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• 70-year-old male, presented at peripheral Hospital with chest pain, refers 
intermittent black stools for 2 weeks.

• History of dyslipidemia, T2DM, hypertension, atrial fibrillation on anticoagulation, last 
dose of Xarelto yesterday evening.

• No abdominal pain, vitals signs stable. 
• Hb 79 (164 nine months ago), normal platelets, MCV  71. 

• Cardiology consulted:  demand ischemia secondary to anemia NYD

• Plan? 
Blood transfusion x 2, IV fluids, hold anticoagulation, IV PPI infusion. 
EGD tomorrow at local hospital, if any changes please call back.
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Initial Management

•Does the patient needs high level of care?

•When to perform Endoscopy?
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Important developments over past 30 yrs
(changed the incidence and outcomes of 

UGIB)

- Introduction of oral PPIs 
- Recognition of H.pylori
- Progress in diagnostic/therapeutic 

endoscopy
- Restrictive blood transfusion policies
- Better management of ICU patients

Risk factors are more common

- Ageing population
- Increased prevalence of comorbidities 

(cardiovascular, renal)
- Increased use of NSAIDs, antiplatelets, 

anticoagulants
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Initial evaluation and risk stratification

• Thorough history and physical examination
• Chronicity, onset
• Description and intensity of symptoms
• Previous episodes of GI bleed?
•Medications, comorbidities, alcohol?
• NSAIDs, anticoagulation, antiplatelets, SSRI inhibitors
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Physical examination

• Patient appearance and vital signs.

• Resting tachycardia.

• Additional signs of blood loss: hypotension, tachypnea, oliguria, 
confusion, lethargy.

• Complete abdominal examination and DRE
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Severe upper GI bleeding
• Evidence of hemodynamic compromise: 

- Aggressive volume resuscitation, decrease in hemoglobin level of at 
least 20 g/L or a hemoglobin level < than 80 g/L often requiring blood 
transfusion. 

- CBC, electrolytes, creatinine, LFTs, INR
- Initial hemoglobin level may be falsely normal*
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• Acute GI bleeding: usually normocytic anemia

• Low platelets/ elevated INR

• Patients with signs of upper GI bleed should be stratified based on all 
factors on their clinical presentation. 

• Several scoring systems may help guide risk stratification but are not to 
replace the clinical evaluation.
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Initial Management
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Initial Management

• Two large IV peripheral catheters
• Endotracheal intubation: high-risk of aspiration
• Aggressive fluid resuscitation
• Correction of coagulopathy

- Substantially decreases mortality -
Am J Gastroenterol 2004
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Initial Management
• Blood transfusion: Hemoglobin < 70 g/L

Unstable coronary artery disease, active, ongoing bleeding
• Platelet transfusion? <50,000
• INR  <2.5 for urgent endoscopy
• Continuous IV PPI infusion
• Erythromycin?
• Octreotide
• Ceftriaxone
• Antiplatelets, anticoagulants, NSAIDs

15

16



1/20/23

9

• Within 24 hrs?

• Within 12 hours?

• What about unstable patients with 
comorbidities?
Within 6 hours?
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3 Randomized controlled trials (RCTs) on timing of endoscopy in UGIB :1996,1999, 2004
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• Nationwide cohort study of prospective patients admitted with UGIB from peptic ulcer

• Patients stratified according to hemodynamic instability and ASA score
• Logistic regression: identification of optimal timing for endoscopy and association with mortality.
• 12,601 patients included

Results

• ASA score 1-2,  stable patients: no association with mortality
• Unstable, ASA score 3-5:  Endoscopy 12-36 hours after admission =  lower mortality 
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“ Our findings suggest that in these 
patients, a period of time to optimize 
resuscitation and manage comorbidities 
before endoscopy may improve the 
outcomes” 
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Urgent endoscopy group: endoscopy within 6 hours of GI consultation
Early endoscopy group: endoscopy between 6 and 24 hours
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• 598 patients with overt signs of upper GI bleeds (those with melena, hematemesis or 
both) and with an admission GBS 12 or higher.

• Score of 12 or more constituted to about 20% of patients in this cohort. The need
for endoscopic therapy in this subgroup was 48%. 

• Mortality was around 16%. Patients who remained hypotensive despite initial 
resuscitation were excluded. These patients required urgent intervention. 

• The primary endpoint to this RCT was mortality from all causes within 30 days

• PUD: 60 %  Varices: 10%
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Urgent endoscopy: <6h from consult
Early endoscopy: 6-24 hours from consult

No statistically significant difference between the two groups in 30 day 
mortality or re-bleeding risk.
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Limitations

• These interventions were performed under ideal conditions in a highly selected 
population. 

• The study was performed in a single university hospital. 

• A risk score with high accuracy to predict the need for urgent endoscopy (earlier 
than 24 h) is required. Such a score will likely include hypotension and other signs of 
ongoing hemorrhage.
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Guo CLT, et al. Gut, 2022
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• 70-year-old male, presented at peripheral Hospital with chest pain, refers intermittent 
black stools for 2 weeks.

• History of dyslipidemia, T2DM, hypertension, atrial fibrillation on anticoagulation, last dose 
of Xarelto yesterday evening.

• No abdominal pain, vitals signs stable. 
• Hb 79 (164 nine months ago), normal platelets, MCV  71. 

• Cardiology consulted:  demand ischemia secondary to anemia NYD

• Plan? 
Blood transfusion x 2, IV fluids, hold anticoagulation, IV PPI infusion. 
EGD tomorrow at local hospital, if any changes please call back.
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• GI at peripheral hospital:

• 78M with AF (on rivaroxaban) presenting earlier today with CP + SOB + two week history of 
intermittent melena stools, However, on reviewing symptoms with the patient, he denies 
black stools and tells me that they have been formed and dark.

• Hgb 79 on arrival (last checked in April 2022 - 164), MCV 71, ferritin 3
• GI History:
• Colonoscopy in 2010: four polyps removed (one TA, 3 HP)

• Plan:
• - Continue IV PPI
• - NPO at midnight for EGD tomorrow
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• Inpatient consult  @ 3 pm (new melena, started 24 hours ago): 
• Mr. O. is a 95 y/o male with a history of hypertension, T2DM, dyslipidemia, cognitive 

impairment, remote CVA on ASA, admitted to GIM on Dec 30 for severe AKI (Cr 422 from 
baseline 100), hyperkalemia, and COVID. 

• Hb 125          109           102

• Vital signs stable

• Plan: 
• Start IV PPI infusion
• EGD tomorrow am
• Next day:  Hb 85 @ 7 am
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Suspected Variceal Bleeding
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Gastroenterology 2020;159
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Key Points

• Upper GI Bleeding (UGIB) continues to be a common reason for 
inpatient hospital admission.

• Patients with UGIB should be risk-stratified and urgency of intervention 
should be based on likelihood of decompensation and mortality. The 
optimal timing for endoscopy appears to be between 6-24 hours of 
presentation.

• 30-day mortality has decreased because of advancement in risk 
stratification  and treatment of UGIB.
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Tertiary Centre Referral 

- Complex patients with multiple co-morbidities and evidence of ongoing 
bleeding.

- High suspicion of variceal bleeding.

- Unstable patients with evidence of ongoing bleeding.

- Unable to find the source on initial endoscopy and evidence of ongoing 
bleed.
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