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Epidemiology



Incidence and Risk Factors of Uncomplicated Peptic 

Ulcer and Bleeding Peptic Ulcer Over a 10-Year Period 

Gururatsakul et al.

Â Single center time series retrospective review

Â uPUD decreased by 66% from 1997 to 2007, while BPU 
remained unchanged

Â GU increased significantly from 45% in 1997 to 63% in 2007 
(p<0.05) in BPU, while DU fell significantly from 58% to 42% 
(p<0.05) 

Â 74% of BPU were asymptomatic compared with 23% of uPUD 
(p<0.001)

Â Asymptomatic PUD patients were older amongst both BPU (73 
vs 67 yr, p<0.01) and uPUD (67 vs 54 yr, p<0.01)

Â NSAIDs/aspirin-related BPU increased over 10 years (51% to 
71%, p<0.02) and  were higher than in uPUD (19.2%, p<0.001)

Â Patients on aspirin, clopidogrel or calcium channel blockers 
were more often asymptomatic (p<0.001) 

Â On multivariate analysis, aspirin predicted BPU (p<0.05) and 
ulcers manifesting with complications but without dyspeptic 
symptoms (RR=0.65, CI 0.51-0.84, p<0.001) 

Conclusions: Over the last 10-years, the incidence of uPUD has decreased 

whereas BPU has remained stable. The majority of patients with BPU are 

asymptomatic whilst the majority of patients with uPUD had dyspeptic symptoms

Age appears to be a risk factor for the manifestation of ulcers without dyspepsia 

that ultimately manifest with life threatening BPU



Initial resuscitation



Does the Completion of Nasogastric Lavage (NGL) 

Improve Outcomes in GI Hemorrhage? 

Karsan et al.

Â Retrospective analysis at University-based VA medical center 
(1996-2007)

Â 395 patients (age= 64+14; Charlson Index=3.2+3; variceal=21%); 
61% had early NGL, 40% had early endoscopy, average LOS 
was 7.3 days, and 6.9% died

Â In logistic regression adjusting for multiple confounders, 
performance of NGL was associated with 
ü a 2.5-fold increase in early endoscopy (OR=2.5; CI=1.3-4.7), and 

ü a 6.2 hour reduction in LOS (CI=4.3-8.1 hrs)

ü Not a predictor of mortality

CONCLUSIONS: Performing NGL at initial triage may promote 
more timely process of care. NGL may serve to catalyze 

decision-making for earlier endoscopy, itself an important 
predictor of outcomes in GI bleeding



Erythromycin and Other Prokinetics in Acute Upper 

Gastrointestinal Bleeding? a Meta-Analysis 

Barkun et al.

Â Meta-analysis of all RCTôs 1990-2008 assessing 
prokinetic agents 

Â 434 citations yielding 3 fully published articles and 2 
abstracts, 371 patients (Erythromycin in 3, 
Metoclopromide in 2); suspicion of clots, EKG

Â No differences in
ü Units of blood MD=-0.48 (-0.97; 0.01)

ü hospital stay MD=-0.98 (-0.81; 0.85)

ü surgery OR=1.11; 95%CI (0.27 ; 4.67) 



Endoscopy Is Safe in Patients with Upper 

Gastrointestinal Hemorrhage and Low Hematocrit 

Balderas et al. 

Â Single center cohort study of 108 pts (age 47.7 ± 1.1;72 males) 
with UGIB; transfusion in 43

Â At endoscopy, mean HCT 29.4% (±0.7)
ü Hct >30% in 46 (43%)

ü 25.1 to 30% in 34 (31%)

ü 20.1 to 25 in 25 (22%), and 

ü < 20% in 5 (4%) 

Â 10% died 

Â No difference in mean HCT between deaths and survivors 
(25.5%±1.7 vs. 28.2%±0.9, p=NS)

Â No difference in outcomes noted between pts with HCT<30% 
and HCT>30% 

CONCLUSIONS: The outcomes in UGIB were not affected by HCT 
at endoscopy. HCT was <30% in 57% and < 25% in 28% of pts. 
Mortality and morbidity independent of the HCT. ?A ñrestrictiveò 

transfusion approach considering other published data that 
suggest an increased mortality with blood transfusions 



Is Really the Clinical Outcome of Non-Variceal Acute Upper 

Gastrointestinal Bleeding Different in Anticoagulated Patients? 

Ortiz et al.

Â Single centre 2006-2007 study of consecutive pts 
with UGIB 

Â Three cohorts 
ü receiving vitamin K antagonists (AC) n=43 (INR>3 in 25)

ü antiplatelet treatment (AP) n= 107

ü without anticoagulant or AP therapy (no ACAP) n= 242

Â Age 64±19 years (64% men); AC and AP patients 
were older than the controls; co-morbidity greater in 
AC cohort than ACAP 

Â No differences 
ü rebleeding (AC:11.6% AP: 7.5% NoACAP:9.1%)

ü urgent surgery (AC:2.3% AP: 1.9% NoACAP:1.2%)

ü mortality (AC:4.7% AP:5.6% NoACAP:5.8%)

ü No outcome differences even for INR>3.0 

ü Hospitalization greater in AC (3.24 d (1.22-5.26)) after 
adjustment)

CONCLUSION: Anticoagulated patients, including overanticoagulated 

patients, have similar clinical course that those without this treatment. 

