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GIRIS

Ust GiS kanamalari (UGIK) hayati tehtid edici bir
abdominal acildir

Terim olarak Treitz ligamanindan daha proksimal

Kendisi disinda ana 8lim sebebi komorbid
hastaliklardir

Kanamanin mekanizmasi

* Arteriyel

Duslik basin¢l ven6z

Telenjektazi

Anjioektazi

Portal basincin artisi
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*) EPIDEMIYOLQOJI

* ABD 100.000/YiL HASTA, INGILTERE 70.000/YiL
HASTA BASVURUSU MEVCUT (COGU VARIS DiSi
KANAMA OLMAK UZERE)

* INSIDANSI ERKEKLERDE KADINLARDA IKI KAT FAZLADIR
* MORTALITE ORANLAR: ESITTIR

» UGIK HASTA POPULASYONUN ORTALAMA YAS:
GITTIKGE ARTMAKTADIR

5 Recurrence
" Incidence
)

\ . P g / P = |
k Prevalence




ETIYOLOII

® Duedenal Ulser

m Gastrik Erozyon

m Gastrik Ulser

m Ozafajiyal varisler

m DiQer
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PEPTIK ULSER VE UGIK

UGIK ICIN EN ONEMLI NEDEN
DAMAR CAPi VS KANAMA (X4)

GUGLU BIR SEKILDE HELICOBACTER PYLORI ENFEKSIYONUNA
BAGLDIR

DIGER RISK FAKTORLERI ASiRi ALKOL TUKETIMI, BOBREK
YETMEZLIGI VE NSAII

DUEDONAL ULSERLER > PEPTIK ULSER (KANAMA ORANLAR, ESIT)
%80l SPONTAN DURMAKTADIR

TEKRAR KANAMA FAKTORLERI;
« SOK TABLOSU
e >60 YAS
 AKTIF PULSATIL KANAMA
* KOAGULOPATI
« KARDIYOSAKULER HASTALIK




USMAVILE ILISKILI UGIK (MALLORY-
WEISS)

TERSINE PERISTALTIZM ====) ALT OZAFAGUS VEYA UST
GASTRIK MUKOZAL YIRTIKLAR

KENNETH MALLORY VE SOMA WEISS (1929)

OGURME, KUSMA VE OKSURME

%80-90 DISTAL GATRO-OZAFAJIAL BIRLESME ALANINDA
Y:RTIGIN DERINLIGI KANAMANIN CIDDIYETININ BELIRLER

NADIR DE OLSA KUSMA OZAFAGUSTA YIRTIK +
* MEDIASTINAL HAVA
* SOL PLEVRAL EFUZYON
* SOL PULMONER INFILTRASYON (BOARHAVE SENDROMU)

9 \J




AKUT STRESE BAGL UGIK ®

splanknik mukozal kan
akimi
gastrik asidite ‘

. SOK
MULTIPL TRAVMA
ARDS

SISTEMIK RESPIRATUAR DISTRES
SENDROMU
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1986’DA TANIMLANDI

GENELLIKLE KUCUK KURVATUR ILE
GASTROOZAFAJIYAL BIRLESKENIN ILK 6 CM’l
ICINDE GOZUKEN VASKULER
MALFORMASYONLAR

ENDOSKOPIK OLARAK SUBMUKOZAL GENIS
ULSERE DAMAR GORUNTUSU

DAMAR CAPININ BUYUK OLMAS: SEBEBIYLE
KANAMA MASIF OLABILIR

ALKOL ALMi ILE ILISKILENDIRILEN CALISMALAR
MEVCUTTUR
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KANAMANIN BELIRLENMESI

HEMATOKEZYA VE MELENA - 90-98% Klinik indikator

MELENA - 70-80%
HEMATEMEZ - 40-50%
PRE-SENKOP - 43.2%
EPIGASTRIK AGRI- 41%
RETROSTERNAL YANMA - 21%
HEMATOKEZYA - 15-20%
DISPEPSI - 18%

