVA EN PACIENTE ANTICOAGULADO

RETIRADA INMEDIATA DE LOS ANTICOAGULANTES

TERAPIA SECUENCIAL

Vitamina K

Plasma fresco congelado

Concentrado de complejo protrombinico

Factor VIl recombinante activado

Consequir la version del INR entre 1,5-2,5

Realizar la endoscopia

Segun riesgo de recidiva

REINICIAR ANTICOAGULANTES (3-5 dias)
+/- USO DE HEPARINA SODICA i.v. si riesgo trombético alto

Fig. 1.

QUE ALTERACIONES EN LA COAGULACION
DEBEN TENERSE EN CUENTA ANTE LA
REALIZACION DE TECNICAS ENDOSCOPICAS?

En los pacientes que presentan trombocitopenia la ac-
titud depende del tipo de procedimiento.

—En los procedimientos de riesgo alto es necesario
que la cifra de plaquetas sea superior a 50.000/ul.

—Las exploraciones endoscopicas de bajo riesgo se
pueden realizar en pacientes con plaquetas > 20.000/ul.

Recomendacion D

—Actividad de protrombina: cifras de TP menor de 50%
vs. INR > 1,5 suponen un aumento del riesgo de sangrado.
Se encuentra de forma habitual en las hepatopatias crénicas,
asi como el uso de anticoagulantes orales (Tabla I).

—Alteracion del tiempo de tromboplastina parcial ac-
tivado (PTTA): se mide como una prolongacién del
PTTA respecto al PTTA tr. Se puede ver en el uso de he-
parina sddica i.v.
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Tabla |

Agente Normalizacion T. Prot/INR PTTA

de la hemostasia
Antiagregantes 2-10 dias* Normal Normal
AINE** 1-3 dfas Normal Normal
Heparina sodica i.v. 2-4 horas Alargado (+) Alargado (+++)
Heparina BPM Al'menos 12 horas  Normal Normal
Anticoagulantes orales 4-6 dias Alargado (+++) Alargado (+)

*En pagina 4; **En pagina 4.

:COMO SE PUEDEN CORREGIR ESTAS
ALTERACIONES PREVIAMENTE ALA
REALIZACION DE TECNICAS ENDOSCOPICAS?

—La correccion de déficit de plaquetas se realiza
de forma programada, infundiendo durante la técnica
endoscépica y en el tramo previo inmediato. Es sufi-
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ciente elevar la cuenta de plaquetas entre 40.000 a
50.000/mm’.

e Cada unidad de plaquetas aumenta el recuento en
5.000 a 10.000 por mm’.

e Ladosis es de 1 U/10 kg de peso.

* En caso de refractariedad a plaquetas con manifesta-
ciones de sangrado grave se recomienda factor VII acti-
vado recombinante (rV1la) (Novoseven®) con efecto he-
mostdtico en pacientes con trombocitopenia grave y
trombocitopatias, a una dosis de 90 a 150 ug/kg cada dos
horas por via intravenosa, hasta controlar el sangrado.
Por su alto precio el uso profildctico debe ser limitado a
casos muy concretos y urgentes.

—En el caso de alteraciones del tiempo de protrombi-
na se aplican las mismas pautas comentadas en pacientes
anticoagulados.

—Las alteraciones del tiempo de tromboplastina par-
cial activado (PTTA), como por ejemplo en pacientes en
tratamiento con heparina sddica, suelen revertir al retirar
la misma en el plazo de 4 a 6 horas. Sin embargo, si que-
remos por situacién de urgencia una reversion mas rapi-
da, se utilizard el sulfato de protamina: 1 mg neutraliza
100 unidades de heparina. Administracién lenta en 100
ml de suero fisioldgico. No administrar una dosis supe-
rior a 100 mg (2 ampollas), ya que dosis altas pueden
producir efecto anticoagulante.

QUE TECNICAS ENDOSCOPICAS SE
CONSIDERAN DE MAYOR RIESGO DE
SANGRADO?

El riesgo de sangrado parece definido por consenso, y
asi se establece en las diferentes guias clinicas (2) y ma-
nuales, planteando dos niveles de riesgo (Tabla II).

—Biopsias: el riesgo de hemorragia en biopsias es de
aproximadamente el 1%o (9).

