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Stories of the disease 4= JFE ==
1. S=AE B A E, RREE JEALEZE.
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N (R AGIX), JoAIE

JE =g ?—fainting, hypotension, shock?

= IS~ 22 E, e, -— ABE100mI-250 ML-500 ml.

HeiE o 2/ —2k,last attack? Estimated blood
loss (EX. 250 mLX4=1,000 ml.)

PH: same episode ? endoscopy, previous CBC,

blood transfusion? Shock?

3. PHFIRIR R

CAD + stent, pacemaker+ anticoagulant
Aspirin for prevention of stroke.

= =
=g



Stories of the disease.

- [k PR P
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RA:
L Hﬁﬁﬂifﬂ] E prOblemS 1.Peptic ulcer, and
\ \, life stress
N %[[ Fﬁj IS (rOOtS) 2.Medicine, aspirin,
NASID----

O rkﬁ““/éﬁfz'jilg ﬁ:ﬁ (I"lSkS) 3.Food,nutrients

4.Alcohol-drinking
5.Procedure-biopsy

1. Management of disease 6.0thers
2. Understand risk potential—risk
evaluation
3. Expectation of clinical progress. Assessment and
4. Explanation to the family slclalaligle

History taking from the patient and the family members.

Watch the expression of the patient—tachycardia, hypotension and
consciousness---also frequency/amount of tarry stool passage

Review previous records and lab data, medications.
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RR-SOAP

Present condition,

Changes?

Continuous
bleeding or cease
bleeding

Blood transfusion

Surgical
consultation

~>0Operation
death

\ll/

]

]

Rebleeding-Forrest classification

s OUECOmE==

PIrOgNOSIS
! ]

Follow up check

. Symptoms: tarry stool or

hematemesis--stop bleeding

. Pulse and BP

hypovolemia
tachycardia >100/min.

&1L it

. Hospitalization—ICU

Endoscopy to find the site of
bleeding and to stop it.

. Operative approach.
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HFE[EA known or
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s Symptoms-Dbx
And RX.
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Time to Emergency,
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Symptoms onset—time
Feeling-experience
Symptoms distress
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x Hematemesis,

s Fresh blood vomiting

s Coffee ground
vomiting

= Melena , Tarry stool,

fainting
s Chronic severe
anemia

A H RF L HT HE

;

FI R

| BioedY: Stool
EEdiNg PEr anum
y Jurmﬂ

Blooady.

mucopuruient stool

Falnting, SEVEre
anemia , pallor,

fachycardia



Upper or lower gi bleeding

s Symptoms:
= BUN/Cr. > 30 2> upper Gi bleeding

o normal ratio (10-20)->lower gi
o bleeding
O (Wang CY et al, 1973)

oenbergl, 2015 May 28;21{20):6246-51. doi: 10.3748Mjg.v2 120082456,

Laboratory test variables useful for distinguishing upper from lower gastrointestinal bleeding.

Tornizaws M1, Shinozski F1, Haseqgaws F!.1, Shirzi ¥, Motoyoshi ¥ Sugiyama T, ¥amamotz S, Ishige S
= Author information

1 Minmoru Tomizaws, Department of Gastroenterclogy, Mational Hospital Organization Shimoshizu Hospital, Chiba 284-0003, Japan.

Hemoglobin (P = 0.023), total protein (P = 0.0002), and lactate dehydrogenase (P
= 0.009) were significantly lower in the Upper group than in the Lower group. Blood
urea nitrogen (BUN) was higher in the Upper group than in the Lower group (P =
0.0065). Logistic regression analysis revealed that BUN was most strongly
associated with the diagnosis of upper vs lower GI bleeding. ROC analysis
revealed a threshold BUN value of 21.0 mg/dL, with a specificity of 93.0%.
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Hematemesis--- due to rupturea
varices(fresh blood vomiting)

llarry steel -=>check stool OB(++++)
- UpPpPEr gi bleeding due to

bleeding peptic ulcer
Bleed + gastric acid

> hematin-=>tarry.
Cofiee ground vomiting
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Peptic Ulcer Bleeding

UGI Dbleeding .......

admissions

» 80% stop
spontaneously

* 10% of patients die

* Rebleeding
increases mortality

by 10x




Ezzt=e Endoscopy IS Useful----

1. BRI, Sk = 2 AR ER IR

ES N RAE,
Sendoscopy is " HAACEZIHIILLHES
useful in = 1L SR A
diagnosis and = | R E S
treatment of gi ENESE = NE e
bleeding. = > large series
i o 5 e = National statistics.

s Meta-analysiszE &
s Guidelines
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Aspiration pneumonia after
endoscopy

Incidence and predictors of aspiration

pneumonia in endoscopic sedation K Friedrich tet
al : (Germany):

Z Gastroenterol 2013; 51 - K265
24.441 patients received endoscopic sedation

15.690 patients completed 24 hours after the
endoscopic procedure.

829 of the 15.690 patients reported newly
developed coughing the day after the examination
(5.3%). In 130 out of the 829 patients we observed
either concomitant coughing and shortness of
breath (n = 107),

@@. 0.8% of the examined patients showed
indicative symptoms of aspiration pneumonia
24 hours after the endoscopic procedure.


https://www.thieme-connect.com/products/ejournals/abstract/10.1055/s-0033-1352905#K265_1

Old age (very elderly, 85 or
more) &l Az

Endosc Int Open. 2018 Feb; 6(2): E224 - E229.

(L477) Complications and outcomes of routine endoscopy in the very elderly

Ryoichi Miyanaga,! et al (Japan)

ﬁ 4 762014 4F 1 5] 2014 4F
9 H » 53515 5,586 Fll
2,484 2185~ T EGD
1 CS Fii -
AP IEE F (85 LA
) AFEZ T 188 ZX EGD
176 2K CS o [FEAh - iR

' ' 4057 H#EfT 7 609 ZX EGD
BESVIEETEAR * n (%) 5Q2.0%)¢ 4(0.5%) F1262 2K CS o
{2 0 (%)< AT) 0 %) :
ZIL 0 (B 0% | 00%): ADR SEHFIFEFERSE
T n (%)€ 00 %)< | 0(0 %) ;- 25 B, o

SGES%e T



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5802997/
https://pubmed.ncbi.nlm.nih.gov/?term=Miyanaga%20R%5BAuthor%5D

Aspiration preumoenia after UG

ENCOSCopY

= A Case of Aspiration Pneumonia after
Upper Gastrointestinal Endoscopy.
Oun Ouk Nam et al(Korea): Korean J
Helicobacter Up Gastrointest Res. 2014
Sep;14(3):215-218.




Aspiration pneumonia : common in
urgent endoscopy for ugi bleeding



https://pubmed.ncbi.nlm.nih.gov/?term=Lipper+B&cauthor_id=1999093
https://pubmed.ncbi.nlm.nih.gov/1999093/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Simon+D&cauthor_id=1999093
https://pubmed.ncbi.nlm.nih.gov/?term=Cerrone+F&cauthor_id=1999093

Endotracheal intubation &/
aspiration, 1B/ V56 L

Endotracheal intubation for airway protection during
endoscopy for severe upper GI hemorrhage.

Rudolph SJ,et al (US) : Gastrointest Endosc. 2003
Jan;57(1):58-61. (L479)

Endotracheal intubation was routine for airway protection
before or during EGD when there was hematemesis, altered
mentation, unstable cardiopulmonary status, or Iarge
amounts of blood in the proximal GI tract, or before
endoscopic treatment of lesions at high risk for bleeding

Did not significantly change the relatively high frequency of acquired
pneumonia or cardiopulmonary events, but may have prevented the
rare fatal episode of massive asplratlon (compared : 1988 and 1992)
In 1992 there were no fatal episodes of aspiration
during EGD (2.0% vs. 0%; p = 0.21), no emergent
post-EGD endotracheal intubation (6.0% vs. 0%; p <
0.05), and fewer in-hospital cardiopulmonary arrests
(12.9% vs. 5.0%; p < 0.05).




I0-509.e1. dai: 1001016/].gie.2016.12.008. Epub 2018 Dec 21.

Association of prophylactic endotracheal intubation in critically ill patients with upper Gl 20%
bleeding and cardiopulmonary unplanned events.

= Author information

1 Medicine Institute, Cleveland Clinic, Cleveland, Ohio, USA. > 6 (y
2 Department of Gastroenterclogy and Hepatology, Digestive Disease and Surgery Instibute, Cleveland Chinie, Cleveland, Ohio, USA. O

Department of Quantitative Health Sciences, Cleveland Chinic, Cleveland, Ohio, USA.

Patients aged 18 years or older who presented at Cleveland Clinic
between 2011 and 2014 with hematemesis and/or patients with
melena with consequential hypovolemic shock were included.
Results : Two hundred patients were included in the final analysis.
The baseline characteristics, comorbidity scores, and prognostic
scores were similar between the 2 groups. The overall
cardiopulmonary unplanned event rates were significantly higher in
the intubated group compared with the nonintubated group (20%
vs 6%, P = .008), which remained significant (P = .012) after
adjusting for the presence of esophageal varices.
CONCLUSIONS:

PEI (prophylactic endotracheal intubation) before an EGD for brisk
UGIB in critically ill patients is associated with an increased risk
of unplanned cardiopulmonary events. The benefits and risks
of intubation should be carefully weighed when considering airway
protection before an EGD in this group of patients.
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CASE REPORT

Une}{pected Pulman;u}r Aspiration During

Endoscopy Under Intravenous Anesthesia
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Intravenous anesthesia is commeonly used during endoscopy. This approach greatly

improves patient satisfaction with pain control. The risks of anesthesia are usually
focused on the cardiopulmonary effects of anesthetics. The risk of pulmonary

aspiration is often overlooked, unless there are other risk factors that may increase

the incidence of pulmonary aspiration. Here, we report a patient with unexpected

aspiration pneumonia after gastroscopy under intravenous anesthesia. We suggest

that pulmonary aspiration should be taken into consideration as a risk associated

with anesthesia for gastroscopy.




