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EDUCATIONAL OBJECTIVES

• Understand risks of holding anticoagulation before and after GI 
endoscopy

• Understand safety of maintaining anticoagulation during GI 
endoscopy

• Understand variable risks of GI procedures as they relate to 
anticoagulation decision-making



FACULTY Q&A

• Anticoagulation for GI endoscopy should be held whenever possible 
to minimize bleeding risk -- True or False?

• Internists and Gastroenterologists need to have a thorough 
knowledge of anticoagulation options, mechanisms of action, and 
duration of action -- True or False?

• Anticoagulation after GI endoscopy should resume as soon as 
possible to avoid cardiovascular and/or thromboembolic sequelae --
True or False?



Anticoagulation Management for Endoscopy

• Decisions depend on the maintenance drug regimen, procedure risk, 
and cardiovascular risk factors
• Drugs

• Antiplatelet agents (APA)

• Anticoagulants

• Procedure risk
• Low bleeding risk

• High bleeding risk

• Cardiovascular risk factors
• Atrial fibrillation

• Coronary artery disease (CAD)

• History of venous thromboembolism (VTE) and/or valve replacement



Anticoagulation Management for Endoscopy

• Additional consideration is made for elective versus emergent 
endoscopy indications



Anticoagulation Management for Endoscopy

• Antiplatelet agents (APA)
• Aspirin

• NSAIDs

• Dipyridamole (Persantine)

• Cilostazol (Pletal)

• Thienopyridines
• Clopidogrel (Plavix)

• Prasugrel (Effient)

• Ticlodipine (Ticlid)

• Ticagrelor (Brilinta)



Anticoagulation Management for Endoscopy

• Antiplatelet agents (APA) – cont’d
• GPIIb/IIIa Inhibitors

• Tirofiban (Aggrastat)

• Abciximab (ReoPro)

• Eptifibatide (Integrilin)

• PAR-1 Inhibitor
• Vorapaxar (Zontivity)



Antiplatelet Agents (APA)



Anticoagulation Management for Endoscopy

• Anticoagulants
• Warfarin (Coumadin)

• Unfractionated Heparin (UFH)

• Low Molecular Weight Heparin (LMWH)
• Enoxaparin (Lovenox)

• Dalteparin (Fragmin)

• Fondaparinux (Arixtra)

• Direct Factor Xa Inhibitor (NOACs)
• Rivaroxaban (Xarelto)

• Apixaban (Eliquis)

• Edoxaban (Savaysa)



Anticoagulation Management for Endoscopy

• Anticoagulants – cont’d

• Direct Thrombin Inhibitors (NOACs)

• Dabigatran (Pradaxa)

• Desirudin (Iprivask)



Anticoagulants



Xarelto Considerations



Eliquis Considerations



Savaysa Considerations



Pradaxa Considerations



Procedure Risk



Procedure Risk



Cardiovascular Risk Factors – Atrial Fibrillation



Cardiovascular Risk Factors – Atrial Fibrillation



Cardiovascular Risk Factors – CAD

• High Coronary Thrombosis Risk

• Drug-eluting stent (DES) within last 12 months

• Bare metal stent (BMS) within last 1 month

• BMS within last year with acute coronary syndrome (ACS)



Cardiovascular Risk Factors – CAD

• Consider other clinical risk factors predisposing to higher rate of stent 
thrombosis and modify approach to APA therapy accordingly

• 1/5 patients suffering 1st stent thrombosis will experience 2nd stent occlusion 
at a rate of 0.6% per year over the next 3 years with a cumulative risk of 
cardiac death of 27.9%

• History of stent occlusion, ACS or ST elevation myocardial infarction, multi-
vessel percutaneous coronary intervention, diabetes, renal failure, or diffuse 
CAD are at higher risk of stent occlusion or ACS with alteration of APA 
therapys



CAD with Dual Antiplatelet Therapy (DAPT)



History of venous thromboembolism (VTE) and/or 
valve replacement



History of venous thromboembolism (VTE) 
and/or valve replacement

• Bioprosthetic valves are considered low risk



Factoring In All Variables



Factoring All Variables – Urgent/Emergent

• Patients on APA

• We recommend consultation with prescribing specialist before stopping APA 
therapy in situations of significant GI bleeding in patients with recently placed 
DES (within 1 year) or BMS (within 30 days), or within 90 days of ACS. The risk 
of adverse cardiac events associated with cessation of APA therapy likely 
exceeds the benefit of decreasing post-endoscopic bleeding (moderate).

• We recommend patients on APA therapy with life-threatening or serious GI 
bleeding should have these agents held after discussion with their cardiologist 
(moderate). 



Factoring All Variables – Urgent/Emergent

• Patients on anticoagulant therapy 
• We recommend patients with acute GI bleeding on anticoagulation therapy 

have anticoagulant agents held to facilitate achievement of hemostasis 
(moderate).

• We recommend either 4-factor PCC and vitamin K or fresh frozen plasma be 
given for life-threatening GI bleeding in patients on warfarin anticoagulant 
therapy (moderate) 

• We suggest endoscopic therapy not be delayed in patients with serious GI 
bleeding and an INR < 2.5 (low).

• We suggest patients who require anticoagulation therapy receive UFH because 
of its relatively short half-life after successful endoscopic hemostasis for high-
risk stigmata (low).



FACULTY Q&A

• Anticoagulation for GI endoscopy should be held whenever possible 
to minimize bleeding risk -- True or False?

• Internists and Gastroenterologists need to have a thorough 
knowledge of anticoagulation options, mechanisms of action, and 
duration of action -- True or False?

• Anticoagulation after GI endoscopy should resume as soon as 
possible to avoid cardiovascular and/or thromboembolic sequelae --
True or False?



FACULTY Q&A

• Anticoagulation for GI endoscopy should be held whenever possible 
to minimize bleeding risk -- False!

• Internists and Gastroenterologists need to have a thorough 
knowledge of anticoagulation options, mechanisms of action, and 
duration of action – True!

• Anticoagulation after GI endoscopy should resume as soon as 
possible to avoid cardiovascular and/or thromboembolic sequelae –
True!