— Polipectomia: el riesgo de sangrado mayor de la po-
lipectomia en varias series amplias oscila entre el 0,05 y
el 1%, si bien puede ser de hasta el 4,3% en p6lipos ma-
yores de 1 cm y del 6,7% en mayores de 2 cm (10-12).
Parece ser que dicho riesgo se aumenta con el tamaifio
mayor de 2 cm de los pdlipos y se ha detectado que san-

Tabla Il
Alto riesgo de sangrado (1-6%)

Bajo riesgo de sangrado (< 1%)

Endoscopia diagnéstica con o sin biopsia
Colangiopancreatografia retrégrada
endoscopica diagnostica (CPRE)
Insercion de stents biliares sin Dilatacion estenosis benignas o malignas
esfinterotomia Gastrostomia endoscopica percutanea
Ecoendoscopia EUS-PAAF
Enteroscopia de pulsion Tratamiento de varices
Enteroscopia con balon

Polipectomia
Coagulacin y ablacion con laser
Esfinterotomia

REV Esp ENFERM DIG (Madrid)

gran mds los pediculados que los sesiles, por lo que en
pacientes en tratamiento antiagregante es aconsejable
asociar a una técnica que disminuya el riesgo como el uso
de adrenalina profildctica, el endoloop o lazo desechable
y los endoclips (11).

 Inmediato, cuando no se coagulan bien los vasos nu-
tricios.

¢ Tardio, entre 1 y 14 dias, mds grave; se debe tener en
cuenta antes de reintroducir los antiagregantes.

—CPRE y esfinterotomia: la incidencia de hemorragia
se sitda entre el 2,5 y el 5% (13). Los diferentes estudios
definen la anticoagulacién como claro factor de riesgo para
el sangrado. Con respecto a la antiagregacion sélo dos es-
tudios retrospectivos (14,15) han analizado dicho efecto,
con resultados no concluyentes como se plantea en la Guia
Clinica de la Sociedad Americana, pero con un riesgo para
el sangrado agudo en uno de ellos (14) del 9,7 vs. 3.9%
(AAS vs. control, p < 0,001) y para el sangrado diferido
del 6,5 vs. 2,7% (p = 0,04), lo cual sugiere que salvo en si-
tuaciones de urgencia es deseable la retirada al menos 7
dias antes de la técnica. La esfinteroplastia con balén se ha
propuesto como una técnica alternativa en pacientes con
necesidad de apertura urgente de la via biliar y con altera-
ciones de la coagulacion (16), asi como el uso de prétesis
biliares sin esfinterotomia de forma transitoria.

—Enteroscopia: la técnica simple no parece suponer
un riesgo, pero si se plantea como técnica terapéutica e
intervencionista se debe enfocar como una técnica de
riesgo, ya que hasta en el 64% de los casos se realiza tera-
péutica (17).

(ESLA ANTIAGREGACI(:)N, SIMPLE O DOBLE,
UNA CONTRAINDICACION PARA ALGUNA
TECNICA ENDOSCOPICA?

No existen datos convincentes que conviertan la antia-
gregacion simple en una contraindicacién absoluta para
ninguna técnica endoscopica.

En cuanto a la antiagregacion doble no hay trabajos
que analicen su efecto, aunque parece razonable con los
datos existentes, el intentar evitar realizar intervencionis-
mo mientras sea necesario su uso, o bien plantearse pro-
teger con heparina de bajo peso molecular.

(EXISTE EVIDENCIA ACERCA DEL AUMENTO
DEL SANGRADO INTESTINAL EN PACIENTES
ANTIAGREGADOS?

En un estudio en animales de experimentacion al reali-
zar lesiones de 7 mm en colon, se demostré un aumento
del tiempo de sangrado en los tratados con aspirina frente
a los no tratados (155 vs. 169 segundos — p < 0,05) (18);
asi mismo se ha encontrado un aumento del sangrado en
los puntos de biopsia en pacientes tratados con aspirina
frente a aquellos controles o con AINE (19).

REV Esp ENFERM DIG 2010; 102 (2): 124-138
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Sin embargo estos estudios experimentales no han en-
contrado traduccién clinica en la literatura cuando se tra-
ta de su aplicacion en pacientes sometidos a técnicas en-
doscopicas.

