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Rev. 10/Ϯϲ/Ϯ01ϴ 

PRE-PROCED8RE INS7R8C7IONS 
FOR 8PPER GAS7RO IN7ES7INAL ENDOSCOP< 
 
Your appointment is scheduled for: 

 
  DA<:    DA7E:     
 
  7IME:   ARRI9E A7:     
 
 
Welcome to the Tufts Medical Center GI Endoscop\ Unit. We would like to make \our sta\ as pleasant and safe as 
possible. POHDVH UHDG DOO LQVWUXFWLRQV FDUHIXOO\ before \our procedure as the\ are critical to \our health and safet\.  

:HA7 7O E;PEC7  

An upper endoscop\ is an examination of the esophagus (swallowing tube), stomach, and duodenum (first part of the 
small intestine) under direct vision. The procedure is performed b\ passing a small flexible instrument (an endoscope) 
which has a light and a camera on the end through the mouth into the esophagus, stomach, and duodenum. An upper 
endoscop\ is performed after giving \ou a medication to make \ou comfortable: most patients fall asleep and are not 
aware of the procedure. 

GE77ING HERE 

We aUe locaWed on Whe WhiUd flooU in Whe PUogeU bXilding.  

PODQ WR VSHQG DERXW WZR WR WKUHH KRXUV LQ RXU XQLW IRU \RXU SURFHGXUH. We will do ever\thing possible to avoid a 
dela\, but emergencies ma\ interrupt the schedule. Please arrive 30 minutes prior to the scheduled procedure time. 

:HA7 7O BRING 

x Be sure \ou have an insurance referral, if required b\ \our insurance compan\. 
x Be prepared to pa\ an\ co-pa\ment on the da\ of \our procedure. 
x Please bring the following items with \ou: 

o Photo ID 
o Loose, comfortable clothing 
o List of \our current medications and allergies and \our completed medical 

questionnaire 
o Insurance referral if required b\ \our insurance compan\ 
o Name, address, phone, and fax number of all the doctors \ou wish to receive a 

cop\ of the report. 
o Name and phone number of a responsible adult who will bring \ou home 
o LEA9E ALL 9AL8ABLES A7 HOME. OQO\ EULQJ LWHPV WKDW \RX QHHG. 

POHDVH DUUDQJH IRU DQ DGXOW HVFRUW, 18 \HDUV RU ROGHU, WR WDNH \RX KRPH DIWHU WKH SURFHGXUH. <RX ZLOO EH UHFHLYLQJ 
VHGDWLRQ DQG \RX VKRXOG QRW GULYH XQWLO WKH QH[W GD\. <RXU HVFRUW GRHV QRW KDYH WR FRPH ZLWK \RX ZKHQ \RX FKHFN 
LQ EXW M8S7 PHHW \RX LQ WKH EQGRVFRS\ 8QLW RQ PURJHU 3 ZKHQ \RX DUH UHDG\ WR JR KRPH. <RX DUH VWLOO UHTXLUHG 
WR KDYH DQ DGXOW HVFRUW, 18 \HDUV RU ROGHU, LI \RX SODQ WR WDNH WKH 7, WD[L, ULGH VKDULQJ VHUYLFH, 7HE RIDE RU DUH 
ZDONLQJ KRPH. II \RX GR QRW KDYH DQ HVFRUW RQ WKH GD\ RI \RXU SURFHGXUH, \RXU SURFHGXUH ZLOO EH CANCELLED 
DQG RESCHED8LED.   

*If \ou are above 60 \ears of age and need an escort home, volunteer escorts ma\ be available if scheduled 2 weeks in 
advance.  
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HO: 7O PREPARE 

FI9E DA<S EHIRUH \RXU SURFHGXUH: 

x Review and complete the medical questionnaire and medication list (see enclosed). 
x If \ou have diabetes and take medication to control \our blood sugar, contact \our primar\ care ph\sician or 

diabetes doctor for instruction on how to take \our diabetes medication while preparing for this procedure. 
x If \ou take an\ BLOOD THINNING MEDICATIONS OTHER THAN ASPIRIN (for example:  Coumadin 

(Warfarin), Eliquis, Pradaxa, Xarelto, Plavix, Brillinta, Lovenox), contact \our primar\ care ph\sician or heart 
doctor for instructions on if and when to stop these medications prior to \our procedure.   

x ASPIRIN VKRXOG EH FRQWLQXHG prior to the procedure. 
x Continue to take \our other dail\ medications  

 

ONE DA< EHIRUH \RXU SURFHGXUH: 

x PLEASE CONFIRM <O8R ARRANGEMEN7 FOR SOMEONE 7O 7AKE <O8 HOME (even if \ou 
are walking, taking public transportation, or a taxi).  

x <RX PXVW NO7 KDYH DQ\WKLQJ WR HDW DIWHU PLGQLJKW RQ WKH QLJKW EHIRUH WKH SURFHGXUH. 
x You ma\ have clear liquids the night before the procedure which includes water, tea, black coffee, clear broth, 

apple juice, Gatorade, soda, and Jell-O.  
 

FRU SURFHGXUHV VFKHGXOHG AF7ER NOON: 

x If \our procedure is scheduled in the DIWHUQRRQ, \ou ma\ have a clear liquid breakfast as indicated above 8P 
7O FO8R HO8RS BEFORE <O8R PROCED8RE. 
 

OQ WKH DA< OF \RXU SURFHGXUH: 

x Take all of \our usual medicines (except those indicated above) with a sip of water. 
x STOP CLEAR LIQUIDS 4 HO8RS BEFORE <O8R ARRI9AL 7IME. DO NOT EAT OR DRINK 

ANYTHING UNTIL AFTER YOUR PROCEDURE.  
x Please arrive 1 hour prior to the scheduled procedure time. 
x Please leave all jewelr\ at home. 

AF7ER \RXU SURFHGXUH: 

x You will be monitored in the Endoscop\ Unit area for approximatel\ one hour. 
x You will receive diet and medication instructions after \our procedure. 
x You ma\ return to work the da\ after the procedure. 
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IF <O8 ARE 8NABLE 7O KEEP <O8R APPOIN7MEN7, PLEASE CALL SCHED8LING A7 (617) 636-0142 
A7 LEAS7 48 HO8RS AHEAD OF 7IME 7O RESCHED8LE. 

In addition to \our enclosed Pre-Procedure Instructions, we also wanted to make \ou aware of a couple 
additional things to expect and be prepared for prior to \our procedure.  Again, please do not hesitate to contact 
us directl\ at 617-636-0142 if \ou have an\ questions or concerns about these items or an\ of \our instructions 
enclosed. 

1) Please be aware that all female patients between the ages of 12 and 50 who are receiving an anesthetic 
agent during their procedure will be offered a pre-procedure pregnanc\ test unless the\ meet certain 
exclusion criteria.  Our nurse will discuss this with patients directl\.  Should a patient wish to waive 
this test the\ will be asked to sign a waiver form. 

2)  We encourage all patients to contact their insurance compan\ in advance of an\ procedure to 
understand all potential financial obligations that might result from their visit.  This includes 
understanding financial responsibilit\ if the procedure is deemed ³preventive´ or ³diagnostic.´  Please 
note the coding of a preventive or diagnostic procedure is generall\ not determined till after the 
procedure is completed and it is best to have a conversation with \our insurance compan\ in advance.   

 

 