[Fatal events I endoescopy.

= Adverse Event Fatalities Related to GI Endoscopy (L482)
m  FEric Sweil J Christie Heller! Frank Scott! Augustin Attwell 2
= IDivision of Gastroenterology and Hepatology, Denver Health Medical Center,

= Dig Dis Sci. 2022 May;67(5):1753-1760. 28/146010
= 510620-021-06981-9. Epub 2021 Apr 15.  (0-18%)

GR 2011 41 5] 2020 £ 1 H » LT T 146,010 XERGENE G
o BEFER PSS 70 [51-78] » Hr 57% &BME - iEE T 31 FIFET 0 H
1 28 BRI N IR > BlendoscopyHREARVIET 3R fy 0.018% -
RFERE 11 {8 EGD ~ 1 {E55RG 5 - 2 {EkM: LiRGERG§EiaE - 6 (& ERCP
~ 7 {|_= EUS F1 1 {l PEG-J EXE.

SECHY AR RS

A BRI (14% ) aspiration.

1228 (25%) 40 EEOHESE ;

9 %BE (32%) ZFfL s

A8 (14%) i s

3%EHE (11%) HEZEFLAVIEE R S UIE

122 (3.6%) BAEEMEHERR -


https://pubmed.ncbi.nlm.nih.gov/?term=Swei+E&cauthor_id=33860417
https://pubmed.ncbi.nlm.nih.gov/33860417/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Heller+JC&cauthor_id=33860417
https://pubmed.ncbi.nlm.nih.gov/33860417/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Scott+F&cauthor_id=33860417
https://pubmed.ncbi.nlm.nih.gov/33860417/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Attwell+A&cauthor_id=33860417
https://pubmed.ncbi.nlm.nih.gov/33860417/#affiliation-2

Conclusion :

s In conclusion, this case reminds us that, even in
a healthy patient, endoscopy under sedation
carries the risk of pulmonary aspiration.
Therefore, we should be aware of unexpected
aspiration pneumonia and should be particularly
cautious when performing endoscopy. in
combination with anesthetic agents. Tilting the
head upwards and the prescription of PPIs or H2
antagonists may prevent severe aspiration. The
risk of aspiration should be included in the
preoperative evaluation and should be explained
to the patient as a possible risk of the procedure.
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Impact of Glucagon-Like Peptide-1 Receptor Agonists on Retained Gastric
Contents During Esophagogastroduodenoscopy: A Propensity Score-Matched Study

Hiroyuki Hisada 1 2etal (Japan) Dig Endos,,2025 Dec;37(12):1340-1347.doi:
10.1111/den.70016. Epub 2025 Augl?.

20201 H £2023F12 A7 Eta it M bENSERE (EGD) #Y
13240EPRE B A - SRAMEREMESF o AcENS - thi 17 148411 GLP-12455
B (GLP-1 RA) JEFRAVEE N 148G #2GLP-1 RAJEHRAVETE - FoffaT
fii 7 GLP-1 RARY(EFAEEGDHAF 4 F &E 0w (RGC) ZfEHYE (# -

BAJEGLP- 1288 EhlaHfEEE - GLP- 1288 @hmlsHAYRGCE A R = -
Bty (12.0% vs. 3.7% > p < 0.001) KfEC¥EE (12.2% vs. 3.4% >
p = 0.009) EEALL -

GLP-1ZR R ENRIsHAVEE R EGDf & 7, » 28I - REFZFIEGDI& %4
U INERTBGOE SR

&am - (ELOMAEET > BEPRR S A (E I GLP- 12 e @ Bl a s i BRI bE
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https://pubmed.ncbi.nlm.nih.gov/?term=Hisada+H&cauthor_id=40819843
https://pubmed.ncbi.nlm.nih.gov/40819843/#full-view-affiliation-1
https://pubmed.ncbi.nlm.nih.gov/40819843/#full-view-affiliation-2

A ER 4 ER-urgent endoscopy ik f%@_z
ﬁ¥,9ﬁ¥/’ "'/Y¥j‘m%ﬂ glg?i\v)F ”‘/%

s Case reports

= Complication of emergent s 3. {A[HFE?
gpd%scopy Inupper GL = Indication and
£20ing contraindications.
= Diagnosis and treatment 6ff . 1nform consent-
gi bleeding by emergent clear information
endoscopy. and effective
= National report comsnunlcaition.
s Multi-center report. = Technique
. training-—
s Single Center report T
Vi e s Guidelines and
- Vgta-analysis supervision
s Consensus meeting of

academic society.
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= Guideline presents recommendations
for the step-wise management of
patients with overt upper
gastrointestinal bleeding.

s (KIBEE T (ACG, AGA, Japan,) ~ B {rlE
EEfi7(NICE)SIGN, Taiwan consensus
(2014) KfH N 48E% (From 1972)

o KBRS et Dl A2 E

I D—E SIGN: 2008 scottish Intercollegiate Guidelines
Network (SIGN) guideline




At HY guidelines for non-
variceal upper gi bleeding-1.

s Guidelines for endoscopic managements of

non-variceal upper gastrointestinal bleeding

(Eujishirer M et al, Japan Gi endescopy: society): Dig Endoesc. 2016’ Feb 22

Diagnosis and management of nonvariceal upper gastrointestinal
hemorrhage: European Society of  Gastrointestinal' Endoscopy (ESGE)
Guideline. Gralnek IMtetalt Endoscopy. 2015 Oct;47(10):al-46.

Endoscopic diagnosis and management of nonvariceal upper
gastrointestinal hemorrhage (NVUGIH): European Society of
Gastrointestinal Endoscopy (ESGE) Guideline - Update 2021 (L474)

lan M Gralnek 2, Endoscopy. 2021 Mar;53(3):300-332. doi: 10.1055/a-1369-5274. Epub 2021 Feb 10.

ACG Clinical Guideline: Upper Gastrointestinal and Ulcer Bleeding
(L476, L475) Loren Laine’2 Alan N Barkun3 John R Saltzman4 Myriam Martel 2

Grigorios | Leontiadis >

Am J Gastroenterol. 2021 May 1;116(5):899-917, doi: 10.14309/ajg.0000000000001245.


http://www.ncbi.nlm.nih.gov/pubmed/?term=Fujishiro%20M%5BAuthor%5D&cauthor=true&cauthor_uid=26900095
http://www.ncbi.nlm.nih.gov/pubmed/26900095
http://www.ncbi.nlm.nih.gov/pubmed/26900095
http://www.ncbi.nlm.nih.gov/pubmed/?term=Gralnek%20IM%5BAuthor%5D&cauthor=true&cauthor_uid=26417980
http://www.ncbi.nlm.nih.gov/pubmed/?term=Gralnek%20IM%5BAuthor%5D&cauthor=true&cauthor_uid=26417980
http://www.ncbi.nlm.nih.gov/pubmed/26417980
https://pubmed.ncbi.nlm.nih.gov/?term=Gralnek+IM&cauthor_id=33567467
https://pubmed.ncbi.nlm.nih.gov/?term=Gralnek+IM&cauthor_id=33567467
https://pubmed.ncbi.nlm.nih.gov/?term=Gralnek+IM&cauthor_id=33567467
https://pubmed.ncbi.nlm.nih.gov/33567467/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/33567467/#affiliation-2
https://pubmed.ncbi.nlm.nih.gov/?term=Laine+L&cauthor_id=33929377
https://pubmed.ncbi.nlm.nih.gov/?term=Laine+L&cauthor_id=33929377
https://pubmed.ncbi.nlm.nih.gov/33929377/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/33929377/#affiliation-2
https://pubmed.ncbi.nlm.nih.gov/?term=Barkun+AN&cauthor_id=33929377
https://pubmed.ncbi.nlm.nih.gov/33929377/#affiliation-3
https://pubmed.ncbi.nlm.nih.gov/?term=Saltzman+JR&cauthor_id=33929377
https://pubmed.ncbi.nlm.nih.gov/33929377/#affiliation-4
https://pubmed.ncbi.nlm.nih.gov/?term=Martel+M&cauthor_id=33929377
https://pubmed.ncbi.nlm.nih.gov/33929377/#affiliation-2
https://pubmed.ncbi.nlm.nih.gov/?term=Leontiadis+GI&cauthor_id=33929377
https://pubmed.ncbi.nlm.nih.gov/?term=Leontiadis+GI&cauthor_id=33929377
https://pubmed.ncbi.nlm.nih.gov/33929377/#affiliation-5

547y guidelines for non-
variceal upper gi bleeding-2

= Consensus on Control of Risky Nonvariceal
Upper Gastrointestinal Bleeding in Taiwan
with National Health Insurance.

s Bor-Shyang Sheu,et al : BioMed Research
International
Volume 2014 (2014), Article ID 563707/, 8 pages

= [he expert group of the Taiwan UGIB consensus comprised a total
of 32 experts, including 10 members in the steering committee
and 22 members who accepted the invitation of the steering
committee.

s Consensus meeting in Taichung in July 2013.



http://www.hindawi.com/67839607/
http://www.hindawi.com/67839607/
http://www.hindawi.com/67839607/
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Gi bleeding, [ (Q1-Q4)
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7~ stool nature and OB TESTS, -

per GI or Lower GI

Mg ElE? CBC: (Hb<8 gm/dl)

vital signs—shock ? Pulse:>92/min.
frequency and amount

CBC (Hb. and MCV)

s Q3,71 & HIMELE :Endoscopy, angio, CT?
x Q4, ‘5% :Medical or surgical (when?)




