[image: image1.png]rmnC

MAKATI MEDICAL CENTER




MAKATI MEDICAL CENTER

Clinical Pathways
Department: Medicine – Gastroenterology                       Effective Date:  February 11, 2008
Subject:   Upper GI Bleed                                                 Revision No. 0 


                                                 Page No.  

[image: image2.png]rmnC

MAKATI MEDICAL CENTER





THE ROLE OF ENDOSCOPY IN ACUTE NON-VARICEAL UPPER-GI HEMORRHAGE:  ASGE GUIDELINE

DEFINITION

Upper GI bleeding refers to GI blood loss whose origin is proximal to the ligament of Treitz. 

a. Acute UGIB can manifest as hematemesis, ‘‘coffee ground’’ emesis, the return of red blood via a nasogastric tube, and/or melena with or without hemodynamic    compromise.

b. Hematochezia (bright red blood per rectum) may occur in patients with extremely brisk UGIB

INITIAL ASSESSMENT AND TREATMENT

Patients with UGIB should undergo stabilization and resuscitation before the initiation of endoscopic therapy. (C)

The initial assessment should focus on the patient’s vital signs, the presence or the absence of hypovolemia and/or shock, and other medical comorbidities.

A thorough review of any medications the patient may be taking, with special attention to the use of anticoagulants, antiplatelet agents, or medications associated with GI hemorrhage (e.g., nonsteroidal anti-inflammatory drugs [NSAID]) should be performed.

Initially, crystalloid fluids should be infused to maintain adequate blood pressure. Blood products such as packed red blood cells should be transfused in patients with evidence of ongoing active blood loss or patients who have experienced significant blood loss or cardiac ischemia.

Patients with evidence of severe hypovolemia, shock, or ongoing blood loss manifesting as hematemesis or frequent melena should be admitted to an intensive care setting. 

Antisecretory therapy with a proton pump inhibitor (PPI) is warranted, and this can be done

intravenously or orally. Patients with ongoing, significant hematemesis or those who may not be able to protect their airway for any reason and are at risk for aspiration should be considered for endotracheal intubation before undergoing endoscopy.(B)
Oral omeprazole, 40mg administered every 12 hours for 5 days, was effective in reducing bleeding and the need for surgery. 
Somatostatin and its analogue octreotide reduce portal venous blood flow and arterial flow to the stomach and the duodenum, while preserving renal arterial flow.3-5 IIt reduced the risk of continued bleeding and the need for surgery, and that these agents are more effective in peptic ulcer bleeding than for nonpeptic ulcer bleeding (i.e., hemorrhagic gastritis).6(A) 
Clinical risk factors for poor outcomes
1. Older age (>60 y)

2. Severe comorbidity

3. Active bleeding (witnessed hematemesis, red blood per nasogastric tube,    

    hematochezia)

4. Hypotension or shock

5. Red blood cell transfusion >6 units

6. Inpatient status at time of bleed

7. Severe coagulopathy

ROLE AND EFFECTIVENESS OF ENDOSCOPY IN THE MANAGEMENT OF UGIB


Endoscopy in patients with UGIB is effective in diagnosing and treating most causes of UGIB and is associated with a reduction in blood transfusion requirements and length of intensive care unit and total hospital stay.7 (A)

Early endoscopy (within 24 hours of hospital admission) has a greater impact than later endoscopy on length of hospital stay and requirements for blood transfusion.8
Intravenous erythromycin (250 mg IV bolus or 3 mg/kg over 30 minutes) 30 to 90 minutes before EGD promotes gastric motility and emptying of gastric contents and can significantly improve the quality of the examination with regard to mucosal visibility.9,10 (A)        
ENDOSCOPIC PROGNOSTIC FEATURES

Stigmata of ulcer hemorrhage and risk of recurrent bleeding without endoscopic therapy

Stigmata



Risk of recurrent bleeding without therapy

Active arterial (spurting) Bleeding 


Approaches 100%

Non-bleeding visible vessel

(‘‘pigmented protuberance’’)



Up to 50%

Non-bleeding adherent clot 



30%-35%

Ulcer oozing (without other stigmata)


10%-27%

Flat spots 





<8%

Clean-based ulcers 




<3%

     Endoscopic therapy is indicated for patients found to have actively bleeding or spurting arterial vessels and for those with a non-bleeding visible vessel (i.e., pigmented protuberances) in an ulcer.11 (A) Adherent clot seen in an ulcer has shown benefit to endoscopic clot removal and treatment of an underlying lesion instead of observation alone.13 Flat, pigmented spots or lesions with slow oozing of blood without other stigmata have not been definitively shown to benefit from endoscopic therapy. Clean-based ulcers have an extremely low recurrent bleeding rate and do not require endoscopic treatment.12
Endoscopic treatment modalities for GI hemorrhage

Injection methods. 

