NONVARICEAL UPPER GASTROINTESTINAL

PRE-ENDOSCOPY MANAGEMENT OF ANTITHROMBOTIC AGENTS
INTRODUCTION
obuctio (ANTIPLATELET AGENTS AND ANTICOAGULANTS)

This ESGE Guideline focuses on the pre- e e
endoscopic, endoscopic, and post-endoscopic Upper Gl endoscopy demonstrates nonvariceal source of hemorthage, e.g. peptic ulcer
management of patients presenting with acute
nonvariceal upper gastrointestinal hemorrhage
(NVUGIH), specifically peptic ulcer hemorrhage.

High risk endoscopic stigmata diagnosed
(Fla, Fib, Flla, Fllb - active spurting/oozing bleeding, nonbleeding visible ulcer, adherent clot)

Low dose aspirin used for primary prophylaxis APA* used for secondary prophylaxis (known cardiovascular disease)
(a) Continue to withhold low dose aspirin 1 Patient on low dose aspirin alone
(b) Resume low dose aspirin after careful (a) Continue low dose aspirin without interruption
re-evaluation of its clinical indication (b) If aspirin has been interrupted, resume within 3-5 days
(c) Second-look endoscopy should be at the discretion of the

Pre'endOSCOpy management . Initial patient endoscopist, prior to restarting aspirin

o o o o 2 Patient on dual antiplatelet therapy (DAPT)
evalu atl on an d h emo dy Namic resu SCltatl on (a) Continue low dose aspirin without interruption
(b) The second APA should be restarted as soon as possible, preferably
within 5 days.
Cardiology consultation regarding timing of restarting second APA

RED Bloon CELL (RBC, TRANSF“SION STRATEGY (c) issei:li)gn?ﬁlsgz?( endoscopy should be at the discretion of the

endoscopist, prior to restarting second APA

i1 CCIE R 7O S FEM NS Bl tle
history of cardiovascular disease

variceal source of hemorrhage, e.g. peptic ulcer

o hemoglobin threshold of <7 g/dL P na aticuagulation
H d iscopic stigmata diagnosed
p ro m ptl n g R B C t ran Sfu S I O n ’ 1 Withhold anticoagulant at time of patient mented spot, clean-base ulcer)
o A post-transfusion target hemoglobin 2 I patens aking VKA and with hemodynami
. . A instability, low dose vitamin K supplemented ) . .
concentration of 7-9 g/dL is desired with intravenous PCC, or FFP if PCC not available,  PA” used for secondary prophylaxis (known cardiovascular disease)
shoulq be adm_umstered _ _ Pat:er.;t on low dose aspirin algne . .
e History of acute or chronic cardiovascular B e i e (e > " T
PCC should be considered Patient on dual antiplatelet therapy (DAPT)
d i sease 4 Upper Gl §ndoscopy and if required, endoscopic ) Continue DAPT without interruption
hemostasis, should not be delayed
. 1
o a hemoglobin threshold of <8g/dL
X . Upper Gl endoscopy demonstrates nonvariceal
prompting RBC transfusion. = o RIS
O A p Ost—t ran Sfu S i on ta rget h em Og l_O b | N 1 Anticc?agulation should be resumed as soon as the
bleeding has been controlled,_preferably within or
concentration of 210 g/dL is desired. et e g cventBaseclon

2 Rapid onset of action of DOAC, as compared to VKA,
must be considered in this context

3 Use of validated scores that estimate thrombotic risk
(e.g., CHA2DS2-VASc) and bleeding risk (e.g.,
HAS-BLED) can be used to help guide clinical decision

PATIENT RISK STRATIFICATION i

Risk factors at presentation Threshold Score
R PRE-ENDOSCOPY PROTON PUMP INHIBITOR (PPI) THERAPY
3lood urea nitrogen (mmol/I) 6.5-7.9 2
8.0-9.9 3
10.0-24.9 4 e high dose intravenous proton pump inhibitor
- 2 (PPI) therapy be considered in pa- tients
“{emoglobin for men (g/1) 120-130 - presenting with acute UGIH, to downstage
100-119 3 do- i ofi ' d thereb g
<100 6 endo- scopic stigmata ar.l ereby reduce
_ the need for endo- scopic therapy;
demoglobin for women (g/1) 100-120 il
<100 6
Systolic blood pressure (mmHg) 100-109 1 SOMATOSTATIN AND SOMATOSTATIN ANALOGUES
90-99 2
<90 3
o
Jeart rate (bpm) 100 n .not recommend the.use .of sor.natosta.ltm, or
el o t . its analogue octreotide, in patients with
elena resen
NVUGIH.
Syncope Present 2
depatic disease Present 2
cardiac failure Present 2 PROKINETIC MEDICATIONS

[otal score (0-23). Patients with scores >0 are considered to be at high
isk. Permission obtained from Elsevier Ltd © Blatchford, O. et al. Lancet ° pre-endosco py administration of intra-

356, 1318-1321 (2000). o .
venous erythromycin in selected patients
with clinically severe or ongoing active UGIH.



