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ABSTRACT

Background: UGI bleeding is one of the most common encountered emergencies in day to day prac-

tice.  Criteria for early endoscopy had been published for years but it may not be proper for all hospitals in Thailand.

Objective: To evaluate usefulness and cost effectiveness of early endoscopy in diagnosis and treatment

in the patient groups.

Methods: A prospective study was performed to find the result of early endoscopy in patients who

admitted with UGI bleeding during the year 2006-2007.  1,341 patients (791 men, 550 women) with UGI bleeding

underwent urgent endoscopy.  We classified patients into 3 groups : group I : patients who had endoscopy after 24

hrs , group II : patients who had endoscopy between 12-24 hrs and group III : patients who had endoscopy within 6-

12 hrs.  The datas including endoscopic findings, therapeutic methods and outcomes were collected and compared

among the three groups.

Results: Majority of patient was over 50 yrs.  Most of bleeding sites were bleeding peptic ulcers and

bleeding esophageal ulcers.  Stigmata of active and recurrent bleeding especially large varices were found more in

group II and III patients.  Five patients with variceal bleeding died from sepsis and hepatic failure.

Conclusion: Within 24 hrs endoscopy is the proper time after resuscitation.  The finding showed the

evidence of active and stigmata of recurrent bleeding, Available interventional equipments should completely pre-

pared before endoscope in these patients’ group.  Outcome of within 24 hrs endoscopy were slightly higher in

hospital cost, but not in length of hospital staying.  Patients with low-risk lesions found on endoscopy (group I) can

be discharged earlier or treated safely as an outpatient and less expensively compared with hospitalized patients.
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Upper gastrointestinal bleeding (UGI) is one of

the most common indication for emergency GI endos-

copy.  Although advance endoscopy was introduced

for many years, however with very limited resource,

physicians in Thailand who are not GI specialist and

practicing outside the University hospital still had prob-

lem regarding time to triage and selecting the appro-

priate therapeutic option for patient with acute UGI

bleeding.  Normally, the mortality rate of UGI bleed-

ing was about 5-14% and increased in patient age over

60 years and those with multiple comorbid condi-

tions.(1,2)  UGI bleeding from peptic ulcer disease is

responsible for over 2.5 billion us dollar in health care

cost in USA each year.(3)  It cost more than 10 million

baths each year in Sawan Pacharak Hospital.(2,4)  The

meaning was morbidity and mortality associated with

UGI bleeding result in significant utilization of health

care resource.

Many standard practice guidelines specify that

patient with continued or massive UGI bleeding should

undergo an urgent endoscopy to treat active bleeding,

also to prevent the recurrence of bleeding, and to re-

duce the mortality rate(5,6) and this has to be done with

the appropriate therapy.

Many studies in UGI bleeding showed the ben-

efit of early endoscopy in majority of patients regard-

less of high or low risk group since it can reduce the

cost of hospitalization.  In addition, the mortality rate

in high risk group(6) was lower than a group who un-

derwent delayed endoscopy.(7)  Moreover, low risk pa-

tient without significant bleeding stigmata can be man-

aged safely as outpatient(6,8) when compared with a con-

ventional routine admission and observation for 2-3

days.

This study attempt to validate the endoscopic find-

ings at different times of endoscopy, the rate of thera-

peutic endoscopy requirement, the clinical outcome and

morbidity and mortality rate of UGI bleeding patients

who underwent urgent endoscopy at Sawan Pacharak

Hospital.

PATIENTS AND METHODS

There were 4,024 patients with age over 18 yrs

underwent UGI endoscopy during 2006-2007 at Sawan

Pacharak Hospital.  Of these, there were 1,341 patients

(791 cases were men, 550 cases were women) got

admitted and underwent UGI endoscopy for the indi-

cation of UGI bleeding.  These patients were divided

into 3 groups as follow;

Group I was patients who had endoscopy per-

formed over 24 hrs after admission

Group II was patients who endoscopy per-

formed within 12-24 hrs after admission

Group III was patients who endoscopy per-

formed 6-12 hrs after admission

The criteria for select patient groups depend on

clinical finding and physician judgment.

