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RECOMMANDATION DE BONNE PRATIQUE

Antiagrégants plaquettaires : prise en
compte des risques thrombotique et
hémorragique en cas de geste
endoscopique chez le coronarien
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Si stent coronarien)

Clopidogrel 5 jours
Plavix®

Prasugrel 7 jours
Efient®

Ticagrelor 5 jours

Brilique®



Evaluation du risque

thrombotigue
]

Risque majeur Risque moindre *

Pose d'un stent nu* < 6 semaines > 0 semaines
Pose d'un stent actif* Moins de 6 a 12 mois Au-dela de 6 a 12 mois
Syndrome coronarien aigu (SCA) - STEMI ou NSTEMI < 6 semaines De 6 semaines a 1 an

* Le risque de thrombose est maximal dans les suites de la pose du stent.
# Le coronarien simple (sans dilatation, sans stent) est considéré comme étant a risque moindre.

Facteurs surajoutés transformant le risque moindre en risque majeur :
Liés au terrain :
B contexte de I'angioplastie (SCA ou infarctus avec sus-décalage du segment ST),
B alteration de la fonction ventriculaire gauche,
B diabéte ; insuffisance rénale ; néoplasie évolutive,
B  antéecéedent de thrombose de stent ;
Liés a la procédure :
B plusieurs vaisseaux stentés ; long segment stenté (50 mm), tronc commun,
B petit calibre du stent (2,5 mm) ; calcification ; stent sous-dimensionneg,
B hbifurcation ; utilisation de stent actif en dehors des indications reconnues |
B pharmacogénétique : portage du variant CYP2C19%2.
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AAP /[ Risque thrombotique

m Le risque thrombotique majeur nécessite une bithérapie par AAP :
acide acetylsalicylique (AAS): 75 mg/j + thienopyridine (clopidogrel
ou prasugrel ou ticagrelor) durant au moins 6 semaines pour les
stents nus et 12 mois pour les stents actifs, puis a adapter au cas par
cas.

m Le risque thrombotique moindre nécessite en principe une mono-
thérapie par AAP a vie.

Recommandations HAS 2012



Table 4 Risk factors® for hemorrhagic adverse events following colonic po-

lypectomy.

Patient-related risk factors

Definite risk foctors

- Age =65 years

- Anticoagulation

- Cardiovascular disease

Likely risk factors

- Male gender

- Arterial hypertension

- Chronic renal disease

Polyp-related risk factors

Definite risk foctor

- Sizezlem

Likely risk factor

- Morphology (sessile, laterally
spreading tumor)

Technique-related risk factors

Likely risk factors

- Use of pure-cutting current

- Inadvertent cold polypectomy

- Endoscopist case volume
<300 colonoscopies [year]

- Poor bowel preparation

Adjusted odds ratios
(95 % confidence interval)t

1.37-1.69 (range, 1.02 -2.42)
3.71-5.2 (range, 1.05-13.05)
2.08-3.0 (range, 1.45-6.2)

1.92(1.35-2.77)
5.60(1.80-17.20)
3.29(1.84-5.87)

2.38-4.40 (range, 1.78 -10.30)

1.42(1.06-1.89)

6.95 (4.42-10.04)
7.15(3.13-16.36)
2.32(1.25-4.3)

1.54(1.06-1.89)

* Risk factors for post-polype ctomy bleeding were defined as definite or
likely if they were identified by multivariate analysis in a majority or a
minority of studies thatincluded these factors in the analysis, respectively

[23-27].

T For 95 % confidence intervals, the range of values reported in different
studies is presented if the risk factor was identified in several studies.

I Endoscopist experience wasa predictor of post-polypectomy bleeding only
if the endoscopist was not a gastroenterologist [ 26).

Aspirindoesnot increase the

risk of PPB, irrespective of
polyp size (Evidence level

o -
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Table 6 Case—control studies evaluating the risk of hemorrhagic adverse events following colonic polypectomy relative to aspirin intake.

First author, year

Shiffman, 1994 [38]

Yousfi, 2004 [39]
Hui, 2004 [40]

Heldwein, 2005[22]

Sawhney, 2008 [23]

Study design

Number of patients

Prospective

Retrospective
20636
Retrospective
1657
Frospective
2257

Retrospective
4592

Incidence of PPBinthe
whole study population

Type of PPB
Any

Major*
Any
Any
Any

Major*
Delayed

n.d., no data; n. s., notsignificant; PPB, post-polypectomy bleeding.
* Defined as blood loss either warranting emergency consultation [ 38], or leading to shock, blood transfusion, hospitalization, or surgery, or recurrent bleeding af ter

endoscopic hemostasis [22].
T Controls were selected among study patients who did not develop PPB, either randomly [23], or after matching for age, gender, and cardiovascular morbidity [ 39].