ENDOSCOPIC MANAGEMENT
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Spurting Oozing bleed

bleed

Performance of upper Gl endoscopy’

High risk endoscopic stigmata
Fla (active spurting, pulsatile arterial bleeding)
FIb (active oozing)
Flla (nonbleeding visible vessel)

Perform endoscopic hemostasis

Fla and FIb stigmata
Combination therapy
using dilute epinephrine
injection + a second
hemostasis modality
(thermal?, mechanical or
sclerosant injection?)

Flla stigmata

Thermal?, mechanical,
or sclerosant injection?
as monotherapy or in
combination with dilute
epinephrine injection

= High dose PPI (intravenous bolus + continuous
infusion or minimum twice-daily intravenous bolus
dosing for 72 hours or oral dosing)

= May start clear liquids soon after endoscopy

= Test for Helicobacter pylori at index endoscopy, treat
if positive; document H. pylori eradication

= |f negative H. pylori test at index endoscopy, repeat
testing within 4 weeks following the acute bleeding
episode to confirm initial test was true negative

If clinical evidence of rebleeding, repeat endoscopy with
endoscopic hemostasis if indicated;

If endoscopic hemostasis still unsuccessful, refer for TAE
if locally available, otherwise refer for surgery
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Non-bleeding | Adherent clot

visible vessel

Performance of upper Gl endoscopy’

Fllb (adherent clot)

Consider performing clot removal followed by
endoscopic hemostasis of underlying high risk stigmata*
OR

Medical management with high dose PPI (intravenous
bolus + continuous infusion for 72 hours or

minimum twice-daily intravenous bolus dosing for

72 hours or oral dosing)

If clot removal/endoscopic hemostasis performed:

= Dilute epinephrine injection circumferential to base
of clot followed by clot removal using cold polyp
snare guillotine technique

= If underlying high risk stigmata identified after clot
removal, apply endoscopic hemostasis as described
for Fla, FIb, Flla stigmata

= High dose PPI (intravenous bolus + continuous
infusion or minimum twice-daily intravenous bolus
dosing for 72 hours or oral dosing)

= May start clear liquids soon after endoscopy

= Test for H. pylori, treat if positive; document H. pylori
eradication

= If negative H. pylori test at index endoscopy, repeat
testing within 4 weeks following the acute bleeding
episode to confirm initial test was true negative

If clinical evidence of rebleeding, repeat endoscopy with
endoscopic hemostasis if indicated;

If endoscopic hemostasis still unsuccessful, refer for TAE
if locally available, otherwise refer for surgery

Low risk stigmata
Fllc (flat pigmented spot)
Flll (clean base)

No endoscopic hemostasis required

In select clinical settings, these patients may have expedited hospital discharge

Start oral PPI
Start regular diet

initial test was true negative

Test for H. pylori, treat if positive; document H. pylori eradication
If negative H. pylori test at index endoscopy, repeat testing within 4 weeks following the acute bleeding episode to confirm

Clean base
ulcer

Flat spotin
ulcer crater

INJECTION THERAPY

Diluted epinephrine (1:10 000 or 1:20 000 with
normal saline injec- ted in 0.5-2-ml aliquots in
and around the ulcer base)

Endoscopic injection is performed using needles
which consist of an outer sheath and an inner
hollow-core needle (19-25 gauge)

THERMAL THERAPY




POST-ENDOSCOPY MANAGEMENT

PROTON PUMP INHIBITOR THERAPY

e High dose proton pump inhibitor (PPI) therapy
for patients who
o receive endoscopic hemostasis
o for patients with Fllb ulcer stigmata

HELICOBACTER PYLORI

(adherent clot) not treated endoscopically. e Patients with NVUGIH secondary to peptic
(a) PPI therapy should be administered as an ulcer, investigation for the presence of
intravenous bolus followed by continuous infusion Helicobacter pylori in the acute setting (at
(e.g., 80mg then 8mg/hour) for 72 hours post index endoscopy)
endoscopy. o

initiation of appropriate antibiotic therapy
when H. pylori is detected.

e Re-testing for H. pylori in those patients with

a negative test at index endoscopy.

(b) High dose PPI therapies given as intravenous
bolus dosing (twice-daily) or in oral formulation
(twice-daily) can be considered as alternative
regimens.

MANAGEMENT OF RECURRENT BLEEDING

e Repeat upper endoscopy, including
hemostasis if indicated.
e failure of this second attempt at endoscopic
hemostasis
o transcatheter angiographic embolization
(TAE) should be considered.
o Surgery is indicated when TAAE is not
locally avail- able or after failed TAE.
e Recurrent peptic ulcer hemorrhage
o Capmounted clip should be considered.
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