The clinical criteria were(8)

Evidence of hypovolemia

Need blood transfusion

Syncope

Heart rate more than 100 /min.

These criteria did not include laboratory result and

endoscopic component in its risk stratification sys-

tem(9,10) because of decision for early endoscopy should

be based on clinical judgment empower the outcome

of clinical intervention.  Patients in group II and III

were classified according to the endoscopists’ discre-

tion.

Pre-endoscopic evaluation

A personal medical history was obtained from

every patients, especially history of NSAIDs use,

alcoholic consumption.  Physical examination was

performed. Data on presenting symptoms, pre-resus-

citation vital signs including blood pressure and heart

rate, volume status, concurrent and past illness, and

medical history were collected.

Endoscopy technique

Endoscopy was performed mainly at the endos-

copy room of Sawan Pacharak Hospital.  Bedside en-

doscopy was performed only in cases with unstable

vital signs Endoscopic findings were reported by us-

ing a standard format.  Patients with gastric or duode-

nal ulcer were tested for Helicobactor pylori infection

by rapid urease test (CLO test ), endoscopic biopsies

for histology was done in whom we suspected of ma-

lignancy.  Endoscopic therapy was performed in the

setting of active bleeding or a non-bleeding visible ves-

sel according to the recommendation of American so-

ciety of gastrointestinal endoscopy.(4)

The choice of therapy was selected by the indi-

vidual endoscopist based on the endoscopic finding and

patient condition.(11,12)  No endoscopic therapy was per-

formed for ulcers with a clean base, pigmented spot.

Adherent clot was irrigated to identify the underlying
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lesion and treated accordingly.  Clot that was not clear

by water irrigation was left without further therapy

unless active bleeding occurred.

RESULTS

Almost of the patients in all groups was age over

50 years.  Some of them had co morbidity, especially

cardiovascular diseases.  Patients risk factors were

mainly alcohol consumption and NSAIDs use.  Patients

with NSAID use were found more in group I and II

than group III (Table 1).

Endoscopic findings in group III were more bleed-

ing esophageal varices.  Gastric ulcer, duodenal ulcer,

and gastritis were equally distributed among the three

groups (Table 2).

The rate of positive urease test in this study var-

ied from 29.7-53.5% , high rate positive found in group

II (53.3%)

Over 60% of all groups, site of UGI bleeding were

bleeding from gastric and duodenal ulcers.  Patients in

group III who consumed more alcohol had a higher

incidence of esophageal variceal bleeding and Mallory-

Weiss tear than other groups (Table 2).

The most common site of pathology was located

in the stomach (68.4%).  Another one third of the le-

sions were located in the esophagus and duodenum.

(Table 3)

The majority of varices lesion in esophagus were

F2 (Table 4) and founded mostly in cirrhotic patients

who consumed alcohol for long time, caused variceal

hemorrhage.  Every patients who had active or recent

bleeding by stigmata of variceal bleeding (SRH), en-

doscopic variceal ligation with multiple-band firing

device with the technique described elsewhere was

done.(12)  In this study we did not used endoscopic scle-

rotherapy to treat variceal bleeding.  There were four

Table 1. Demographic data of patients in 3 groups.

Group I Group II Group III

Male 229 cases Age 56 yrs 289 cases Age 55.3 yrs 273 cases Age 51.5 yrs

Female 229 cases Age 67 yrs 193 cases Age 60.2 yrs 128 cases Age 62.1 yrs

Age average 61.5 yrs 57.3 yrs 54.9 yrs

Alcohol intake 10.5% 17.5% 24%

NSAIDs used 64.9% 67.5% 35%

H. pylori + ve 35.8% 53.3% 29.7%

Table 2. Caused of bleeding.

Group I Group II Group III

(%) (%) (%)

Gastric Ulcer 53 55.7 51.2

Duodenal ulcer 16.4 14.8 16.2

Esophageal varices 8.4 9.6 16.8

Gastritis 13.8 8.9 4.2

Mallory-Weiss tear 0 2.8 4.2

Esophagitis or ulcer 0 1.4 0.8

Malignant lesion 5.2 3.3 0

Dieulafoy 1 1.2 2.3

Vascular lesions 0 0.7 3.3

Unknown 2.2 1.6 1

Table 3. Endoscopic findings.