Incidence
6.5%

0.9%

0.5%

2.2%

8.6%

1.6%
0.9%

Patients taking aspirin

%
(nfn)
Cases (PPB)

713%
(22/30)
100%
(2/2)
40%
(32/81)
14%
(3/37)
n.d.

f.d.
41%
(17[41)

Controls (no PPB)

47 %
(206/434)
0%

(0/2)

3%
(27/81)1
8%
(122/1620)
n.d.

f.d.
39%
(51/132) 1

Pvalue

0.009

0.73

0.36

0.62

. 5.

. 5.
0.80
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Risque

- hémorraglgue/endoscogies

Faisabilité
Acte endoscopique sous clopidogrel ou
prasugrel

Risque hémorragique

sans AAP

FOGD ou coloscopie +/- biopsie
Entéroscopie +/- biopsie

= NSO ANS CHONCTH
Oaguianon plasma argon
CRPE sans SE
Echoendoscopie ponction de masse solide
Prothése digestive
Dilatation sténose bénigne ou maligne
Ligature de vances cesophagiennes
Gastrostomie GPE

oul
Risque faible
a
modéré

Oul

CTAnnnorm Alnlaiaiaalnlls

our NON

NI | C
Polypectomie colique (= 1 cm
$

Risque élevée

Dissection sous-mugueuse NON
Mucosectomie

* en utilisant des mesures préventives (injection d’adréenaline, anse largable, clips).
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Table 5 Randomized controlled trials of endoscopic interventions to prevent bleeding after snare resection of large colon polyps in patients taking no antipla-

telet agent.

First author, year Patients, n

Dobrowalski, 2004 [ 28] 69
Lee, 2007 [29] 486
lishi, 1996 [30] 89

DiGiorgio, 2004 [31] 488

Kouklakis, 2009 [32] 64
Paspatis, 2006 [33] 159
Lee, 2009 [34] 475

n.s., not significant.

* Immediate plus delayed bleedings were taken into account to calculate Pvalues for this Table, using the two-tailed Fisher's exact test.

Methods compared

Adrenaline vs. nointervention
Adrenaline vs. saline injection
Detachable loop ligating device vs.
nointervention

Detachable loop ligating device vs.
adrenaline vs. no intervention
Adrenaline vs. detachable loop li-
gating device + clip

Adrenaline vs, adrenaline + detach-
able loop ligating device

Argon plasma coagulation vs. no
intervention

T Statistically significant in subgroup analysis of polyps 22 cm (see text for details).

Polyp size, nm

=10
=20
>10

22.1vs. 24.7vs, 21,5

=20

=20

9.8vs. 9.5

Bleeding incidence P value
(immediate + delayed)

2%vs. 16% <0.05
4.9%vs. 10.4% 0.03*
Ovs. 12% 0.02*
1.8%vs.3.1%vs. 7.9% n.s.f
125%vs.3.1% 0.02
106%vs. 2.3% 0.02
25%vs.43% n.s.

Whenpolyps must beresected in patients whocannot discontinue

thienopyridines, preventivemeasures
(preferablydetachableloopligatingdevice for pedunculatedpolyps, and

sub-mucosal injection of dilutedadrenaline for se

()

™)
N Ny

ssile polyps)

—
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AAP : Endoscopies/Risque
thrombotigue

—A L LV L = . arapie 2 OrGas - L LAl E
pnotheraple 4 a(jlred]d E
FOGD ou coloscopie +/- Maintien des AAP Maintien de I'AAP en cours.
entéroscopie +/- biopsie en Cours.
Echoendoscopie sans ponction

Polypectomie colique < 1 cm

Ligature de varices
Endoscopies a nsque cesophagiennes Maintien des AAP
hémorragique faible a Dilatation sténose bénigne ou en cours
modéré mallgne ou arret du dﬂpldngml 5 |nurs )]

In patients with large polypswhoare rece|V|ngth|enopyr|d|nes

biopsysamplingwithdeferralof
polypectomyshouIdbeconS|dered(Re ommendation grade D)

FONYpel 2 CONGLUE L

Sphlnerntumle endoscopigue \ Différer I'endoscopie 5‘ jnurs avant si
Sphinctéroclasie di ) I Dl{'; iDinaire d échoponction, lésion kKystique,
Endoscopies a nsque Echoponction lésion kystique '?;"rséi'gg IF; lﬁi;’up "_';'rrz _e dissection sous-muqueuse,
hémorragique Gastrostomie GPE nopyn ] mucosectomie.
élevé Dlssec;cllln snucﬁguwm _ clopidogrel - E_jours; Monothérapie clopidoarel -
i - prasugrel - 7 jours. substitution par AAS
Ampullectomie AAS toujours maintenue. )
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