La Sociedad Espafiola de Anestesiologia y Reanima-
cion ha elaborado dos recomendaciones de consenso ante
la realizacién de anestesia locorregional y epidural con
los siguientes datos (20,21) (Tablas Il y IV).

Tabla Ill. Tiempo de seguridad de antiagregantes
10d. Ticlopidina (Tiklid®, Ticlodone®, Ticlopidina EFG®)

7d. Clopidogrel (Iscover®, Plavix®)

Acido acetil salicflico (Acido Acetilsal Bayer®, Adiro®, Bioplak®, Therasacard®, Tro-
malyt®)
Trifusal (Disgren®)

1d. Dipiridamol (Persantin®)
Tirofiban (Aggrastat®)

Tabla IV. Actividad antiagregante de los AINE

Importante (7 d.): Aspirina, Piroxicam, Tenoxicam, Indometacina, Ketorolaco

Débil (12 h.): Meloxicam, Sulindac, Nabumetona, Diflunisal, Paracetamol, Dipiro-
na, Flurbiprofeno
Nulo (0 d.): Coxibs

—La aspirina y los AINE no han demostrado en varios
trabajos que aumenten el riesgo de sangrado ante polipecto-
mias, aunque se trata de estudios retrospectivos o limitados
en su andlisis y fueron la base para la gufa clinica de la
ASGE, la cual no recomienda la retirada de los antiagregan-
tes previa a las técnicas endoscopicas (13,22-24).

Sin embargo, uno de los estudios, prospectivo (22),
aunque no presenta un aumento de las complicaciones si
muestra trazas de sangrado en heces hasta en un 6,3% de
los pacientes frente a un 2,1% en los placebos. Se ha ana-
lizado especificamente la complicacién més importante,
que es el sangrado tardio en un estudio de casos control
(25), confirmando que no existe un aumento del sangrado
en el subgrupo que toma aspirina frente al placebo, pero
no se analiz6 el uso de aspirina més alld de 3 dias después
de la técnica, existiendo episodios de sangrado en dife-
rentes técnicas hasta 19 dias después, por lo que el andli-
sis es al menos dudoso.

En esfinterotomias, como ya se ha comentado, sélo
existen dos estudios que analizan su efecto, si bien tam-
bién con limitaciones para su interpretacion. Por ello, al-
gunos autores (26) recomiendan la retirada de los antia-
gregantes de 4 a 7 dias antes de las técnicas de riesgo y su
reintroduccién a los 7 dias si se ha puesto por prevencién
secundaria o, si se trata de prevencion primaria, a los
10 dias tras esfinterotomia o a los 14 tras polipectomia.

REvV Esp ENFERM DIG 2010; 102 (2): 124-138

Para pruebas de alto riesgo de sangrado se ha definido
que se debe retirar el clopidogrel 5 dias antes en pacien-
tes con doble antiagregacion (27).

:QUE PATOLOGIAS TIENEN UN MAYOR
RIESGO TROMBOTICO ANTE LA REVERSION
DE LA ANTIAGREGACION?

—Stents coronarios: la suspension de la doble antia-
gregacion (aspirina + clopidogrel) precozmente tiene un
riesgo de trombosis del stent del 29% (8-30%) (Fig. 2):

* Stents no recubiertos: mantener 1 mes.

 Stents recubiertos (liberador de antiproliferativos):
mantener 1 afio (o 18 meses).

— Prevencion secundaria (tras IAM reciente): no tiene
ventajas la asociaciéon AAS + clopidogrel frente a clopi-
dogrel so6lo (28).

— Prevencion primaria de cardiopatia en pacientes de
riesgo: no precisan doble antiagregacion.

—Tras artroplastia de cadera o rodilla o cirugia por
Jfractura de cadera: el riesgo estd aumentado en 10 a 35
dias, recomendédndose prevencién con HBPM o flondapari-
nux.

En todos los casos lo deseable es retrasar la terapéuti-
ca hasta que el riesgo trombético sea el menor posible;
en los casos de doble antiagregacion es posible suspen-
der el clopidogrel 7 dias antes y mantener la aspirina se-
gin la pauta prevista, o bien proteger con heparina de
bajo peso molecular.