Revised concept : management
before endoscopy

s According to ana ACG newest

guiaelines, 2




m 1. ESGE recommends in patients with acute
upper gastrointestinal hemorrhage (UGIH) the
use of the Glasgow-Blatchford Score (GBS) for
pre-endoscopy risk stratification. Patients with
GBS <1 are at very low risk of rebleeding,
mortality within 30 days, or needing hospital-
based intervention and can be safely managed as
outpatients with outpatient endoscopy.



s [aiwan consensus : risk score :ABCDE

s Statement I-2. The pre-endoscopy Rockall score
IS a useful tool to identify high-risk patients who
need further endoscopic therapy and radiologic and
surgical interventions (agreement: 90%, level of
evidence: 2b, and recommendation: B).

Variable®® Score 0 Score 1 Score 2 Score 3
<60 60- 79

Pulse >100
No shock BP >100 SBP <100
Systolic

- . ) i L Renal failure, liver failure,
Co-morbidity Nil major CHF, IHD, major morbidity .
metastatic cancer

_ , Mallory- All other ,
Diagnosis _ ) Gl malignancy
Weiss diagnoses

Evidence of N Blood, adherent clot,
one
bleeding spurting vessel




m 2. ESGE recommends that in patients with acute

UGIH who are taking low-dose aspirin as

monotherapy for secondary cardiovascular
prophylaxis, aspirin should not be interrupted. If
for any reason it is interrupted, aspirin should be
re-started as soon as possible, preferably within

3-5 days

s Low dose asplrln_JL/Lﬁfé%E{;\
1

1.3-5KRWH[F

-~

/4l

— i=
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s 3, ESGE recommends that following
hemodynamic resuscitation, early (<24
hours)(12-24 hrs) upper gastrointestinal
(GI) endoscopy should be performed.

s 4. ESGE does not recommend urgent
(<12 hours) upper GI endoscopy since as
compared to early endoscopy, patient
outcomes are not improved.

n @

EAfEE < 1% HlIn]{EEarly endoscopy.

n @ ANEFEAFL2/NEFLINTEUrgent endoscopy
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Rena Yadlapat et al : Quality indicators for upper GI endoscopy, QUALITY INDICATORS
Volume 101, Issue 2P236-260February 2025



https://www.giejournal.org/article/S0016-5107(24)03460-6/fulltext
https://www.giejournal.org/article/S0016-5107(24)03460-6/fulltext
https://www.giejournal.org/article/S0016-5107(24)03460-6/fulltext
https://www.giejournal.org/article/S0016-5107(24)03460-6/fulltext
https://www.giejournal.org/article/S0016-5107(24)03460-6/fulltext
https://www.giejournal.org/article/S0016-5107(24)03460-6/fulltext
https://www.giejournal.org/issue/S0016-5107(24)X0003-6
https://www.giejournal.org/issue/S0016-5107(24)X0003-6
https://www.giejournal.org/issue/S0016-5107(24)X0003-6

Endescopy hemostasis: deuble.
[Fer active bleeder:.

N 5. ESGE recommends Risksfosrt:gen;é:dc::\?:sgi;ivaIence
for_patlents w_|th d B [ <
actively bleeding R A . b
ulcers (FIa, FIb), ! T

combination therapy
using epinephrine
injection plus a second
hemostasis modality
(contact thermal or
mechanical therapy).
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s /. ESGE suggests that in patients
with persistent bleeding refractory to
standard hemostasis modalities, the
use of a topical hemostatic
spray/powder or cap-mounted clip
should be considered.

s \Weak recommendation, low quality
evidence.




T =Hemoclips/TAE

s 8.ESGE recommends that for patients
with clinical evidence of recurrent
peptic ulcer hemorrhage, use of a

cap-mounted clip should be

considered. In the case of failure of
this second attempt at endoscopic

hemostasis, transcatheter
angiographic embolization (

evidence.

AE).

Strong recommendation, moderate quality



PRI ZZESRigh dose

9. ESGE recommends high dose proton pump
inhibitor (PPI) therapy for patients who receive
endoscopic hemostasis and for patients with FIIb
ulcer stigmata (adherent clot) not treated
endoscopically.

(a) PPI therapy should be administered as an
intravenous bolus followed by continuous infusion
(e.g., 80mg then 8 mg/hour) for 72 hours post
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.

Strong recommendation, high quality evidence.



Y A\ =2 anticoagulation therapy: = +:
MBI OOS PUEEEE R

s 10. ESGE recommends that in patients who
require ongoing anticoagulation therapy following
acute NVUGIH (e.g., peptic ulcer hemorrhage),
anticoagulation should be resumed as soon as the
bleeding has been controlled, preferably within
or soon after 7 days of the bleeding event,
based on thromboembolic risk. The rapid onset
of action of direct oral anticoagulants (DOACS), as
compared to vitamin K antagonists (VKAs), must
be considered in this context.

s Strong recommendation, low quality evidence.



a5 GV disease >1.0gm/dl:

Red blood cell (RBC) transfusion strategy

RECOMMENDATION

ESGE recommends, in hemodynamically stable patients with acute UGIH and no history of cardiovascular
disease, a restrictive red blood cell (RBC) transfusion strategy with a hemoglobin threshold of =7g/dL
prompting RBC transfusion. A post-transfusion target hemoglobin concentration of 7-9g/dL is desired.

Strong recommendation, moderate quality evidence.

RECOMMENDATION

ESGE recommends, in hemodynamically stable patients with acute UGIH and a history of acute or chronic
cardiovascular disease, a more liberal RBC transfusion strategy with a hemoglobin threshold of <8g/dL
prompting RBC transfusion. A post-transfusion target hemaoglobin concentration of =10g/dL is desired.

Strong recommendation, low quality evidence,

&8 ey - 210 gm/dl HEE -




ARtithrempetic agents:
aspinn, low dese, =4z %=/

Pre-endoscopy management of antithrombotic agents {(antiplatelet agents and
anticoagulants)

RECOMMENDATION

ESGE recommends that in patients with acute UGIH who are taking low dose aspirin as monotherapy for
primary cardiovascular prophylaxis, aspirin should be temporarily interrupted. Aspirin can be restarted
after careful re-evaluation of its clinical indication.

Strong recommendation, low quality evidence.

RECOMMENDATION

ESGE recommends that in patients with acute UGIH who are taking low dose aspirin as monotherapy for
secondary cardiovascular prophylaxis, aspirin should not be interrupted. If for any reason it is interrupted,
aspirin should be restarted as scon as possible, preferably within 3-5 davys.

Strong recommendation, moderate quality evidence.

RECOMMENDATION

ESGE recommends that in patients with acute UGIH who are taking dual antiplatelet therapy (DAPT) for
secondary cardiovascular prophylaxis, aspirin should not be interrupted. The second antiplatelet agent
should be interrupted, but restarted as soon as possible, preferably within 5 days. Cardiolegy consultation
is suggested,




NorRlatelets transftision WheR Uusing

= 13.

antiplatelet agents

No'tranexamic acid.

ESGE does not recommend routine platelet transfusion for patients with acute NVUGIH who are taking
antiplatelet agents.

Strong recommendation, low guality evidence.

RECOMMENDATION

ESGE does not recommend the use of tranexamic acid in patients with acute NVIUGIH.

Strong recommendation, high quality evidence.

There is no high quality evidence supporting the benefit of routine platelet transfusion in patients who have
acute UGIH while taking antiplatelet agents, Moreover, endoscopic hemostasis appears safe in patients with
thrombocytopenia [27]. Zakko et al. reported that platelet transfusion in patients with GI bleeding taking
antiplatelet medication({s), and in the absence of thrombocytopenia, did not reduce rebleeding, but was
associated with higher mortality [28]. However, it would appear reasonable to consider platelet transfusion in
patients taking antiplatelet medication{s) and with thrombocytopenia who have severe bleeding.

Several small studies and meta-analyses [39] [40] [41] [42] have suggested benefit from use of tranexamic
acid (TXa4) in GI bleeding. However, a recent international multicenter RCT (the HALT-IT study), comparing TX4A
versus placebo in acute GI bleeding, reported no mortality benefit from TXA. Mortality, defined as death due to
bleeding within 5 days of randomization, was 4% (222 patients) in the TXA group and 4% (228) in the placsbo
group (RR 0.99, 95%CI 0.82-1.18). Moreover TXA was associated with a higher number of venous
thromboembolic events (48 [0.8%:] vs. 26 [0.4%]; RR 1.85, 95%CI 1.15-2.98) [43].
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ANUICEAGUIANTS

RECOMMENDATION

ESGE recommends that, in patients with acute UGIH taking vitamin K antagonists (VKAs) the
anticoagulant be withheld.

Strong recommendation, low quality evidence.

RECOMMENDATION

ESGE recommends that, in patients with acute UGIH taking vitamin K antagonists {VKAs) who have
hemodynamic instability, low dose vitamin K supplemented with intravenous prothrombin complex

concentrate (PCC), or fresh frozen plasma (FFP) if PCC is not available, should be administered. However,
this should not delay endoscopy or, if required, endoscopic hemostasis.

Strong recommendation, low guality evidence.

RECOMMENDATION

ESGE recommends that, in patients with acute UGIH taking direct oral anticoagulants {DOACs), the
anticoagulant should be withheld and endoscopy not delayed. In patients with severe ongoing bleseding,
use of a DOAC reversal agent or intravenous PCC should be considered.

=1 I T =S =

It is important to know the time of the last DOAC dose, since most DOACs have an 8-12-hour
half-life and their effect usually disappears within 24 hours. Hemodialysis is effective to
remove dabigatran from plasma and can help to prevent rebleeding . PCC has also been shown to
be effective for reversal of anticoagulation in patients with acute UGIH who are taking DOACs [



No Sematostatin.

