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ÂEducational objectives

ÂCOI Disclosures and resolution

ÂPPI - ñoff labelò use in PUB/UGIB

ÂUpcoming update to International 

Guidelines



Overall management

VABCôs and adequate resuscitation

VEarly risk stratification
V pre-endoscopy

V at early endoscopy 

Very Low risk patients

V discharge home

All other patients
V admit

High-risk patients

V Endoscopic hemostasis 

V Initiate high-dose IV PPI

VConsider secondary prophylaxis
V H pylori testing and treating

V NSAID/COX2 use

V ASA use

Low-risk patients

V Initiate daily dose PPI



Should we bother using risk 

stratification scales?



The Rockall Score
Variable

0

Score

1 2 3

Age (yrs) < 60 60-79 Ó 80

Comorbidity No or mild 

coexisting

Moderate 

coexisting (e.g., 

hypertension)

Severe coexisting 

(e.g., CHF)

Life threatening 

(e.g., RF)

Hemodynamic 

status

No shock

P < 100

Syst BP Ó 100

P Ó 100 plus

Sys BP Ó 100

Hypotension

Diagnosis MW tear, normal 

endoscopy with 

no blood seen

All other 

diagnosis

Malignancy of UGI 

tract

Major stigmata 

of recent 

hemorrhage

None or dark 

spot

Blood in UGI tract

Adherent clot, visible 

or spurting vessel

Rockall, Lancet 1996



ROCKALL SYSTEM - REBLEEDING 

ACCORDING TO RISK SCORE CATEGORY
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Rockall et al. Gut 1996;38:316

Rockall score

Cumulative 

patients

with

rebleeding

Enns RA, W J Gastroenterol, 2006



The Glasgow-Blatchford 

Bleeding Score
Â GBS superior to 

total/clinical  Rockall 
scores (ROC curves, 
P<0.05)

Â 123 patients (22%) 
classified as low risk, 
with 84 (68%) were 
managed as 
outpatients safely

Â Proportion admitted 
fell (96% to 71%, 
p<0·00001)

Stanley, Lancet 2008



Can any patients be sent home 

directly from the emergency room?



Who can be sent home from the 

emergency room?

Gralnek, NEJM, 2008

These patients 

represent up

to 20-40% of 

all patients

presenting with 

PUB



Are prokinetics useful?



IV erythromycin / 

metoclopramide

Â Also decreased likelihood of blood in the stomach

Â No improvements in rebleeding, surgery, 
mortality, transfused units, or length of stay

Â EKG assessment beforehand if erythromycin

Â Nasogastric lavage ïRCT-proven yet requires 

orogastric insertion of  large-bore tube and may 

compromise the airway

Should not be used routinely, but can be used in selected cases



Should I start a PPI while awaiting 

endoscopy?



PPI pre-endoscopy
Omeprazole

N=314 (187 PUD)

Placebo

N=317 (190 PUD)

P value

Re-bleeding 3.5% (11) 2.5% (8) NS

Surgery 1.6% (3) 2.1% (4) NS

Mortality 2.5% (8) 2.2% (7) NS

Endo Rx 19.1% (60) 28.4% (90) 0.007

Hospital stay < 3 days 60.5% (190) 49.2% (156) .004

Endo stigmata:

- Active bleeders

- NBVV

- Clots

- Flat pigments

- Clean base

6.4% (12)

12.3 (23)

3.7% (7)

13.4% (25)

64.2% (120)

14.7% (28) 

16.3% (31)

5.8% (11)

15.8% (30)

47.4% (90)

P=0.01

NS

NS

NS

P=0.001
Lau NEJM 2007

These data confirmed in meta-analysis Dorward, 2006



Cost-effectiveness issues

Al Sabbah, CGH, 2008



So what to do? 