¢ES LA ANTICOAGULACION UNA )
CONTRAINDICACION PARA ALGUNA TECNICA
ENDOSCOPICA?

—3S1, para las técnicas endoscépicas de alto riesgo de
sangrado.

—En casos urgentes se puede plantear realizar dichas
técnicas tras revertir la anticoagulacién (vitamina K,
plasma fresco o factores de la protrombina) hasta conse-
guirun INR < 1 4.

(QUE PATOLOGIAS TIENEN UN MAYOR
RIESGO TROMBOTICO ANTE LA REVERSION
DE LA ANTICOAGULACION?

La ASGE (2) define el riesgo de trombosis en dos gra-
dos que han sido asumidos de forma generalizada por
otros autores, en manuales (29) y en revisiones (30), no
existiendo en la literatura actual datos en otro sentido
(Tabla V):
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ﬂ[ PATOLOGIA ENDOSCOPICA EN PACIENTE ANTIAGREGADO

| Patologia que requiere tratamiento no diferible |

I
Realizar la endoscopia
con antiagregacion

| Patologia diferible

I
Diferir endoscopia hasta poder
retirar antiagregacion

| INDICACION DE LA ANTIAGREGACION |
I

|
| Prevencion primaria |

I
| Prevencion secundarial

Stent coronario

No recubiertos Recubierto

Esperar 1 ano
para retirar
antiagregacion

Realizar endoscopia sin antiagregacion

Esperar 1 mes
para retirar
antiagregacion

Retirar agregacion y
reiniciar 14 dias después

¢Terapia puente con heparina
de bajo peso molecular?

Retirar agregacion y
reiniciar 7 dias después

Fig. 2.

Tabla Vv

Riesqo alto

Riesqo bajo (1-2%e Si se interrumpe la
anticoagulacion de 4 a 7 dias)

Trombosis venosa profunda AC x FA con enfermedad valvular
AC x FA paroxistica o crénica no Prétesis mitral metalica

complicada con patologia valvular Vélvula metdlica con episodio trombatico
Protesis valvular biologica previo

Protesis adrtica metdlica

CUAL SERA LA PAUTA PRACTICA PARA LA
REVERSION DE LA ANTICOAGULACION? (Fig. 3)

En un andlisis de decisién basado en la aplicacién de
las guias clinicas de la ASGE (5) se definieron como las
estrategias mas coste-efectivas las siguientes:

—En pacientes de riesgo trombdtico bajo (por ejem-
plo, fibrilacién auricular sin patologia valvular) o si la
posibilidad de polipectomia excede el 60%, cesar la war-
farina 5 dias antes.

—En colonoscopias de screening en las que se espera
encontrar pélipos en al menos un 35% de los casos, man-
tener la warfarina con reduccién de dosis.

—Si la posibilidad de polipectomia es menor o igual al
1%, continuar con warfarina.

(CUAL SERA EL PAPEL DE LA HEPARINA DE
BAJO PESO MOLECULAR EN LA REVERSION
DE LA ANTICOAGULACION?

En sus recomendaciones, la ASGE (4) plantea una pauta
de manejo con el uso de heparina de bajo peso molecular
como puente en pacientes de alto riesgo tromboético; el proble-
ma es que no se han definido ni las dosis ni cudl es el momen-
to ideal para la reintroduccion de la heparina, aunque se plan-
tea que puede oscilar entre las 2 y las 6 horas tras el
procedimiento, debiendo consensuarse con otros especialistas
implicados. Otros autores proponen reduccién de dosis de la
HBPM previo a procedimientos intervencionistas, con rein-
troduccidn precoz en pacientes de alto riesgo segun la siguien-
te, aunque estd descrita en un ensayo para cateterismos diag-
ndsticos y no para técnicas de alto riesgo de sangrado (31).

Por otro lado faltan datos concluyentes en la literatura
para aconsejar el uso de HBPM como terapia puente en
pacientes en tratamiento antiagregante y con alto riesgo
trombogénico, si bien su uso es habitual en la practica cli-
nica (Tabla VI y Fig. 3).

El uso de heparina de bajo peso molecular como méto-
do puente es una pauta aceptable en pacientes anticoagu-
lados con alto riesgo trombdtico, aunque no se han defi-
nido las pautas ni las dosis.