Endoscopic finding Number of lesions %

Esophagus 371 18.9

Stomach 1,340 68.4

Duodenum 249 12.7

Table 4. Esophageal findings.

Esophagus Group I Group II Group III

Ulcer 0 8 4

Esophagitis 0 4 8

Mass 0 0 0

Hernia 0 0 0

F1 37 41 52

F2 28 56 81

F3 4 0 12

Mallory-Weiss tear 0 16 20
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episodes recurrent bleeding of esophageal varices dur-

ing the same admission and all required repeated en-

doscopy.  The technique of repeat endoscopy was more

difficult than the initial one but it was able to control

majority of recurrent bleeding.  After successful treat-

ment, every patients who did not had contraindication

to beta blocker, received long term oral propanolol.

The patient who has ascitis and UGI bleeding also re-

ceived antibiotic prophylaxis for spontaneous bacte-

rial peritonitis.

Mallory-Weiss (MW) tear cases were treated by

adrenaline injection first if the bleeding did not stop

completely after injection(4), according to the standard

guideline(5), a bipolar probe was applied to stop the

refractory bleeding.

Most of the MW tear were located near

cardioesophageal junction at stomach side.(18)

More than 60% of group I and II used NSAIDs,

acute gastritis was found more in these group and as-

sumed as cause of bleeding.(13,14,19)  Severe portal hy-

pertensive gastropathy was also found in accordance

with many esophageal varices but there was no active

oozing seen from this lesion. (Table 5)

The stomach was the main site of bleeding.  An-

trum and prepyloric area were the common site of gas-

tric ulcer bleeding in all groups.  Some patients had

more than two ulcers in the same area.  Two patients

had more than eight ulcers. (Table 6)

Apart from gastric ulcer, gastric mass, GAVE and

Dieulafoy lesion were the most common gastric lesions

detected in non-variceal bleeders.  Majority of masses

(90%) were later confirmed as malignant.  We had very

difficult time to control the bleeding due to active ooz-

ing lesion of the mass. (Table 7)

When compared with lesion in stomach, endo-

scopic finding in duodenum were accounted for 14-

16% of all lesions and most of the lesions were ulcers

and duodenitis.  They were usually found in accordance

with gastric ulcers.  There were four cases had only

lesion in duodenum. (Table 8)

The finding showed that patient group II, III had

higher number of SRH than group I.  All active bleed-

ing, oozing lesion and NBVV received endoscopic

therapy.  We used dual therapy to stop bleeding be-

cause the reports of high rate of rebleeding by using

monotherapy.(12)  In adherent clots cases, we used vig-

orous irrigation as described elsewhere(16,17), if the clots

could not be removed then adrenaline injection at least

four sites around the ulcer was performed and patient

was sent back to the floor before a second look endos-

copy in the next day The endoscopic findings during

the second endoscopy were pigmented ulcer and clean

based ulcer. (Table 9)

Adrenalin injection was an initial method that we

used especially in active bleeders.  The second therapy

that we offered as a dual treatment was either bipolar

coagulation or an argon plasma coagulation.  We used

hemoclip occasionally since majority of lesions in this

Table 5. Stomach lesions : Gastritis and gastropathy in all

three groups.

Gastritis Group I Group II Group III

Gastritis 101 56 4

Hemorrhagic gastritis 36 28 4

Erosive gastritis 16 24 16

Gastropathy 44 60 84

Table 6. Stomach lesions : Locations of gastric ulcer in the three groups.

Ulcer Group I Group II Group III

Fundus 0 8 16

Body 20 52 56

Lesser curvature 12 24 12

Greater curvature 0 0 0

Incisura angularis 4 24 12

Antrum 77 92 76

multiple ulcers = 16

Prepylorus 92 120 72

multiple ulcers = 28 multiple ulcers = 52 multiple ulcers = 23

Pylorus 0 4 0
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still bled despite aggressive ligation during the first

attempt.  Those underwent second and third endoscopy

within 2 days(25).  Five patients developed hepatic en-

cephalopathy and died from infection. (Table 10)

UGI bleeding ,the average length of hospital stay

(LOS) in Sawan pacharak hospital during this period

was 5.12 days (All patients with UGI bleeding who

admitted during this period , including the patient whom

not embraced in this study or who had not done the

endoscopy) , they all were not different compared with

group II and III.  The average hospital cost was 16,835

bahts.  This cost was slightly highev in group III, it

meight be from patient severity and cost of treatment

option.