Somatostatin and somatostatin analogues

RECOMMENDATION

ESGE does not recommend the use of somatostatin, or its analogue octrectide, in patients with NVUGIH.

Strong recommendation, low quality evidence.
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Masogastric/orogastric tube aspiration and lavage

RECOMMENDATION

ESGE does not recommend the routine use of nasogastric or orogastric aspiration/lavage in patients
presenting with acute UGIH.

Strong recommendation, moderate quality evidence.

A recent retrospective study and a review both concluded that nascgastric tube (NGT) aspiration does not
differentiate upper from lower GI bleeding in patients with melena [72] [74]. Moreover, a randomized, single-
blind, noninferiority study comparing NGT placement (with aspiration and lavage) to no NGT placement (n=140
in each arm), failed to show that NGT aspiration could accurately predict the presence of a high risk lesion
requiring endoscopic therapy (39% vs. 238%, respectively) [75]. In addition, adverse events (pain, nasal
bleeding, or failure of NGT placement) occurred in 34% and there were no observed differences in rebleeding
rates or mortality.




Endotracheal intubation belore
Endoescopy-Ne,

s 17.

Endotracheal intubation

RECOMMENDATION

ESGE does not recommend routine prophylactic endotracheal intubation for airway protection prior to
upper endoscopy in patients with acute UGIH.

Strong recommendation, high quality evidence.

RECOMMENDATION selected patients

ESGE recommends prophylactic endotracheal intubation for airway protection prior to upper endoscopy
only in selected patients with acute UGIH (i.e., those with ongoing active hematemesis, agitation, or
encephalopathy with inability to adequately control their airway).

Strong recommendation, low quality evidence.



Prokinetic medication before
endoescopy: : O.K.
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Prokinetic medications

RECOMMENDATION

ESGE recommends pre-endoscopy administration of intravenous erythromycin in selected patients with
clinically severe or ongoing active UGIH.

Strong recommendation, high quality evidence.

In patients with acute UGIH, the quality of the endoscopic examination can be adversely affected by poor
visibility in the upper GI tract due to blood, clots and fluids. It is reported that in 3% to 19% of UGIH cases, no
obvious cause of bleeding is identified [80] [81]. This may in part be related to the presence of blood and clots
impairing endoscopic visualization. Prokinetics may improve gastric mucosa visualization by inducing gastric
emptying. Most studies assessing the use of pre-endoscopy prokinetics in UGIH have used erythromycin.
Insufficient data were found to make recommendations for the use of metoclopramide [82] [83] [84)].




Iming eff endescopy. I UGIB:early.

Timing of upper GI endoscopy

RECOMMENDATION

ESGE recommends adopting the following definitions regarding the timing of upper GI endoscopy in acute
. 1 9 UGIH relative to the time of patient presentation: urgent <12 hours, early =24 hours, and delayved =24
] hours.

Strong recommendation, moderate guality evidence.

12-24 hours

Or eda I‘|y ESGE recommends that following hemodynamic resuscitation, early (=24 hours) upper GI endoscopy
should be performed.

Strong recommendation, high quality evidence.

RECOMMENDATION

ESGE does not recommend urgent (=12 hours) upper GI endoscopy since as compared to early
endoscopy, patient outcomes are not improved.

Strong recommendation, high quality evidence.

RECOMMENDATION

ESGE does not recommend emergent (=6 hours) upper GI endoscopy since this may be associated with
worse patient outcomes.

Strong recommendation, moderate quality evidence.




RECOMMENDATION

ESGE recommends that the use of antiplatelet agents, anticoagulants, or a predetermined international
normalized ratio {INR) cutoff level, should not be used to define or guide the timing of upper GI endoscopy
in patients with acute UGIH.

Strong recommendation, low quality evidence.
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Endoscopic diagnosis

RECOMMENDATION

ESGE recommends the Forrest (F) classification be used in all patients with peptic ulcer hemorrhage to
differentiate low risk and high risk endoscopic stigmata.

Strong recommendation, high guality evidence.

RECOMMENDATION

ESGE recommends that peptic ulcers with spurting or cozing bleeding {FIa or FIb, respectively) or with a
nonbleeding visible vessel (FIIa) receive endoscopic hemostasis because these lesions are at high risk for
persistent bleeding or recurrent bleeding.

Strong recommendation, high guality evidence.

RECOMMENDATION

ESGE suggests that peptic ulcers with an adherent clot (FIIb) be considered for endoscopic clot removal.
Once the clot is removed, any identified underlying active bleeding (FIa or FIb) or nonblesding visible
vessel (FIIa) should receive endoscopic hemostasis.

Weak recommendation, moderate quality evidence.
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N0 endoscopic hemaostasis
NO routine use off capsule endescopy.

m 22.

RECOMMENDATION

ESGE does not recommend endoscopic hemostasis in patients with peptic ulcers having a flat pigmented
spot (FIIc) or clean base (FIII), as these stigmata have a low risk of adverse outcomes. In selected clinical
settings these patients may have expedited hospital discharge.

Strong recommendation, moderate quality evidence.

RECOMMENDATION

ESGE does not recommend the routine use of Doppler endoscopic probe in the evaluation of endoscopic
stigmata of peptic ulcer bleeding.

Strong recommendation, low quality evidence.

RECOMMENDATION

ESGE does not recommend the routine use of capsule endoscopy technology in the evaluation of acute
UGIH.

Strong recommendation, low quality evidence.
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RECOMMENDATION

ESGE does not recommend routine second-look endoscopy as part of the management of NVUGIH.

Strong recommendation, high quality evidence.

Routine second-look endoscopy is defined as a scheduled repeat endoscopic assessment of a previously
diagnosed bleeding lesion usually performed within 24 hours following the index endoscopy [1]. This strategy
employs repeat endoscopy regardless of the type of bleeding lesion, perceived rebleeding risk, or clinical signs
of rebleeding. However, second-look endoscopy should be reserved for selected patients considered to be at
high risk of recurrent bleeding. Previous studies have failed to demonstrate either a clinical or economic benefit
of routine second-look endoscopy [157] [158]. More recently, two RCTs from Asia both reported no benefit of
routing second-look endoscopy in peptic ulcer hemorrhage [159] [160]. Chiu et al. showed similar rates of
rebleseding within 30 days, in 10/153 (6.5%) in a PPI infusion group and in 12/152 (7.9%) in a second-look
endoscopy group (P=0.548), Moreover, ICU stay, transfusion reguirements, need for surgery, and mortality
were also not different between the groups. However, patients in the second-look endoscopy group were
discharged from hospital 1 day earlier (P<0.001) [159]. Park t al. found a higher rate of rebleeding within 30
days in those patients who underwent routine second-look endoscopy (16/158 (10.2 vs. 9/161 (4.5%), P=
0.13) [150]. Thus, second-look endoscopy should be reserved for selected patients considered to be at high
risk of recurrent bleeding. This includes patients in whom at index endoscopy there was an actively bleeding
lesion, poor endoscopic visualization or an incomplete examination, or failure to identify a definitive source of
hemaorrhage, or when endoscopic hemostasis was considered by the endoscopist to be suboptimal.




Endoescopy. for Rebleeding

2 1 Management of recurrent bleeding
0 RECOMMENDATION

ESGE recommends that recurrent bleeding be defined as bleeding following initial successful endoscopic
hemostasis.

Strong recommendation, high quality evidence.

RECOMMENDATION

ESGE recommends that patients with clinical evidence of recurrent bleeding should receive repsat upper
endoscopy, including hemostasis if indicated.

Strong recommendation, high quality evidence.

RECOMMENDATION

ESGE recommends that in the case of failure of this second attempt at endoscopic hemos
transcatheter angiographic embolization (TAE) should be considered. Surgery is indicated when TAE is not
locally available or after failed TAE.

Strong recommendation, high quality evidence.

RECOMMENDATION

ESGE recommends that for patients with clinical evidence of recurrent peptic ulcer hemorrhage, use of a
cap-mounted clip should be considered. In the case of failure of this second attempt at endoscopic
hemostasis, transcatheter angicgraphic embolization (TAE) should be considered. Surgery is indicated
when TAE is not locally available or after failed TAE.

Strong recommendation, moderate quality evidence.
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Oesophagitis
(10%)
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1. Clinical nistery Indicates
Seurce of bleeding

History of liver disease(cirrhosis)->varices
History of peptic ulcer, hunger pain > peptic ulcer
or GERD

History of taking NSAID/aspirin>NSAID induced
lesions

History of BW loss and anorexia—>cancer

History of unknown origin of bleeding—>vascular
or small bowel

History of vascular surgery—->surgical complication

History of vomiting then bleeding—>Mallory-Weiss
syndrome

History of alcohol intake > MW syndrome
/superficial gastritis



2. Dx. Of patients with Upper gi
pleeding

= 1.Probable source of bleeding,

suspected from the history, defined by endoscopy

m 2. Severity of bleeding by history and PE
s 3. Vital condition: (vital signs)

s 4. Active bleeding or stop.(history ,PE and
o endoscopy)

s 5.Necessity of blood transfusion
§ (+CBC)

s 6. Indication of surgery: (4£&#|ET)




3. Definite dx. Of seurce of
pleeding and eticlegy.

= Endoscopy

s Barium meal- only disease without
source of bleeding

= Angiography : definite source of
bleeding

s Surgery: lesions and source of
bleeding can be defined.