SENKOP - 14.4%

KILO KAYBI - 12%

DIFFUZ ABDOMINAL AGRi- 10%
SARILIK - 5.2%

DISFAJI - 5%

Hematemez

Melena

Hematokezya

Gaita kan bulasi

GGK

CoQunlukla
CoQunlukla
Olasi
Olasi degil

Olasi

~ Nl )

Olasi dedil

Cok nadir

CoQunlukla

Neredeyse her zaman

Olasi

o/
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4 KANAMANIN BELIRLENMES

'

* HEMATEMEZ TREITZ LIGAMANININ PROKSIMALINDEN
* TAZE KAN DEVAM EDEN ORTA/CIDDI BIR KANAMA
* KAHVE TELVESI RENGI ISE KENDINI SINIRLANDIRMIS

* HERSEYDEN ONCE MELENA GERCEKTEN MELENA Mi2 BIZMUT, ISPANAK, DEMIR2222

* MELENA %90 IHTIMALLE TREITZ'IN PROX KAYNAKLANMAKLA BIRLIKTE ORO/NAZOFARENKS, INCE
BARSAK VEYA ASENDAN KOLON

* EN AZ 50 ML KANAMA ILE GORULMEYE BASLAR

e HEMATOKEZYA COGUNLUKLA ALT GIS
* TIPIK OLARAK MASIF UGIK KAYNAKL DA ORTAYA CIKAR (ORTOSTATIK HIPOTANSIYON)

>\ - 9
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J CIDDI KANAMA ICIN SUPHELENDIREN SEMPTOMLAR
« ANJINA
« KONFUZYON
« ORTOSTATIK HIPOTANSIYON
« CIDDI CARPINT
« SOGUK EKSTREMITELER

EPIGASTRIK AGR: (PEPTIK ULSER)

ODINOFAJI, GORH, DISFAJI (OZAFAJIYAL ULSER)

KUSMA, OGURME, OKSURME (MALLORY-WEISS YIRTiGI)

SARILIK, ASSIT MAI (VARIS KANAMAS)

ERKEN DOYMA, DISFAJI, KILO KAYBi1, KASEKSI (MALIGNITE)
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* KOMORBID

* KAH, PULMONER HASTALIKLAR (ANEMININ YAN ETKILERI)
* KKY, BOBREK YETMEZLIGI (KAN VE S1Vi REPLASMAN!)

« KOAGULOPATI, TROMBOSITOPENI, YNOA, HEPATIK DISFONKSIYON (KANAMANIN KONTROLUNDE
ZORLUK)

« DEMANS, HEPATIK ENSEFALOPATI (ASPIRASYON — ENTUBASYON 22)

« POTANSIYEL KANAMA ODAGINI
e KC HASTALIGI VE ALKOL TUKETIMI (VARIS KANAMAS))
OPERE ABDOMINAL AORT ANEVRIZMAS (AORTO-ENTERIK FISTUL)
BOBREK YETMEZLIGI, AORT DARLIGi, HEREDITER HEMORAJIK TELENJEKTAZI (ANJIODISPLAZI)
H.PYLORI ENFEKSIYONU, NSAII, ASPIRIN, SIGARA KULLANiM: (P.ULSER KANAMASI VE MALIGNITE) O
GASTROANTERIK ANASTOMOZ AMELIYATI GECIRENLER (MARJINAL ULSER)
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FIZIK MUAYENE

-

HEMODINAMIY| BELIRLEMEK ICIN ANA
KOMPONENT FIZIK MUAYENEDIR

Kan kaybi <750 750-1500 1500-2000 >2000
VITAL BULGULAR % %15 %15-30 %30-40 >%40
ORTA-CIDDI HIPOVOLEMI ==DINLENME Nabiz <100 [ >100 ] >120 >140
HALINDE TA§|KARD|
%15 SiVI KAYBi == ORTOSTATIK Kan basinci Normal Normal [ Azalmis ] Azalmis
HIPOTANSIYON
0440 KAYIPTA== SUPIN POZISYONDA Nabiz Normal Azalmis Azalmis Azalmis
basinci Artmis
HIPOTANSIYON ’
Sivi tedavisi Kristaloid Kristaloid Kristaloid ve  Kristaaloid
gruba o6zgi ve O Rh -
kan Kan

e 0@ )



\_/ - LABORATUVAR

« HEMOGRAM, KAN GRUBU, KOAGULASYON TESTLERI, KiSA
BIYOKIMYA PANELI

* KARDIYAK RISK VARSA; SERI EKG CEKIMI VE TROPONIN DEGERLERI DE
ALINMALIDIR.