Overall mortality rate in this study groups was

0.37% (Table 11) compared with 6.28% in average

mortality of UGI bleeding.

DISCUSSION

Our hospital is a tertiary referral center ,which

takes care of complicated and referred cases from other

hospitals around.  In our study, we found that the most

common causes of UGI bleeding were NSAIDs in-

duced upper GI tract injury and variceal bleeding.

Group I. We found endoscopic finding com-

patible with clinical signs and symptoms.

For instance, when there was no sign and symp-

tom of hypovolemia, the detected lesions were low risk

stigmata like clean based ulcer and pigmented spot ul-

cer.  Apart from ulcer, acute gastritis was the most com-

mon finding and all of them had a history of NSAIDs

use.

We supposed that these might be the sites of bleed-

ing but they lost stigmata rapidly and from healing of

the bleeding point, this reflected good prognosis.  This

might be true for some ulcers who delayed endoscopy

beyond 24 hrs.(14)

Group II. We found SRH more than group I

including esophageal varice bleeding or high risk ul-

cer bleeding.

Group III. Patients had more esophageal va-

riceal bleeding and bleeding ulcers than the other

groups.  In this group we must fully prepared equip-

ments for intervention since the risk of uncontrolled

bleeding was very high.  Some of those who failed the

first intervention were sent back again for a second

endoscopy after additional fluid resuscitation and ad-

equate.

Table 7. Demonstrating non-ulcer lesions in stomach.

Non ulcer Group I Group II Group III

GAVE 0 4 12

Dieulafoy 4 7 11

Vascular ectasia 0 0 4

Mass 20 19 0

Polyp 0 3 0

Table 8. Duodenal lesions.

Duodenum Group I Group II Group III

1st part 66 89 72

2nd part 0 4 11

Table 9. Stigmata of recent bleeding in non-variceal lesions.

Stigmata Group I Group II Group III

Active 0 0 27

Oozing 0 0 8

NBVV 0 15 8

Adherent clots 0 14 12

Pigmented ulcer 4 28 32

Clean based 236 305 212

Table 10. Techniques for therapeutic endoscopy.

Intervention Group I Group II Group III

Adrenalin injection 4 22 31

Ligation banding 0 37 109

APC 0 3 16

Bipolar 0 9 33

Clip 0 1 2

Table 11. Impact of UGI bleeding.

Average(24) Group I Group II Group III

LOS (days) 5.12 7.1 5.6 5.1

Cost /case (Baht) 16,835 12,440 14,139 17,808

Mortality (%) 6.28 0 (0) 2 (0.42) 3 (0.75)

series were located more laterally and we felt that it

was difficult for an en-face treatment by a hemoclip.

(Table 10)(14)

We used multiple-band firing device with self

loading for variceal control.  We had five patients who
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The positive rate of urease test in this study were

lower than non-bleeding ulcers could be explained by

the effect of intravenous proton pump inhibitor (PPI)

that used in high risk patients, PPI and blood in stom-

ach can buffer the effect of urease activity.  All posi-

tive cases were treated with triple therapy to reduce

ulcer recurrent and rebleeding.(26)

CONCLUSION

In our study we did not find mortality in group I

patients.  Group III patients had impact on cost of treat-

ment although they had a short hospital days, these

might be from disease severity and cost of endoscopic

treatment.

In our study, we found that although the cost of

treatment were not lessened in group II and III but it

showed significant low mortality when compared with

conventional treatment

In conclusion, our study supports the guideline

for urgent endoscopy in all subjects with UGI bleed-

ing to reduce overall mortality,(3,5) negative endoscopic

finding,(13) the hospital days,(11,21) the hospital cost.(1,2)

However, detailing in how urgent is still required

more data.
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