= Many other methods used in the past
to dx. Source of bleeding



4 Approach to Patients With Significant
Upper Gl Bleeding

» Aggressive fluid resuscitation

= Routine blood tests including type and cross Cliinbes!
experience
» Intensive monitoring from 1972

» Blood transfusion if needed

= Upper endoscopy to evaluate and treat the cause
of bleeding




Ai=—1, Epidemiology
= 1. Ulcers are the most common
cause of hospitalization for upper
gastrointestinal bleeding (UGIB), and
the vast majority of clinical trials of
therapy for non-variceal UGIB focus

O n u I Ce r d I S e a S e . TABLE 1 - Bleeding lesions identified at upper GI endoscopy

Endoscopic finding Incidence (%)
- - -
w Duodenal ulcer 37 (21.02)
t B ~a Esophageal varices 33 (18.75)
« T ‘ Gastric ulcer 25 (14.20)
| - o - ‘ Erosive/hemorrhagic gastritis 15 (8.52)
Mallory-Welss syndrome 7 (3.97)
k b y ." ‘ Esophageal erosions 4 (2.27)
'+ . ,% “ Gastric varices 3 (1.70)
a S’ 1 Others* 9 (5.11)
. : s { No localization** 43 (24.43)
v ' & - * Others: bulbitis/erosions (3): gastric cancer (2): esophageal ulcer (2): gastric polyps
3 %‘ (1): angiodysplasia (1) i:-;“g,j I_J i
’ = %% No localization: undetermined diagnosis or normal examination, as previcanty
- defined



2. Causes of manifested
bleeding

= Peptic ulcer > gastritis, drug
induced (NSAID) > variceal

bleeding.
= Uncommon: Mallory Weiss syndrome,
o Cancer, hemobilia,
o Dieulafoy’s lesion-----

= By History and by endoscopy.



Causes of upper Gi bleeding

s 1. Esophageal diseases—Vvarices,
ulcer, Mallory-Weiss lesions, cancer

s 2. Stomach lesions, ulcer, cancer,
hemorrhagic gastritis, varices,
Dieulafoy lesion, GIST ---

s 3. Duodenal lesions - DU,
carcinoid, Duodenal erosions, --

Hook worm
s 4. Hemobilia
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NSAID related upper gl bleeding

NSAID gastritis — erosions covered with hematin in the antrum




Major Risk Factors for Upper Gl
Clinical Events With NSAID Use

Risk Factor Risk Increase

Prior upper Gl clinical event 2.5-to 4-fold

Older age 2- to 3.5-fold (>65 years)
Anticoagulation (eg, warfarin) 3-fold
Corticosteroid therapy 2-fold

High-dose/multiple NSAIDs
(eg, NSAID + low-dose aspirin)

2- to 4-fold (vs aspirin alone)

Laine L Rev Gastroentt

High risk

Moderate risk
(1 — 2 risk factors)

Low risk

NASID Gl toxicity

Patients at increased risk for NSAIDs Gl toxicity

1. History of complicated ulcer especially recent

2. Multiple (> 2 nisk factors)

. Age > 65 years

. High dose NSAID therapy

. Previous history of uncomplicated ulcer
4. Concurrent use of aspirin
5. Concurrent use of corticosteroids

. Concurrent use of anticoagulants

No risk factors



Erosive gastritis

Erosive Gastritis mit
Hamatinauflagerung
en




@ @7 {15 [A-> Endoscopy.
HEE site/nature of bleeding

= History-—> first time bleeding

= Hunger pain—> peptic ulcer

s Liver disease (especially cirrhosis)->
varices

m NASID --2014.10.29
2014.10.31 pain >NASID
2014.11..4 —H
then 2014.11.10 tarry stool

= Alcohol - superficial gastritis

. (S)tlkess, (business : O.K., ) family life :




287 (£ (1) History (2) Endoscopy
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Case 2
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Table 2: NSAID-related deaths and admissions to hospital
E\rent UI{ USA Canada

~

Annual NSAID prescriptions 25 million ?EI million 1EI million

NSAID-related admissions

al Cheng Kung University, Tainan, Taiwan.

l. South Korea.

IE,DDD IDD,DDD 3,9[][]

We identified 9879 patients in Japan, 70 492 in Taiwan, 263 741 in
Korea, and 246 in Hong Kong who initiated an NSAID, and 44 013
patients in Australia, a predominantly Caucasian population. The
incidence of gastrointestinal hospitalization was 25.6 per 1000 person-
years in Japan, 32.8 in Taiwan, 11.5 in Korea, 484.5 in Hong Kong, and
35.6 in Australia. Compared with diclofenac, the risk of gastrointestinal
events with loxoprofen was significantly lower in Korea (hazards ratio, 0.37;
95% ClI, 0.25-0.54) but not in Japan (1.65; 95% CI, 0.47-5.78). The risk of
gastrointestinal events with mefenamic acid was significantly lower in Taiwan
(0.45; 95% ClI, 0.26-0.78) and Korea (0.11; 95% CI, 0.05-0.27) but not Hong
Kong (2.16; 95% CI, 0.28-16.87), compared with diclofenac.
CONCLUSIONS:

Compared with diclofenac, loxoprofen was associated with a lower risk of
gastrointestinal hospitalizations in Korea and mefenamic acid with a lower
risk in Taiwan and Korea.
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Figure 8. PPls Prevent ASA-Associated Ulcers

* Patients with complicated ulcers on low-dose ASA
» H pylori treated; ASA restarted; randomized to
lansoprazole/placebo
Recurrent ulcer nnmplinatun at1 year, Ve
20

.‘_4 .8 f1 Placebo (n=61)

Lansoprazole 30 mg qd
(n=62)

F=.008

Source: Lai et al. N Engl J Med. 2002;346:2033.




PPl Prevents Recurrent Ulcer Bleeding

1.} in NSAID Users

P = 0.005

18.8

N
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77% relative risk
reduction in
upper Gl bleeding

4.4

L]
|

|

H pylori eradication + NSAID Omeprazole + NSAID
n=7%) (n=T73)

o
d

Patlents With Recurmrent
Upper Gl Bleeding at 6 Months (%)
=

Chan et al. N Engl J Med. 2001,344:967-973.
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NSAID and UGI bleeding

Non-steroidal anti- mﬂammatnr}f drug related upper gastrointestinal bleeding: types of drug use
and patlent prur iles in real cllnlcal prat:tlt:e

, Spain.

Our analysis included 3785 cases and 6540 controls, including 1270 cases
(33.55%) and 834 controls (12.75%) reporting recent use (<30 days) of
NSAIDs including high-dose acetylsalicylic acid (ASA).

NSAID use was associated with increased risk of upper GI
bleeding, with an adjusted relative risk of 4.86 (95% CI, 4.32-5.46).
NSAID (65.15%) or high-dose ASA use (65.83%) preceding upper GI
bleeding was most often short-term. In over half of cases (63.62%), the
upper GI bleeding event was not preceded by dyspeptic warning
symptoms.



NSAID andl aspirin USEers.

= Epidemiology of nhon-steroidal anti-inflammatory drugs
consumption in Spain. The MCC-Spain study.

= GoOmez-Acebo 112, Dierssen-Sotos T34, de Pedro M#5etal:BMC Public
Health. 2018 Sep 21;18(1):1134.

Four thousand sixty participants were selected using a pseudorandom
number list from Family Practice lists in 12 Spanish provinces.
1. Women consumed more non-aspirin NSAIDs (38.8% [36.7-41.0]) than

men (22.3 [20.5-24.2]), but men consumed more aspirin (11.7% [10.3-

13.2]) than women (5.2% [4.3-6.3]).
2.Consumption of non-aspirin NSAIDs decrease with age from 44.2% (39.4-49.1) in younger than
45 to 21.1% (18.3-24.2) in older than 75, but the age-pattern for aspirin usage was the

opposite.
Aspirin was reported by about 11% patients, as being twice as used in men (11.7%) than

in women (5.2%); its consumption increased with age from 1.7% (< 45 years old) to 12.4%

(=75 years old). Aspirin was strongly associated with the presence of cardiovascular risk
factors or established cardiovascular disease, reaching odds ratios of 15.2 (7.4-31.2)
in women with acute coronary syndrome, 13.3 (6.2-28.3) in women with strokes and
11.1 (7.8-15.9) in men with acute coronary syndrome.


https://www.ncbi.nlm.nih.gov/pubmed/?term=G%C3%B3mez-Acebo%20I%5BAuthor%5D&cauthor=true&cauthor_uid=30241493
https://www.ncbi.nlm.nih.gov/pubmed/?term=G%C3%B3mez-Acebo%20I%5BAuthor%5D&cauthor=true&cauthor_uid=30241493
https://www.ncbi.nlm.nih.gov/pubmed/?term=G%C3%B3mez-Acebo%20I%5BAuthor%5D&cauthor=true&cauthor_uid=30241493
https://www.ncbi.nlm.nih.gov/pubmed/?term=Dierssen-Sotos%20T%5BAuthor%5D&cauthor=true&cauthor_uid=30241493
https://www.ncbi.nlm.nih.gov/pubmed/?term=Dierssen-Sotos%20T%5BAuthor%5D&cauthor=true&cauthor_uid=30241493
https://www.ncbi.nlm.nih.gov/pubmed/?term=Dierssen-Sotos%20T%5BAuthor%5D&cauthor=true&cauthor_uid=30241493
https://www.ncbi.nlm.nih.gov/pubmed/?term=de%20Pedro%20M%5BAuthor%5D&cauthor=true&cauthor_uid=30241493
https://www.ncbi.nlm.nih.gov/pubmed/30241493
https://www.ncbi.nlm.nih.gov/pubmed/30241493
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Case 3, bleeding from GU

s Bleeding
from
gastric
tlcer




Case 4, bleeding from gastric
Varices

n Hﬁﬁ'ﬁf S N o A Ml p

Panendoscopyf;’x

fﬁ,m’é\ I R

gastric varles TER
active bleeding.