* ILK HGB DUZEYI HER ZAMAN HASTANIN BAZAL HGB'DIR. (ERKEN
DONEMDE — HASTA HER ZAMAN BUTUN KAN KAYBi YASAR)

* 24 SAAT SONRA EKSTAVASKULER ALANDAN S1Vi GECISI — VERILEN
SIVILARLA HGB DUSER

* ASIRI SiVi YUKLENMESININ HGB DUZEYLERINI DEGI$TIRECEGI AKILDA
TUTULMALIDIR

e KANAMA CIDDIYETINE BAGLI OLARAK HGB DUZEY! 2-8 SAAT
SIKLIKLA TAKIP EDILMELIDIR

 ANEMI VAR ISE NORMOKROM NORMOSITERDIR (UGIK’E BAGLI)

u-\_/ Q)
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ENDOSKOPI -

Fiskinr tarzda kanama 90-100

Sizinti seklinde kanama 80-85
Kanamayan gorinir 40-50

'%KKI:DI SINIFLAMADSI 3




Hemostatic powder spray: a new method for ewr
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Abstract

Gastrointestinal bleeding is a leading cause of morbidity and mortality in the United States.
The management of gastrointestinal bleeding is often challenging, depending on its location
and severity. To date, widely accepted hemostatic treatment options include injection of
epinephrine and tissue adhesives such as cyanoacrylate, ablative therapy with contact
modalities such as thermal coagulation with heater probe and bipolar hemostatic forceps,
noncontact modalities such as photodynamic therapy and argon plasma coagulation, and
mechanical hemostasis with band ligation, endoscopic hemoclips, and over-the-scope clips.
These approaches, albeit effective in achieving hemostasis, are associated with a 5-10%
rebleeding risk. New simple, effective, universal, and safe methods are needed to address
some of the challenges posed by the current endoscopic hemostatic techniques. The use of a
novel hemostatic powder spray appears to be effective and safe in controlling upper and lower
gastrointestinal bleeding. Although initial reports of hemostatic powder spray as an innovative
approach to manage gastrointestinal bleeding are promising, further studies are needed to
support and confirm its efficacy and safety.

The aim of this study was to evaluate the technical feasibility, clinical efficacy, and safety of
hemostatic powder spray [Hemospray, Cook Medical, Winston-Salem, North Carolina, USA) as
a new method for managing gastrointestinal bleeding.

In this review article, we performed an extensive literature search summarizing case
reports and case series of Hemospray for the management of gastrointestinal bleeding.
Indications, features, technique, deployment, success rate, complications, and limitations
are discussed.

The combined technical and clinical success rate of Hemospray was 88.5% (207/234) among
the human subjects and 81.8% (9/11) among the porcine models studied. Rebleeding

occurred within 72 hours post-treatment in 38 patients [38/234; 16.2%) and in three porcine
models [(3/11; 27.3%). No procedure-related adverse events were associated with the use of
Hemospray.

Hemospray appears to be a safe and effective approach in the management of gastrointestinal
bleeding.



BARYUMLU GRAFILER KONTENDIKEDIR
ANJIYOGRAFI

DERIN INCE BARSAK ENTEROSKOPISI
INTRAOPERATIF ENTEROSKOPI
KABLOSUZ KAPSUL ENTEROSKOPI
KOLONOSKOPI222
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Background and study aims: Capsule endoscopy
may play a role in the evaluation of patients pre-
senting with acute upper gastrointestinal hemor-
rhage in the emergency department.