Nevertheless, anticoagulation is associated with a longer hospital stay. 

This is partially explained by older age and increased comorbidity 



Impact of Elevated INR and of Low Platelet Count On 

Outcomes in Acute Upper GI Bleeding (UGIB) 

Barkun et al.

Â RUGBE database; assessed prognostic usefulness 
of presenting INR values or platelet counts 

Â 1869 patients (mean age 66.3±16.8, 38.1% female), 
mean INR 1.5 ± 1.7, mean platelet 251,000 ± 121,000 
109/L
ü 462 (24.7%) with elevated INR (>2.5 in n=142 (7.6%))

ü 118 (6.3%) patients had a platelet count under 100,000 109/ L 
with n=39 (2.1%) under 50,000 109/L 

Â Multivariable models of rebleeding did not yield 
significant predictive estimates for INR value or 
platelet count

Predictors of 

MORTALITY Point Estimate 95% Wald

Confidence Limits

AGE 1.036 1.015 1.058

Rebleeding 4.567 2.688 7.761

Worsening Health 

Status

0.117 0.036 0.386

Bright Red Blood  on 

rectal exam

2.584 1.499 4.453

Inpatient status 2.658 1.533 4.611

Low systolic blood 

pressure

0.984 0.974 0.994

Blood in NG tube 

aspirate

2.099 1.220 3.612

INR>1.5 1.896 1.096 3.278



Impact of Elevated INR and of Low Platelet Count On 

Outcomes in Acute Upper GI Bleeding (UGIB) 

Barkun et al.

Â Inadequate power re low platelet count 

Â Initial INR did not predict rebleeding, 

but did predict mortality* after 

correction for age & disease acuity 

ÂThe value of an elevated presenting INR 

may be in objectively characterizing co-

morbidities, and not in predicting 

rebleeding



Risk stratification



Clinical Judgement Versus Risk Scores for Predicting Outcome in 

Patients Bleeding from High Risk Peptic Ulcer. Preliminary 

Results of a Prospective Multicenter Study 

Brullet et al.

Â To compare the accuracy of Rockall, Baylor, 
Cedars-Sinai and Blatchford scores with 
endoscopistsô judgment for the prediction of 
outcome in PUB

Â 238 PUB patients at 3 centers treated over 2 
years

Â Combined endoscopic therapy (epinephrine 
injection plus polidocanol or clip) performed 
in 136 (57%) with high-risk ulcers

Â Rebleeding and mortality rates were 14% and 
5.1% 



Clinical Judgement Versus Risk Scores for Predicting Outcome in 

Patients Bleeding from High Risk Peptic Ulcer. Preliminary 

Results of a Prospective Multicenter Study 

Brullet et al.

Rebleeding

Mortality

CONCLUSION: Available risk scores did not add prognostic value to the clinical 

judgment of the endoscopist. 

In addition, both clinical judgment and risk scores missed 4-10% of patients who 

rebleed following endoscopic therapy. 

More accurate risk scores for prediction of rebleeding should be developed



Active Gastrointestinal Bleeding: Detection and 

Localization with Contrast-Enhanced Ultrasonography 

Manabe et al.

Â 32 patients (18 men; mean 69 yrs) with active 
GI bleeding enrolled

Â Injection of US contrast and pathologic GI 
lesions imaged by EUS for 2 min

Â cEUS identified extravasation in 19%

Â Sensitivity = 71%

Â Specificity = 96%

Â Accuracy = 91%

Â PPV = 83%

Â NPV = 92%

Conclusions: cEUS is accurate for detection 
and localization of bleeding sites in patients 

with active GIB 



Timing of 

endoscopy



Early Endoscopy Predicts Lower Mortality in 

Acute Gastrointestinal Hemorrhage 

Karsan et al.

Â VA medical center retrospective analysis 1996-2007

Â 395 patients (age=64+14; Charlson=3.2+3; 
variceal=21%)

Â 40% had early endoscopy, mean LOS was 7.3 days, 
and 6.9% died

Â Performance of early endoscopy was associated 
with a non-significant 47% reduction in mortality 
(OR=0.53; CI=0.17-1.5) but these patients had a lower 
initial BP (p=0.06), lower platelet count (p=0.008), 
higher transfusion requirement (p=0.04), and were 
more likely to be managed in the ICU (p<0.0001) and 
have varices (p=0.009)

Â After adjustment for confounding, the performance 
of early endoscopy was associated with an 85% 
reduction in mortality (OR=0.15; CI=0.04-0.71)

CONCLUSION: Performance of early endoscopy is a surrogate marker for 

bleeding severity. When adjusting for differences between patients 

receiving early vs. delayed endoscopy, performance of early endoscopy 

was associated with a striking reduction in mortality. 

These data provide additional support to the argument that early 

endoscopy should be standard of care in acute UGIB 



Endoscopic therapy