Active bleeding is evidenced by
the spurting of blood from

a varix and the adjacent pooling of
bright red blood. In this retrofl
exed view, the endoscopic shaft is
seen adjacent to

the fundal varices exiting from the
gastroesophageal junction.
Bleeding from gastric varices is a
life-threatening event that

This 66 year old female,
presented with Massive
upper gastrointestinal
bleeding. Endoscopy
revealed spurting

from a large varix in the
gastric fundus.
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Bleeding from gastric
varices is a
life-threatening
complication of
portal hypertension.



Case 5, bleeding from

duodenal ulcer

s A /2 year Old man noted tarry stool
passage for 2 days then followed by
an episode of coffee ground vomiting

s Pan-endoscopy disclosed bleeding in
the duodenal bulb and much coffee
ground substance in the stomach



Bleeding from duodenal ulcer
projectile bleeding/[EHE5E
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s Stress---stress related
diseases and relapse of

diseases.

s ZE S Stress.
= Circulatory problem.
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Case 6 , Gl bleeding In patients
taking aspirin

“An Aspirin Tablet and a Gastric
Ulcer...”

¢ . [ASPIRIN

Causes Dangerous
Gastrointestinal Bleeding

Even with
low dose
therapy

-
-
-~

Levv DU N Enal J Med. 2000:343:863

Side-Effects-Site.
Ecotrin : aspirin




Case [, Massive fresh bleeding in
Mallory-Weiss Syndrome

= A 38 year old woman , one
day after delivery offa male
baby, noted epigastric
discomfort, cramping pain
and nausea after taking cups /
of chicken soup with' alcohol. ;
She vomited suddenly. The .-
vomitus was fiood intake at
first then she noted reddish
materiall coming out. It was
blood. She cried. Emergency.
endoscopy. confirmed massive
bleeding In the esophagus.
Bleeding ceased after
epinephrine irrigation. (1979)

Massive bleeding in esophagus
:MW syndrome or varices



Mallory-Weiss
Tear
Endoscopy
Radiography




Case 8, Bleeding from
Dieulafoy’s lesion

= A 67 year Old man
came to ES after an
episode of blood
vomiting of a large
bowel. ( about 500 ml
) No history of hunger
pain in the past.

= Emergent endoscopy
confirmed bleeding In
the stomach. Heat
probe was applied and
then Hemoclips was
added at the site of
coagulation.




s Dieulatoy's
|€S10n (exulceratio
Simplex: Diediaroy ) s a
Mmeaicall conadition
Characterizead By a
largel tortueus arteriole

N the stemacn wall
that eredes and
pleeds. It can cause
gastric hemorrnage o

[SEREIatIVELY.
CIRICO)ARIANLCIAL:




UGI Dieulafiey: Iesions

Predictors of Rebleeding
in Upper Gastrointestinal Dieulafoy Lesions.

Park SH et al (Korea) Clin Endosc. 2015
Sep;48(5):385-91
January 2004 and June 2013,

81 male and 36 female patients. Primary
hemostasis was achieved in 115 out of 117
patients (98.3%) with various endoscopic
therapies. Re-bleeding occurred in 10 patients

(8. 5°/o) The mortality rate was significantly
higher in patients with re-bleeding than in those
without re-bleeding (30.0% vs. 4.7%, p=0.020).

Re-bleeding has an important prognostic
significance in patients with UGIDLs. Kidney
disease and infection are major predictors of re-
bleeding and mortality in patients with UGIDLs




Dieulafoy's lesion: current trends

In diagnoesis and management;

m Baxter M et al: Annals of the Royal College of
Surgeons of England 92 (7), 548-54 (Oct 2010 )

= Dieulafoy's lesion is a relatively rare, but potentially
life-threatening condition. It accounts for 1-2% of
acute gastrointestinal (GI) bleeding, but arguably is
under-recognised rather than rare.

= [here is no consensus on the treatment of Dieulafoy's
lesions. Therapeutic endoscopy can control the
bleeding in 90% of patients while angiography is
being accepted as a valuable alternative to endoscopy
for inaccessible lesions. Currently, surgical
intervention is kept for failure of therapeutic
endoscopic or angiographic interventions and it should
be guided by pre-operative localization.

= Advances in endoscopy have increased the
detection of Dieulafoy’'s lesions and decreased

the mortality from 80% to 8.6%



Case 9, Massive bleeding from duedenum
mistaken as lower Gi bleeding due to initial
manifestation of fresh bloody stool

A 20 year old young man came to ER and
mentioned he passed large amount of
fresh blood 30 min. before He was dizzy
and pale.
Lower Gi bleeding was suspected.
Colonoscopy revealed only a large
amount of blood in the colon and no
specific lesion was found in the colon.
Fresh blood coming out from the terminal
ileum was observed. Upper Gi
endoscopy confirmed bleeding in the
duodenal ulcer.




Case 10, Hemobilia

An 84-year-old woman presented with abdominal

pain and melena. She had a recent history of an open, low anterlor
resection and loop ileostomy formation for a diverticular stricture.
Physical examination revealed jaundice and right upper quadrant
tenderness but no signs of chronic liver disease. Laboratory tests
showed a hemoglobin of 55 g/L (normal range, 120-150), elevated
liver enzymes (gamma-glutamyl transferase 1886 IU/L [normal
range, 6-42]; alkaline phosphatase 1046 IU/L [normal range, 30-
110]) and hyperbilirubinemia (148 pmol/L [normal range, <22]).
Upper endoscopy revealed fresh blood in the third part of the
duodenum but no source for bleeding was found.

Abdominal ultrasonography is A -— -« B 7 N
shown in Figure A and computed : :
tomography (CT) of the abdomen

is shown in Figure B,

Where is the likely site of bleeding
given the triad of jaundice,
obscure upper gastrointestinal
bleeding, and abdominal pain?

Clot in GB




Quincke’s triad

Quincke's triad

1. Jaundice
2. Biliary Colic
3. Gl Bleeding

It 1s Triad of HEMOBILIA.

Gastroenterology October 2015 The clinical triad of jaundice
associated with upper abdominal pain and obscure upper
gastrointestinal bleeding is known as Quincke’s triad.1

Together, these 3 clinical features indicate the likely source of bleeding
to be within the biliary tract (hemobilia). The commonest cause of
hemobilia is iatrogenic (ie, post liver biopsy, hepatobiliary
surgery, and endoscopic retrograde cholangiopancreatography)
.1 In this case, clot is seen within the gallbladder on ultrasonography,
implicating this organ as the likely source. (Volume 149, Issue 4,

Pages 874-875)
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Upper Gl bleeding:

Complete history taking
Consider various causes of ugi bleeding

Ask administration of anticoagulant or
anti-platelets,

Check past history of diseases and
examinations.

Check records of previous bleeding

Arrange endoscopy(Upper gi ) as
soon as possible after well preparation.

Check local epidemiological
characteristics and seasonal variations.



Factors related
UGI bleeding in CKD

= 3. Upper gastrointestinal bleeding in
patients with CKD. Liang CC et al (CMUH) Clin J
Am Soc Nephrol. 2014 Aug 7;9(8):1354-9.

= from 2003 to 2009 were enrolled and prospectively followed
until December of 2012.

s 2968 patients
= The incidence of upper gastrointestinal bleeding per 100
patient-years was 3.7

= Higher eGFR was associated with a lower risk of upper
gastrointestinal bleeding

s ZEzm:In patients with CKD who are not receiving dialysis,
lower renal function is associated with higher risk for upper
gastrointestinal bleeding. The risk is higher in patients with
previous upper gastrointestinal bleeding history and low
serum albumin.



http://www.ncbi.nlm.nih.gov/pubmed/?term=Liang%20CC%5BAuthor%5D&cauthor=true&cauthor_uid=24903385
http://www.ncbi.nlm.nih.gov/pubmed/?term=Liang%20CC%5BAuthor%5D&cauthor=true&cauthor_uid=24903385
http://www.ncbi.nlm.nih.gov/pubmed/24903385
http://www.ncbi.nlm.nih.gov/pubmed/24903385
http://www.ncbi.nlm.nih.gov/pubmed/24903385

UGI bleeding and aspirin

4. Epidemiology of Upper Gastrointestinal
Damage Associated with Low-Dose Aspirin.

Hsu PI, Tsai TJt.(=2%) : Curr Pharm Des. 2015;21(35):5049-
55.

1. Low-dose aspirin, commonly defined as 75-325 mg daily,

2. It reduced the risk of CV events and death in patients with
coronary and cerebrovascular diseases and has the advantages
of both low cost and long duration of antiplatelet action.
However, low-dose aspirin therapy is associated with upper
gastrointestinal (GI) side effects, which range from dyspepsia
(point prevalence: 31%), gastroduodenal erosions (point
prevalence: 60%), endoscopic peptic ulcer (3-month
incidence: 7% ), to symptomatic or complicated ulcers

(annual incidence of upper GI bleeding: 0.6%; relative
risk of upper GI bleeding: 2.6).



http://www.ncbi.nlm.nih.gov/pubmed/?term=Hsu%20PI%5BAuthor%5D&cauthor=true&cauthor_uid=26369688
http://www.ncbi.nlm.nih.gov/pubmed/?term=Tsai%20TJ%5BAuthor%5D&cauthor=true&cauthor_uid=26369688
http://www.ncbi.nlm.nih.gov/pubmed/26369688
http://www.ncbi.nlm.nih.gov/pubmed/26369688

How to reduce Gl complications

= 5. The use of enteric-coated or buffered
preparations do not reduce the risk of upper
GI complications. Assessment of GI risk for
patients is a crucial step in preventing

complications of antiplatelet agents.

s 6. Patients with a high GI risk should prevent
peptic ulcer or ulcer complications by co-therapy
with an antisecretory agent, especially proton
pump inhibitors. H pylori eradication is
recommended for patients requiring long-term
low-dose aspirin therapy who have a prior history
of peptic ulcer or GI bleeding.