The method of action of injection therapy is primary tamponade because of volume effect, with some agents having a secondary pharmacologic effect (normal saline solution and epinephrine). Sclerosants such as ethanol, ethanolamine, and polidocanol cause direct tissue injury and thrombosis. Agents also can be used in combination (such as epinephrine followed by ethanolamine).

Thrombin has been used in conjunction with heat probe therapy14 and epinephrine injection15,16;but, only one of these studies17 (by using thrombin combined with epinephrine) showed any additional benefit conferred by the addition of thrombin.

Cautery

Cautery devices include heat probes, neodymium-yttrium aluminum garnet lasers, argon plasma coagulation (APC), and electrocautery probes.

Electrocautery refers to the use of monopolar electrocautery or bipolar (multipolar) electrocautery. Heat probes and electrocautery probes also use local tamponade (mechanical pressure of the probe tip at/ on the bleeding site) combined with heat or electrical current to coagulate (and thus close) the vessel in question, a process known as coaptation. Argon plasma coagulation uses a stream of ionized gas to conduct electricity resulting in coagulation of superficial tissues. Argon plasma coagulation is primarily used for the treatment of superficial lesions, such as vascular abnormalities, but may have a role in some patients with bleeding from other causes.18
Mechanical therapy

Mechanical therapy refers to the implantation of a device that causes physical tamponade of a bleeding site. Currently, the only mechanical therapies widely available are endoscopically placed clips and band ligation devices.

OVERVIEW OF ENDOSCOPIC APPROACHES TO COMMON CAUSES OF ACUTE UGIB

Most common etiologies are as follows: 

1. PUD (35%-50%)

2. Gastroduodenal erosions (8%-15%)

3. Esophagitis (5%-15%) 

4. Varices (5%-10%), 

5. Mallory-Weiss tear (15%), 

6. vascular malformations (5%), 

7. other conditions (e.g., malignancy)19
PUD

Laser therapy20,21; monopolar electrocautery 22; bipolar electrocautery23-25; heat probe26; epinephrine injection27; and epinephrine injection with additives, such as the sclerosants ethanolamine28 and polidocanol,29 are all effective when compared with no therapy or sham therapy.

For epinephrine injection, the addition of a second modality (combination therapy) reduces further bleeding, the need for surgery, and mortality.30
All patients with PUD should undergo diagnostic testing for H pylori infection. In the setting of active bleeding, rapid urease tests have reduced sensitivity and cannot be relied upon to rule out infection.31 (A)
Esophageal lesions

Esophagitis, a common cause of UGIB, can be caused by gastroesophageal reflux, infection, medications, caustic ingestion, or radiation. In the majority of patients, no endoscopic therapy is required.

Bleeding in Mallory Weis tear is most commonly selflimited.  32 Patients with ongoing or severe bleeding require endoscopic therapy. Multipolar electrocautery appears to be the most effective therapy, but epinephrine injection, clips, or band ligation also appear to be effective.33-37Uncontrolled bleeding may require angiographic therapy or surgery.

Vascular abnormalities

Endoscopic ligation,38 laser, APC, contact cautery, and sclerotherapy have been reported to be effective.39
Endoscopic methods to treat Dieulafoy’s lesion include banding, clipping, electrocautery,

cyanoacrylate glue, sclerosant injection, epinephrine injection, heat probe, banding, and laser

therapy. Epinephrine injection monotherapy is associated with a higher rate of recurrent bleeding.

40 Tattooing of the lesion should be considered to facilitate future treatment should recurrent bleeding occur. If endoscopic therapy fails, interventional radiology or surgical approaches may be required.

Aortoenteric fistulas

Most aortoenteric fistulas occur at the level of the distal duodenum or the jejunum, which may be beyond the reach of a standard upper endoscope.

CT scans36 and angiography36 sometimes demonstrate the fistula if contrast can be seen extravasating into the bowel. There is no endoscopic therapy for aortoenteric fistula. Surgery is the only definitive treatment.

GI tumors

Case series of endoscopic therapy have reported initial hemostasis rates similar to or lower than that seen in PUD, but recurrent bleeding rates were high, between 16% and 80%.37-39 Procedure-related complications also were more frequent.39,40 The optimal treatment modality has not been defined. Surgery or angiography may be better approaches to ensuring long-term hemostasis.
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