Patients and methods: We evaluated adults with
acute upper gastrointestinal hemorrhage pre-
senting to the emergency departments of two
academic centers. Patients ingested a wireless vi-
deo capsule, which was followed immediately by
a nasogastric tube aspiration and later by esopha-
gogastroduodenoscopy (EGD). We compared cap-
sule endoscopy with nasogastric tube aspiration
for determination of the presence of blood, and
with EGD for discrimination of the source of
bleeding. identification of peptic/inflammatory
lesions, safety, and patient satisfaction.

Results: The study enrolled 49 patients (32 men,
17 women: mean age 58.3 £ 19 years). but three
patients did not complete the capsule endoscopy
and five were intolerant of the nasogastric tube.
Blood was detected in the upper gastrointestinal
tract significantly more often by capsule endosco-

py (15/18 [83.3%]) than by nasogastric tube as-
piration (6/18 [333%]: P=~0.035). There was no
significant difference in the identification of pep-
tic/inflammatory lesions between capsule endos-
copy (27 /40 |[67.5%])and ECD (35 /40 |[87.5%). P~
0.10, OR 0.39 95%C1 0.11 -1.15). Capsule endos-
copy reached the duodenum in 45 /46 patients
(98 %). One patient (2.2%) had seif-limited short-
ness of breath and one (2.2%) had coughing on
capsule ingestion.

Conclusions: In an emergency department set-
ting, capsule endoscopy appears feasible and safe
in people presenting with acute upper gastroin-
testinal hemorrhage. Capsule endoscopy identi-
fies gross blood in the upper gastrointestinal
tract, including the duodenum, significantly
more often than nasogastric tube aspiration and
identifies inflammatory lesions, as well as EGD.

Capsule endoscopy may facilitate patient triage
and earlier endoscopy, but should not be consid-
ered a substitute for EGD.




TEDAVI

» ABC (AIRWAY, BREATHING, CIRCULATION)
* ANA HEDEF SOKUN VE SiVi KAYBININ YONETIMIDIR
« ORAL ALIMIN DURDURULMAS:
« 2 BUYUK PERIFER DAMAR YOLU ACILMALI VEYA SANTRAL VENOZ KATETER TAKILMAL..
« ENTUBASYON 222




Association of prophylactic endotracheal intubation in critically
ill patients with upper GI bleeding and cardiopulmonary o=

unplanned events

Umar Hayat, MD,' Peter J. Lee, MBChB,” Hamid Ullah, MD,’ Shashank Sarvepalli, MD," Rocio Lopez, MS,"’
John J. Vargo, MD, MPH"™

Cleveland, Ohio, USA Daha fazla entibasyon = fazla beklenmedik kardiyak olay + pnémoni22?

Background and Aims: Prophylactic endotracheal intubation (PEI) is often advocated to mitigate the risk of cardio-
pulmonary adverse events in patients presenting with brisk upper GI bleeding (UGIB). However, the benefit of sucha
measure remains controversial. Our study aimed to compare the incidence of cardiopulmonary unplanned events
between critically ill patients with brisk UGIB who underwent endotracheal intubation versus those who did not.

Methods: Patients aged 18 years or older who presented at Cleveland Clinic between 2011 and 2014 with hem-
atemesis and/or patients with melena with consequential hypovolemic shock were included. The primary
outcome was a composite of several cardiopulmonary unplanned events (pneumonia, pulmonary edema, acute
respiratory distress syndrome, persistent shock/hypotension after the procedure, arrhythmia, myocardial infarc-
tion, and cardiac arrest) occurring within 48 hours of the endoscopic procedure. Propensity score matching
was used to match each patient 1:1 in variables that could influence the decision to intubate. These included Glas-
gow Blatchford Score, Charleston Comorbidity Index, and Acute Physiology and Chronic Health Evaluation scores.

Results: Two hundred patients were included in the final analysis. The baseline characteristics, comorbidity
scores, and prognostic scores were similar between the 2 groups. The overall cardiopulmonary unplanned event
rates were significantly higher in the intubated group compared with the nonintubated group (20% vs 6%, P =
.008), which remained significant (# = .012) after adjusting for the presence of esophageal varices.