/. SSRI and UGI bleeding

Short-term use of serotonin reuptake inhibitors
and risk of upper gastrointestinal bleeding. Wang
YP et al : Am J Psychiatry. 2014 Jan;171(1):54-61
Taiwan National Health Insurance Database (1998-2009).

A total of 5,377 patients with upper gastrointestinal bleeding

The adjusted odds ratio for the risk of upper gastrointestinal

bleeding after SSRI exposure was 1.67 (95% CI=1.23-2.26)
for the 7-day window, 1.84 (95% CI=1.42-2.40) for the 14-day
window, and 1.67 (95% CI=1.34-2.08) for the 28-day window

Short-term SSRI use (7-28 days) is significantly associated
with upper gastrointestinal bleeding. Gender differences may
exist in the relationship between SSRI use and upper
gastrointestinal bleeding. Physicians should carefully monitor
signs of upper gastrointestinal bleeding even after short-term
exposure to SSRIs,



http://www.ncbi.nlm.nih.gov/pubmed/24030313

8. Alendronate and
Gl bleeding

Alendronate, a bisphosphonate, increased upper and
lower gastrointestinal bleeding: risk factor analysis
from a nationwide population-based study.

Peng YL et al (fzHAX): Osteoporos Int. 2014 May;
25(5):1617-23
Patients receiving alendronate, a type of bisphosphonate,

for osteoporosis have a higher risk of developing upper
gastrointestinal bleeding (UGIB).

Using the National Health Insurance (NHI) Research
Database of Taiwan, 3,000 alendronate users and 12,000
age-, sex-, and enrollment time-matched controls were
extracted for analysis from a cohort data set of 1,000,000
randomly sampled subjects.

Patients receiving alendronates seemed to carry a
higher risk for UGIB and LGIB

Alendronate, a bisphosphonate, increased upper and lower




9. UGI bleeding in CAD

Risk factors for upper gastrointestinal
bleeding In coronary artery disease patients
receiving both aspirin and clopidogrel.
Kuang-Wei Huang,et al (fZEHKX): FzEEsE]anuary
2013Volume 76, Issue 1, Pages 9-14

67 (12.5 %0) out of 534 patients developed UGIB (32
patients at early stage, 35 patients at late stage).

Use of proton pump inhibitor therapy has a protective
role in these patients [hazard ratio (HR): 0.10,

ACS (HR: 2.67, ) has a high risk of developing UGIB
at an early stage. Old age (>75 years of age) (HR:
2.13, ) and prior history of peptic ulcer disease (HR:
3.27, ) each have an associated high risk for developing
UGIB at a late stage



http://www.jcma-online.com/issue/S1726-4901(12)X0013-3
http://www.jcma-online.com/issue/S1726-4901(12)X0013-3

10. UGI bleeding in AK]

Long-Term Risk of Upper Gastrointestinal
Hemorrhage after Advanced AKI. Vin-Cent
Wu et al (NTUH):CJASN, Dec. 2014.

Taiwan National Health Insurance Research

Database, (1998 and 2006) A total of 4565 AKI-
recovery patients and the same number of matched

patients without AKI were analyzed.

Incidence rates of UGIB were 50 (by stringent criterion)
and 69 (by lenient criterion) per 1000 patient-years in the
AKI-recovery group and 31 (by stringent criterion) and 48
(by lenient criterion) per 1000 patient-years in the non-AKI

group
The risk for long-term mortality increased after UGIB
(HR, 1.24) and dialysis-requiring AKI (HR, 1.66)



11. peptic ulcer bleeding In
CIFrNOSIS

Long-term risk of recurrent peptic ulcer bleeding in
patients with liver cirrhosis: A 10-year nationwide
cohort study. YC Hsu et al (%5F):Hepatology : Volume
56, Issue 2 August 2012 ,Pages 698-705.

Taiwan National Health Insurance Research Database.

9,711 patients who had cirrhosis with clinical complications
of portal hypertension from all patients (n = 271,030)
hospitalized for peptic ulcer bleeding between January 1997
and December 2006, along with 38,844 controls .

1. Overall, patients with cirrhosis had a significantly higher
death-adjusted re-bleeding rate compared with controls (1
year, 14.4% versus 11.3%; 5 years, 26.1% versus
22.5%; 10 years, 28.4% versus 27.1%; P < 0.001).

2. Cirrhosis was significantly associated with peptic
ulcer re-bleeding (adjusted hazard ratio, 3.19)
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@@@ About 40-50% of variceal | 4 72N
hemorrhages cease spontaneously without /\\\\
therapeutic intervention. Control of acute = "@, |
bleeding is achieved in more than 80% of \:&,‘i’ -
patients using actual therapy modalities. § :

Bleeding from varices is a common

and often life-threatening complication

of portal hypertension. The best

modalities for prophylaxis and treatment

of acute bleeding from esophageal varices

were investigated in numerous clinical

studies, and evidence based clinical guidelines are available. Only few studies investigated the
prophylaxis and treatment of bleeding from gastric varices, and almost no controlled studies
investigating prophylaxis and treatment of bleeding from portal hypertensive gastropathy and
from ectopic varices have been conducted.



12. UGI and hemodialysis

The risk of upper gastrointestinal bleeding in patients
treated with hemodialysis: a population-based cohort
study. Chien-Chun Kuo et al (=+)BMC
Nephrology201314:15

Taiwan National health Insurance Research Database, 796
patients who were beginning HD between 1999 and 2003

1. The incidence rate of UGIB (42.01 per 1000 person-
year) was significantly higher in the HD cohort than in the
control cohort (27.39 per 1000 person-years).

2. adjusted hazard ratios for UGIB during the 6-year follow-
up periods for HD patients was 1.27



13. Aorto-esophageal fistula

Primary aortoesophageal fistula: a rare but fatal cause of
upper gastrointestinal bleeding. Hsu WF?!, (555) etal : J
Dig Dis. 2013 Dec;14(12):676-8

A Rare Cause of Massive Upper Gastrointestinal Tract
Bleeding in an Older Adult: Aortoesophageal Fistula.

Yozgat Al, Akmangit I, Altinbas Al. J Am Geriatr Soc. 2015
Sep;63(9):1966

[Aortoesophageal fistulae as a cause of fatal
hemorrhage]. Hutan M!, Bandzak J, Balaz P, Hostyn L. Bratisl
Lek Listy. 1999 Jun;100(6):330-3. Aortoesophageal fistula is
a rare cause of upper gastrointestinal bleeding, ranging

from O to 2.3% in literature. The authors studied a group of 266
patients with upper gastrointestinal bleeding during the period of three
years (1996-1998). According to two patient cases and the data from
literature diagnostic methods, causes of aortoesophageal fistulas are
analysed and the necessity of urgent closure of the fistulas is stressed.
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14. Bleeding peptic ulcer and
HP Infection

Diagnosis, treatment, and outcome in patients with
bleeding peptic ulcers and Helicobacter pylori
infections.

Huang TC1, Lee CL%2.(CGH) Biomed Res Int.
2014:;2014:658108.

1. Helicobacter pylori (Hp) infection and nonsteroidal anti-
inflammatory drug (NSAID) administration are two
independent risk factors for UGI bleeding.

2. rapid urease test (RUT), with or without histology, is
usually the first test performed during endoscopy. If the
initial diagnostic test is negative, a delayed (13)C-urea
breath test (UBT) or serology should be performed. Once an
infection is diagnosed, antibiotic treatment is advocated.
Sufficient evidence supports the concept that Hp infection
eradication can heal the ulcer and reduce the
likelihood of re-bleeding.



http://www.ncbi.nlm.nih.gov/pubmed/?term=Huang%20TC%5BAuthor%5D&cauthor=true&cauthor_uid=25101293
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15. GIB In clopidogrel USers

Risk Factors of Gastrointestinal Bleeding In
Clopidogrel Users ,A Nationwide Population-Based
Study C.-C. Lin; et al Aliment Pharmacol

Ther. 2013;38(9):1119-1128.

National Health Insurance Research Database of Taiwan,
3238 clopidogrel users and 12 952 age-, sex-, and
enrolment time-matched controls

1. use of clopidogrel increased the risk of UGIB [hazard ratio

(HR): 3.66; 95% confidence interval (CI): 2.96-4.51]
and LGIB [HR: 3.52, 95% CI: 2.74-4.52].

2. Age, CKD, PUB history, use of aspirin and NSAIDs were
independent risk factors for UGIB in the clopidogrel users



ClopIdegrelrand aspimn

Upper gastrointestinal lesions in patients receiving
clopidogrel anti-platelet therapy.

Tsal TJ et al(’=%%) :J Formos Med Assoc. 2012
Dec;111(12):705-10.

215 consecutive patients receiving clopidogrel (n=106) or
low-dose aspirin (n=109) therapy

The frequencies of hemorrhagic spots, erosions and peptic
ulcers in the symptomatic clopidogrel users were 25%, 39%
and 39%, respectively.

Compared with the aspirin group, the clopidogrel group was
older and had higher frequencies of past ulcer history and
past gastrointestinal bleeding history in their clinical

characteristiCS.

Regarding to the endoscopic findings, the clopidogrel users had
higher frequencies of hemorrhagic spots (25% vs. 10%)
and peptic ulcer (39% vs. 249%) than aspirin users (p=0.004
and 0.027, respectively)
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16. Antral vascular ectasia

Comparison of argon plasma coagulation in
management of upper gastrointestinal angiodysplasia
and gastric antral vascular ectasia hemorrhage. Chiu
YC et al(&5+&) : BMC Gastroenterol. 2012 Jun 9;12:67.