- subgroup selection

Â Efficacy at best marginal, so PPI should NOT

replace the role of adequate resuscitation and 

early endoscopy

Â Can provide PPI before endoscopy or not; more 

likely to be cost-effective IF:

ü Delay to endoscopy (over 16 hours)

ü Patient more likely to be bleeding from

Á a non variceal source

Á high-risk lesion (hematemesis, bloody NGT)

Â If you are going to use, high-dose preferred

Barkun AN, GI Endosc 2008



What is the optimal timing of 

endoscopy?



The benefits of early endoscopy

Â Early endoscopy (first 24 hours) allows for 
ü safe and prompt discharge of patients classified 

as low risk

ü improves patient outcomes for patients classified 
as high risk

ü reduces resource utilization for patients classified 
as either low or high risk

Â Recent observational data suggest early 
endoscopy decreases the need for surgery 
and may improve mortality

Barkun 2003, Ananthakrishnan CGH 2009, Cooper 2009



After-hours endoscopy

Â NVUGIH patients admitted on weekends had 
ü a higher adjusted in-hospital mortality (odds ratio [OR], 

1.21; 95% confidence interval [CI], 1.09 ï1.35), and

ü were less likely to undergo early endoscopy within 1 day of 

hospitalization (OR, 0.64; 95% CI, 0.61ï0.68)

Â Early endoscopy was associated with 

significantly shorter hospital stays (NVUGIH, 

1.08 days; AVH, 2.35 days) and lower 

hospitalization charges (NVUGIH, $1958)

Ananthakrishnan, CGH, 2009; Shaheen, CGH, 2009



What about an elevated INR and 

endoscopy?

Â A  presenting INR >1.5 does not predict rebleeding, 
yet is an independent predictor of subsequent death 
following an admission due to NVUGIB

Â Correction of INR to 1.8 as part of intensive 
resuscitative measures may improve mortality

Â Endoscopic treatment may be safely performed in 
patients with an INR of <2.5 

ñIn patients on anticoagulants, correction of 
coagulopathy is recommended but should not delay 

endoscopyò

Barkun DDW 2009, Wolf AJG 2007, Baradarian AJG 2004, Choudari Gut, 1994



What is the optimal method of 

endoscopic hemostasis? 



Hemostatic modalities



Which is the best endoscopic 

hemostatic modality?

Calvet Gastroenterology 2004, Marmo Am J Gastro 2007, Sung Gut 2007, Laine CGH 2008, Barkun GIE 2009

Not

injection 

alone

Thermal alone

or clips alone 

as good as

inj + thermal?



What about a patient with 

an adherent clot?



Why the controversy
about adherent clots?

Laine, Gastroenterology, 2005; 129: 2127
Kahi et al, Gastroenterology 2005; 129: 855

ÞMarked variability in study design

ÞProblems with statistical analysis

Þ In populations with high rates of
re-bleeding with clots*, 
endoscopic therapy is likely to 
decrease
re-bleeding

ÞHowever, high quality blinded, 
trials indicate that the use of 
modern ñintensiveò PPI therapy 
without endoscopic therapy in 
patients with clots may result in 
extremely low rates of re-bleeding 
(0/86, 2 studies) 

ÞThe addition of endoscopic 
therapy may/not significantly 
improve these results

Study Group n Re-bleeding

n (%) 

Conclusion

Jensen, 1995 Endo Rx

Med Rx
17

10

6 (35.3)

3 (30.0)
No difference

Gonzalez-

Huix, 2000

Endo Rx

Med Rx
34

33

3 (8.8)

13 (39.4)
Endo Rx better

Jung, 2002 Endo Rx

Med Rx
10

9

3 (30.0)

3 (33.3)
No difference

Jensen, 2002 Endo Rx

Med Rx
15

17

0 (0)

6 (35.3)
Endo Rx better

Bleau, 2002 Endo Rx

Med Rx
21

35

1 (4.8)

12 (34.3)
Endo Rx better

Sung, 2003 Endo Rx

Med Rx
15

24

1 (6.7)

0 (0)
No difference

../../../../../../../../../../Program Files/TurningPoint/2003/Questions.html


What is the role of a routine 

second-look endoscopy?