Conclusions: PEl before an EGD for brisk UGIB in critically ill patients is associated with an increased risk of
unplanned cardiopulmonary events. The benefits and risks of intubation should be carefully weighed when
considering airway protection before an EGD in this group of patients. (Gastrointest Endosc 2017;86:500-9.)
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Impact of nasogas

Edward S. Huang, MD,
Marc Makhani, MD, Bry

Boston, Massachusetts; Lc

Background: Nasogastric L
practice assumes that NGL

Objective: We performed a

measures and outcomes in (
Design: Propensity-matchecd
Setting: University-based Ve
Patients: A total of 632 pati

Main Outcome Measurem
surgery, and time to endoscs

Results: Patients receiving
admitted to intensive care,
present on weekdays. Afte
confidence interval [CI], 0.3
CI, 0.42-5.43), or transfusio
endoscopy (hazard ratio 1.4
2.69; 95% CI, 1.08-6.73).

Limitations: Retrospective ¢

Conclusions: Performing N
clinical outcomes. Performin
will be needed to confirm tl
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tube placement in patients with upper
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ABSTRACT
The value of nasogastric (NG) tube placement in
patients with upper gastrointestinal tract bleeding
(UGIB) is unclear. We therefore aimed to determine
the usefulness of NG tube placement in patients
with UGIB. The study was a single-blind,
randomized, prospective, non-inferiority study
comparing NG placement (with aspiration and
lavage) to no NG placement (control). The primary
outcome was the probability that physicians could
predict the presence of a high-risk lesion (ie,
requiring endoscopic therapy). 140 patients in each
arm were included; baseline clinical features were
similar in each group. The probability that there
would be a high-risk lesion in the control arm was
predicted to be 35% compared with 39% in the NG
arm (after NG placement)—a probability difference
of —4% (95% Cl —12% to 3%), which confirmed
non-inferiority of the 2 arms (p=0.002). All patients
underwent endoscopy and all patients with high-risk
lesions had endoscopic therapy. Physicians predicted
the specific culprit lesion in 38% (53/140) and 39%
(55/140) of patients in the control and NG (after NG
placement) groups, respectively. The presence of
coffee grounds or red blood in the NG aspirate did
not change physician assessments. Pain, nasal
bleeding, or failure of NG occurred in 47/140 (34%)
patients. There were no differences in rebleeding
rates or mortality. In patients with acute UGIB, the
ability of physicians to predict culprit bleeding
lesions and/or the presence of high-risk lesions was
poor. Routine NG placement did not improve
physician’s predictive ability, did not affect

N/

Significance of this study

What is already known about this

subject?

» The use of nasogastric (NG) tubes in
patients with gastrointestinal (Gl) bleeding
has been part of the practice of medicine
for many years.

» NG tubes are cumbersome and their value
has been debated.

» Few studies have evaluated the clinical
utility of routine placement of NG tubes in
patients with upper GI tract bleeding
(UGIB).

What are the new findings?

» This study demonstrated that using an NG
tube in patients with routine UGIB did not
improve the ability of clinicians to triage

care.
» NG tube placement in patients with typical
UGIB had no impact on outcomes.
» The placement of NG tubes was often
unsuccessful, or associated with
discomfort.

How might these results change the focus

of research or clinical practice?

» The study findings indicate that NG tubes
are of limited value in patients with UGIB.

» The results suggest NG tubes should not be
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SiVi VE KAN URUNU RESUSITASYONU

HIPOVOLEMIK SOK EVRELERI2?

AKTIF KANAMASI OLAN HASTALARA 500 ML KRISTALLOID (KAN URUNLERININ HAZIRLANDIG:
SIRADA)

SiVi YUKLENMESI OLABILECEK HASTALARDA DIKKATLI OLUNMALIDIR.