The 46 patients with UGI vascular ectasia hemorrhage
included 27 patients with angiodysplasia and 19 with
GAVE(gastric antral vascular ectasia)

Endoscopic hemostasis with APC is a safe treatment modality
for both angiodysplasia and vascular ectasia bleeding. The
efficacy of APC treatment is greater for angiodysplasia
than for vascular ectasia bleeding. GAVE patients have a
higher recurrent bleeding rate (78.9% )and may require
multiple treatment sessions for sustained hemostasis. Older
age (> 60 ) and previous radiation therapy are associated
with recurrent bleeding.
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Obscure UGI bleeding

Diagnostic Evaluation and Management of Obscure Gastrointestinal
Bleeding
A Changing FParadigm

of the ileum

- ‘ Carcinoid tumor
T

and Hepatology., Depariment of Internal Mec

The main challenges related to evaluatlon of OGIB include the high miss

rate for lesions on initial evaluation with standard endoscopy and the

limited capacity of older diagnostic modalities to effectively examine the
small bowel. The introduction of capsule endoscopy, balloon-assisted
enteroscopy, spiral enteroscopy, and computed tomography (CT)
enterography have served to overcome the limitations of older diagnostic
tests. Capsule endoscopy is currently recommended as the third test of
choice in the evaluation of patients with OGIB, after a negative bidirectional
endoscopy. Balloon-assisted enteroscopy is useful for both the diagnosis

and endoscopic management of OGIB. CT enterography is superior to
small-bowel radiograph for luminal and extraluminal small-bowel
examination. These advances in small-bowel diagnostics and the capacity

to successfully perform endoscopic therapeutics have largely replaced surgical
procedures and resulted in a trend toward noninvasive evaluation and
endoscopic management of OGIB.



Active bleeding

55 %
Laine and Peterson, N Enql J Med 1934; 331: 717

Stigmata of Bleeding:
Risks for Rebleeding and Prevalence

Clean base

9% Ibuhv
t! Clot

22 %

Risk of rebleeding




Endoscopic risk of re-bleeding

Stigmata of recent hemorrhage

SRH Prevalence |Rebleeding | Surgery Mortality
Clean 42% 5% 0.5% 2%
base

Flat spot 20% 10% 6% 3%
Adherent |17% 22% 10% 7%
clot

Visible 17% 43% 34% 1%
vessel

Active 18% 70% 35% 1%
bleeding

Endoscopic risk

1 High endoscopic risk : Need endoscopic
therapy and medication
— Arterial bleeding, spurting, oozing
— Non-bleeding visible vessel
— Adherent clot
1 Low endoscopic risk : Need medical
therapy
— Clean-base ulcer
— Flat spot
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= Only full adherence to proton pump
inhibitors protects against drug-induced
upper gastrointestinal bleeding.

s Ruiz B1etal (*Spain, Italy): Eyr J Clin Pharmacol. 2018 Jul 24

= Full adherence (> 0.80DDD) to proton pump
inhibitors (PPIs) was the only gastroprotective
therapy that significantly reduced the risk of UGIB,
considering NSAID risk (OR: 0.53; 95% CI: 0.30-
0.95) and dose (OR: 0.48; 95% CI: 0.27-0.87) with
ORs adjusted for single-antiplatelet therapy (model
1) and NSAID risk (OR: 0.55; 959% CI: 0.31-0.98) and
dose (OR: 0.49; 95% CI: 0.28-0.89) with ORs
adjusted for dual-antiplatelet therapy (model 2).
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DDD/PDD

Defined daily doses (DDD) are used to analyse drug
utilization. For frequently prescribed drug groups, we studied
to what extent the DDD correspond to the average
prescribed daily doses (PDD).

Results: During the study period, about 38 500 patients received
continuous prescriptions of each ACE inhibitors or selective beta-
antagonists, and about 9 000 of sulfonylurea compounds. PDD differed from
DDD in varying degrees. For ACE inhibitors, PDD ranged between 1.5 DDD
(for captopril) and 3.5 (for ramipril). The PDD for beta-antagonists were on
average 0.9 DDD, similar for bisoprolol (0.8 DDD) and metoprolol (0.9
DDD). As for oral antidiabetics, doctors prescribed 1.0 DDD glibenclamid
per day and patient and 2.0 DDD glimepirid. Depending on differences
between DDD and PDD, real daily costs for drug therapy differed from the
theoretical costs per DDD, for example in the case of ramipril they were
0.24 € compared to 0.07 €

The PDD were much higher than the DDD for several frequently
prescribed drugs.

T. Grimmsmann! , W. Himmel2: Relation between Defined Daily Doses (DDD)
and Prescribed Daily Doses: A 3-Month Analysis of Outpatient Data from a Statutory
Health Insurance Company. Gesundheitswesen 2010; 72(7): 412-418


https://www.thieme-connect.com/products/ejournals/abstract/10.1055/s-0029-1234100#A572-1
https://www.thieme-connect.com/products/ejournals/abstract/10.1055/s-0029-1234100#A572-2

TAE 25U Gt i

apleloseo)

Transcatheter arterial embolization for acute nonvariceal
upper gastrointestinal bleeding: Indications, techniques

and outcomes. Loffroy R, et al *(France): Diagn Interv
Imaging. 2015 Jul-Aug;96(7-8):731-44.

Transcatheter arterial embolization has become the first-line
therapy for the management of acute nonvariceal upper
gastrointestinal bleeding that is refractory to endoscopic
hemostasis. Advances in catheter-based techniques and
newer embolic agents, as well as recognition of the
effectiveness of minimally invasive treatment options, have
expanded the role of interventional radiology in the
treatment of bleeding for a variety of indications.
Transcatheter arterial embolization is a fast, safe, and
effective minimally invasive alternative to surgery,
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Case: TAE In bleeding DU

Arteriogram images of bleeding from a bulbar duodenal ulcer in a
76-year-old man: a, b: arteriogram showing contrast medium
extravasated from a slender branch of the gastroduodenal
artery into the duodenum (arrows);

c : after microcatheterization, selective glue embolization
(radiopaque because of associated lipiodol (arrow)) preserving the
gastroduodenal artery ensured control of the bleeding, with no
early or late recurrences
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Gl bleeding In patients taking
oral anticoagulants
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New predictive model for acute gastrointestinal bleeding in patients taking oral anticoagulants: A
cohort study.

Shimomura A", Napata N1, Shimbe T2, Sakurai T', Moriyasu 57, Okubo HY, Watznabe K1, Yoksi CF, Akivama J7. Usmura N*

onal Center for Global Health and Medicine, Tokyo, Japan.

Hospital, Koryama, Japan.
odogy and Hepatology, Mational Center for Global Health and Medicine, Kohnodai Hospital, Chiba, Japan.

508 patients taking oral anticoagulants (66 direct oral anticoagulants
users and 442 warfarin users). Absence of GI bleeding at an initial
examination and any subsequent GI bleeding were confirmed
endoscopically.

During a median follow-up of 31.4 months, 42 GI bleeds (8.3%)
occurred: 42.8% in the upper GI tract, 50.0% in the lower GI tract,
and 7.1% in the middle GI tract. The cumulative 5 and 10-year
probability of GI bleeding was 12.6% and 18.5%, respectively.
Multivariate analysis revealed that absence of proton pump inhibitor
therapy, chronic kidney disease, chronic obstructive pulmonary
disease, history of peptic ulcer disease, and liver cirrhosis
predicted GI bleeding. The c-statistic for the new predictive model
using these five factors was 0.65
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Diagnostic and therapeutic approach to upper gastrointestinal bleeding.
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Although UGI bleeding is a common complication (10%) in paediatric intensive care units
(picu), clinically significant UGI bleeding (haemodynamic

instability, fall in haemoglobin by 2 g/dL and/or a requirement

for blood transfusion) is less common (1.6%). In low- and middle-
income countries, clinically significant UGI bleeding is commonly owing to variceal bleeding
whereas non-variceal aetiologies (e.g. peptic ulcer disease) are common in high-income
countries. The fundamental clinical principles of managing UGI bleeding
are immediate assessment of severity, detecting possible causes and
stabilising the haemodynamic status. In suspected cases of variceal bleeding,
intravenous octreotide and, in non-variceal bleeding, administration of a proton pump
inhibitor (PPI) should be commenced immediately. UGI endoscopy plays a vital
role in diagnosis and management. Over-transfusion should be avoided
(target haemoglobin 7-9 g/dL). Stress ulcer prophylaxis is recommended in a

select group of patients in PICUs (e.g. respiratory failure, coagulopathy and paediatric risk
of mortality score >10).

CONCLUSIONS:

In clinically significant UGI bleeding, the primary goal is to restore the haemodynamic
status, followed by early endoscopy. Intravenous octreotide in suspected variceal and I
in non-variceal bleeding should be administered early. Stress ulcer prophylaxis should be
restricted to high-risk children only.
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Multidetector computed tomography angiography in
non-variceal upper gastrointestinal bleeding: when,

WL 28l Alberto Martino et al (Italy)
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Fig. 1. Pre-endoscopic management of non-variceal upper
gastrointestinal bleeding (NVUGIB). GBS, Glasgow-Blatchford score;
RBC, red blood cell; Hb, hemoglobin; PPI, proton pump inhibitor.
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Successful hemostasis for the initial NVUGIB
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P-CAB, potassium-competitive acid blocker; TTSC, through-the-scope-
clip; OTSC, over-the-scope clip; TAE, transcatheter arterial embolization.
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