Results

ÁRebleeding was significantly decreased 

by routine second-look endoscopy

ÁAs was surgery OR=0.43; (0.19;0.96) 

ÁBut not mortality OR=0.65; (0.26;1.62) 

Study or Subgroup

Chiu 2003

Chiu 2006

Lee 2005

Messman 1998

Saeed 1996

Villanueva 1994

Total (95% CI)

Total events

Heterogeneity: Chi² = 5.61, df = 5 (P = 0.35); I² = 11%

Test for overall effect: Z = 2.39 (P = 0.02)

Events

5

5

7

11

0

11

39

Total

100

80

70

52

19

52

373

Events

13

8

12

9

5

15

62

Total

94

84

73

53

21

52

377

Weight

23.3%

13.4%

19.4%

12.9%

9.4%

21.7%

100.0%

M-H, Fixed, 95% CI

0.33 [0.11, 0.96]

0.63 [0.20, 2.02]

0.56 [0.21, 1.53]

1.31 [0.49, 3.49]

0.08 [0.00, 1.50]

0.66 [0.27, 1.62]

0.59 [0.38, 0.91]

Second-look endoscopy Other Odds Ratio Odds Ratio

M-H, Fixed, 95% CI

0.01 0.1 1 10 100

Favours Second-endoscopy Favours other

BUT when taking into account trial limitations, study heterogeneity (both clinical 

& statistical), and current standard of high-dose IV PPI, this approach should

probably be reserved to selected patients at especially high risk of rebleeding



What is the role of PPI therapy 

following endoscopy? 



Effect of PPIs on outcomes in

patients with PUD bleeding

*Number of trials
0 0.5 1 1.5 2

Re-bleeding (19*)

Surgical Intervention (17*)

Outcome at 30 days after randomization
Odds Ratio (95% CI)

Mortality (9*)

0.53

0.46

0.59

Favors PPI Favors control

Modified from Leontiadis et al, The Cochrane Database of Systematic 
Reviews 2005 + update in 2006; Barkun et al., AJG 2004

PPI improve mortality in patients w HRS only if they 

have initially undergone endoscopic haemostasis (i.e.: 

mainly high dose IV)

Also, these findings have been confirmed 

in a ñreal-lifeò setting



What about the role of low doses 

of IV PPI?

Andriulli, AJG 2008; Barkun, AJG 2009

ÁSystematic bias in ascertainment of rebleeding?

ÁQuestions raised about the adequacy of blinding

ÁConfounding attributable to selective use of second-look

ÁNo per-site adjustment to account for variations in care, including 

endoscopic therapy



How should I diagnose H pylori in 

this setting? 



Diagnostic test performance in 

the acute setting

0
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Best to confirm a negative test outside the acute setting



How do I manage the patient on 

NSAIDs? 



PUD bleeders who need an NSAID

Lanza Am J Gastro, 2009; Rostom, APT, 2009.

Â If past PUD bleed, treatment with a traditional 

NSAID plus PPI or a COX-2 inhibitor alone is 

still associated with a clinically important 

risk of recurrent ulcer bleeding



What about the patients having bled 

on ASA? 



PUB bleeder on ASA ïacute 

management

Â ASA non-adherence/withdrawal carries a 3x 

risk of major adverse cardiac events

Â The delay to the thrombotic event is usually 

7-10 days

Â Immediate reintroduction of ASA is 

associated with 

ü a statistically non significant increase in recurrent 

PUD bleeding, BUT

ü ASA discontinuation causes significantly 

increased CV mortality 

Biondi-Zoccai GG, Eur Heart J, 2006; ; Aguejouf O. Clin Appl Thromb Hemost. 2008 ; Sibon I, 

Neurology. 2004. Burger W, J Intern Med. 2005; Sung J, Gut (abstract) 2007; Ng, APT, 2004.