Recomendacion D

REV Esp ENFERM DIG 2010; 102 (2): 124-138
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PACIENTES SOMETIDOS A TECNICAS ENDOSCOPICAS

Tabla VI
-5 -4 -3 -2 -1 0 - PRUEBA 1 2 3
Kovacs (31) Suspender anticoag. HBPM, 200 HBPM, 200 INR> 14— HBPM, HBPM, 200 HBPM, HBPM,
IU/kg IU/kg Vit. K1 mg 100 1U/kg 1U/kg 200 IUkg 200 IUkg
INR < 1,4 — suspender
ASGE (4) Suspender anticoag. HBPM HBPM HBPM No poner HBPM HBPM HBPM

ENDOSCOPIA EN PACIENTES ANTICOAGULADOS

| Endoscopia de alto riesgo de sangrado

| | Endoscopia de bajo riesgo de sangrado

Patologia no diferible

Reversién de INR < 1.4

Patologia diferible

Realizar la endoscopia

Vitamina K

Plasma fresco congelado
Concentrado de complejo

Bajo riesgo trombdtico |

| Alto riesgo trombotico

protombinico
Factor VII recombinante activado

Realizar la endoscopia
I

Suspender anticoagulantes
durante 5 dias

Suspender anticoagulantes
durante 5 dias
Terapia puente con heparina
de bajo peso molecular

INR < 1,4
I

Realizar la endoscopia

INR>1,4

Realizar la endoscopia

Posponer la
endoscopia

Fig. 3.

El uso de heparina de bajo peso molecular como méto-
do puente es una pauta habitual en pacientes antiagrega-
dos con alto riesgo trombdtico, aunque no se avala por
ensayos clinicos.

Recomendacion E

CONCLUSIONES

Probablemente falta evidencia suficiente para tomar
decisiones y hacer recomendaciones de forma absoluta
en cada una de las situaciones planteables, por lo que
cada equipo debe elaborar sus propias normas basando-
se en los datos existentes. En este sentido nosotros
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aportamos nuestra propuesta de trabajo (ver anexo al fi-
nal).

Es necesario realizar un esfuerzo investigador para de-
finir escenarios concretos, siendo necesario realizarlo so-
bre todo en relacién al uso de la doble antiagregacién y
de las pautas puente con heparina de bajo peso molecular
y que definan dosis y momentos del reinicio de Ia
anticoagulacion.

En los pacientes con riesgo aumentado por tener alte-
raciones de la coagulacion la técnica endoscépica debe
ser mds depurada y se debe recomendar de forma explici-
ta el uso de todas aquellas herramientas que nos permitan
controlar el sangrado, potenciando medios mecdnicos y
térmicos coadyuvantes como clips, suturas, argén, endo-
loops, etc.



138 F. ALBERCA DE LAS PARRAS REV Esp ENFERM DIG (Madrid)

Anexo 1. Guia para la reversion de anticoagulacion o antiagregacion en pacientes sometidos a técnicas digestivas

INFORMACION PARA EL PACIENTE

Usted se va a someter a una exploracion, con intencién terapéutica o diagndstica el dia y solicitada por el Dr/a. en la Consulta de

Dado que esta usted en tratamiento con los siguientes farmacos existe un riesgo aumentado de sangrado al so-
meterse a dicha técnica, por lo que es conveniente ajustar su uso para disminuir dicho riesgo.

Por otro lado no hay que olvidar que usted toma estos farmacos para evitar la formacién de una trombosis, por lo que el ajuste que se debe realizar debe ser evaluado y programado por su mé-
dico.

—PACIENTES EN TRATAMIENTO CON ANTIAGREGANTES
1. Se va a realizar endoscopias o técnicas con bajo riesgo de sangrado (gastroscopias o colonoscopias con o sin biopsia, polipectomias simples, ecoendoscopia sin puncion, PAAF por ecografia):
0 No es necesario suspender el farmaco ni ajustar la dosis.
Q Sidurante la prueba se encontrasen lesiones que fuesen susceptibles de tratamiento (como pélipos) podrian ser extirpados si a juicio del médico no fuesen de alto riesgo de sangrado.

