VE ZKRATCE | 539
Antitrombotickd lé¢ba a digestivni endoskopie

warfarinu vecer v den vykonu udrzovaci (nikoliv saturacni) davkou, v ptipadé DOAC za 2-3 dny po vykonu a v pfipadé
LMWH v terapeutické davce 48 hodin po vykonu. Dfive Ize zvazit podani niZsi nez terapeutické davky LMWH (2x denné
dle hmotnosti): profylaktickou (jednou denné) nebo vyssi profylaktickou davku (jednou denné dle hmotnosti). Obecné by
terapeutické urovné antikoagulace nemélo byt dosazeno dfive nez za cca 48 hodin od vykonu (Tab. 6).
Pacient by mél byt o podéavani antitrombotik pfed a po endoskopickém vykonu fddné poucen vcetné pisemné formy
(kalendar ke stazeni on-line - https://www.cgs-cls.cz/antitromboticka-terapie-a-endoskopicky-vykon/).

Klicova slova: antitrombotickd terapie, antikoagula¢ni terapie, protidestickova lécba, digestivni endoskopie, pfima oralni
antikoagulancia, povykonové krvaceni.

Antithrombotic therapy and digestive endoscopy

Antithrombotic therapy comprises anticoagulation and antiplatelet treatment. The number of patients treated with various forms
of antithrombotic therapy is growing. Procedures of digestive endoscopy are very frequently indicated by general practitioners
and doctors of various specialisations. Interdisciplinary cooperation and mutual understanding are required in order for digestive
endoscopy to be effective and safe. Hence, we present an overview based on recent European, British (1), and North American
guidelines (2) for endoscopic procedures, with respect to guidelines for perioperative care in general (3).

Antithrombotic therapy management in patients undergoing digestive endoscopy procedures is based on individual consider-
ation of postprocedural bleeding (particularly a delayed one) on one hand, and thromboembolic risk on the other hand, ideally
in cooperation with the physician prescribing antithrombotic therapy. Despite all efforts, patients taking antithrombotic medi-
cation are at a higher risk of postprocedural bleeding in comparison with those without this risk; this fact should be accepted by
attending physicians and patients should be informed of it. Postprocedural bleeding is mostly manageable with a subsequent
endoscopic procedure. By contrast, cerebral and cardiovascular thromboembolic complications are often life-threatening and
not uncommonly disabling. One should always consider postponing an elective procedure in a patient with temporary anti-
thrombotic therapy (after pulmonary embolism or after coronary stent insertion).

Basic principles of administration of antithrombotic therapy in the context of an endoscopic procedure are described in Table
1. Digestive endoscopy procedures can be categorized according to postprocedural bleeding risk (Table 2). Postprocedural
bleeding risk can be specifically reduced in some procedures (ERCP with papillary balloon dilation instead of sphincterotomy,
mechanical securing of polypectomy base, etc.).

Acetylsalicylic acid administered as secondary prevention (primary preventive indications are very narrow nowadays) should not
be discontinued perioperatively (discontinuation is associated with an approximately threefold increase in thrombotic complica-
tions!). The riskiest procedures are the only exception in which discontinuation is explicitly requested by the digestive endoscopist.
Reduction of dual antiplatelet therapy is better abandoned in high-risk patients — particularly those with recently implanted
coronary stents (Table 3) — and postponement of an elective procedure should always be considered.

Bridging of warfarin with low-molecular-weight heparin (LMWH) is not indicated routinely (in some cases, this practice increases
the bleeding risk). Bridging with LMWH is appropriate in patients with high (or moderate) thromboembolic risk (Table 5). Fur-
thermore, LMWH therapy carries specific risks, particularly in patients with renal function impairment (Table 4). In patients with
a high thromboembolic risk, a statement of the physician indicating anticoagulation is always appropriate before an elective
procedure (Table 6).

Direct oral anticoagulants (DOACs) should not be administered on the day of the procedure, not even in one with a low risk (e.g.,
biopsy); a longer withdrawal is recommended in high-risk procedures (this cessation should not be bridged with LMWH given
the rapid onset and elimination half-time) (Table 7).

Recommencement of antithrombotic therapy after a high-risk endoscopic procedure should always be determined by the
endoscopist and the recommended intervals should be considered minimal: 1-2 days after the procedure in the case of P2Y12
inhibitors; 2-3 days after the procedure in the case of DOACs; in the evening of the day of the procedure for warfarin with
a maintenance (not saturation) dose; and 48 hours after the procedure in the case of LMWH at a therapeutic dose. Earlier
administration of a lower-than-therapeutic dose of LMWH (twice a day per weight) can be considered in this context: pro-
phylactic (once a day) or higher prophylactic (once a day per weight) doses. In general, a full anticoagulation effect should
not be achieved earlier than approximately 48 hours after the procedure.

The patient should be properly informed of the course of antithrombotic therapy before and after the endoscopic procedure,
including a written form (a calendar can be downloaded online for this purpose).
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