2. Se van a realizar endoscopias o técnicas con alto riesgo de sangrado (polipectomias complejas, esfinterotomia y CPRE, dilataciones, gastrostomia endoscépica percutanea, ecoendoscopia
con puncion, tratamiento de varices, enteroscopia con balén, biopsia hepéatica).
0 Pacientes con alto riesgo de trombosis. Stents no recubiertos (1 mes) y stents recubiertos (18 meses): intentar diferir la técnica, y si no es posible, realizarla con heparina de bajo peso mo-
lecular (Clexane®) segun la siguiente pauta:

Dia -7 -6 -5 -4 3 -2 -1 Prueba +1 +2

Fecha /! !/ /! !/ !/ !/ !/ !/ !/ /! /!

Antiagregante No No No No No No No No Si Si Si

Clexane® 60 mg s.c. No 9h 9h 9h 9h 9h 9h No 9h 9h 9h
21h 21h 21h 21h 21h 21h 21h 21h

Q Pacientes con bajo riesgo de trombosis —prevencion primaria (tras infarto) o secundaria-:

Dia -7 -6 -5 -4 -3 -2 -1 Prueba +1 +2

Fecha !/ /] /] /] /] /] ! /] /] /] /]

Antiagregante No No No No No No No No Si Si St

Clexane®40mg s.c. ~ No 9h 9h 9h 9h 9h 9h No 9h 9h 9h
21h 21h 21h 21h 21h 21h 21h 21h

La Ultima dosis de Clexane se pondra 24 horas antes de la prueba (ajustar si se cita por la tarde)

—PACIENTES EN TRATAMIENTO CON ANTICOAGULANTES (SINTRON®)

1. Se va a realizar endoscopias con bajo riesgo de sangrado (gastroscopias o colonoscopias con o sin biopsia, ecoendoscopia diagndstica): la endoscopia se puede realizar sin riesgo, e incluso
la toma de biopsias.
Sin embargo, si quiere asegurarse, puede realizar la pauta 2, en el grupo que le corresponda, por si durante a prueba se detectase un polipo u otra lesién potencialmente tratable y no qui-
siese repetirsela en otra ocasion.

2. Seva a realizar endoscopias con alto riesgo de sangrado (polipectomia, esfinterotomia y CPRE, dilataciones, gastrostomia endoscopica percutanea, ecoendoscopia con puncién, tratamien-
to de varices, enteroscopia).
Q Pacientes con alto riesgo de trombosis (AC x FA asociada a valvulopatia, protesis mitral mecéanica, valvula mecanica con tromboembolismo previo, sindrome antifosfolipido, trombosis pre-

vias multiples).

Dia -3 2 -1 Prueba +1 +2 +3 +4

Fecha /! /1 /1 /1 /1l /1 /! /1

Sintron® No No No No Dosis previa Dosis previa Dosis previa Dosis previa

Clexane® 60 mg s.c. No 9h 9h No 9h 9h 9h 9h
21h 21h 21h Th Th

- Pacientes con bajo riesgo de trombosis (TEP, AC x FA simple, valvulopatia aortica).

Dia -3 -2 -1 Prueba +1 +2 +3 +4

Fecha !/ !l /1 /1 !/ /1 /1 /1

Sintron® No No No No Dosis previa Dosis previa Dosis previa Dosis previa

Clexane® 40 mg s.c. No 9h 9h No 9h 9h 9h 9h
21h 21h 21h Th Th

La Ultima dosis de Clexane se pondré 24 horas antes de la prueba (ajustar si se cita por la tarde).

En aquellos pacientes que tuviesen un mal control previo se aconseja el ajuste en la Consulta de Anticoagulacion previa concertacion de cita.

DETECCION DE PROBLEMAS TRAS LA PRUEBA

Ante la sospecha de cualquier episodio de sangrado (sangre en las heces o en el vomito, heces negras malolientes o episodios de mareos mantenidos con tensién baja, asf como cuadros de dolor
abdominal importante), acudir a Urgencias de su Centro de Salud o en su defecto de su Centro Hospitalario, aportando tanto esta hoja como los resultados de las pruebas realizadas.

Fecha: Fdo: Dr/a.

Ante cualquier duda, contactar con la Unidad de Endoscopia Digestiva del Hospital . Teléfono:
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