GECICI DE OLSA INOTROP DESTEK

HGB DEGERININ 7 G /DL NIN USTUNDE (ASLINDA HER HASTA ICIN FARKLI KARAR)

KO-MORBID HASTALIGI OLAN HASTALARDA (ANEMI, KAH VS) HGB DUZEY!I 9 G /DL NIN UZERINDE
HERHANGI BIR TEMEL YAS DEGERI YOKTUR

PLT 50.000 ALTINDA AKTIF KANAMASI VARLIGI OLANLARA PLT TX YAPILMAL

TDP INR 1.5 (KC HASTALIG: HARIC) USTU

ENDOSKOPI HEMODINAMISI SAGLANMIS AMA HALA TRANFUZYONU DEVAM INR <3
ANTIPLATALET AJANLAR KONSULTASYON?222
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Restrictive versus liberal blood transfusion for gastrointestinal
bleeding: a systematic review and meta-analysis of
randomised controlled trials

Ayodele Odutayo®, Michael | R Desborough®, Marialena Trivella, Adrian | Stanley, Carolyn Dorée, Gary S Collins, Sally Hopewell, Susan | Brunskill,
Brennan C Kahan, Richard F A Logan, Alan N Barkun, Michael F Murphy, Vipul Jairath

Summary
Background Acute upper gastrointestinal bleeding is a leading indication for red blood cell (RBC) transfusion worldwide,
although optimal thresholds for transfusion are debated.

Methods We searched MEDLINE, Embase, CENTRAL, CINAHL, and the Transfusion Evidence Library from inception
to Oct 20, 2016, for randomised controlled trials comparing restrictive and liberal RBC transfusion strategies for acute
upper gastrointestinal bleeding. Main outcomes were mortality, rebleeding, ischaemic events, and mean RBC
transfusion. We computed pooled estimates for each outcome by random effects meta-analysis, and individual
participant data for a cluster randomised trial were re-analysed to facilitate meta-analysis. We compared treatment
effects between patient subgroups, including patients with liver cirrhosis, patients with non-variceal upper
gastrointestinal bleeding, and patients with ischaemic heart disease at baseline.

Findings We included four published and one unpublished randomised controlled trial, totalling 1965 participants.
The number of RBC units transfused was lower in the restrictive transfusion group than in the liberal transfusion

group (mean difference —1-73 units, 95% CI -2-36 to -1-11, p<0-0001). Restrictive transfusion was associated
with lower risk of all-cause mortality (relative risk [RR] 0:65, 95% CI 0-44-0-97, p=0-03) and rebleeding overall
(0-58, 0-40-0-84, p=0-004). We detected no difference in risk of ischaemic events. There were no statistically
significant differences in the subgroups.

Interpretation These results support more widespread implementation of restrictive transfusion policies for adults
with acute upper gastrointestinal bleeding.

Fundina None.
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ASID SUPRESYONU:

AMPIRIK OLARAK IV ESOMEPRAZOL (80 MG IV BOLUS VE SONRASINDA 8 MG /S IV INF VEYA
2X40 MG 1V)

ENDOSKOPI ONCESI/SONRASI22

PROKINETIKLER:

ERITROMISIN VE METOKLORPROPAMID

ERITROMISIN MOTILIN RESEPTOR AGONIZMAS ILE GATRIK BOSALIMI HIZLANDIRIR

EGER MIDEDE CIDDI MIKTARDA KAN VEYA PiHT: BIRIKIMI OLDUGU DU§UNULEN HASTALAR
VARSA ERITROMISIN ONERILEBILIR (3 MG /KG 2-30 DK - ENDOSKOPIDEN 30-90 DK ONCE)

>\ - 9
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+ 3-5GUN

* VAZOPRESSIN:

* MORTALITE UZERINE ETKISI YOKTUR

* EKSTRASPLANKNIK VAZOKONSTRIKSIYON (NADIR KULLANIM)
* 0.4 UBOLUS- 04-1 U/DK INF

* TERLIPRESSIN (TRIGLISENIL LIZIL VAZOPRESSIN)

* HIPONATREMI

« 2MG IV BOLUS /4 SAATTE 1 VE KANAMA KONTROLU
SAGLANINCA 1 MG / 4 SAATTE BIR

* SOMATOSTATIN VE OKTREOTID:

* GLUKOAGON SALINiMINI ONLEYEREK INDIREKT YOLDAN
SPLANKNIK VAZOKONSTRIKSIYON

* 250 MCG IV BOLUS VE 250 MCG/S INF
* OKTEROTID 50 MCG IV BOLUS VE 50 MCG/S IV INF.



ILACLAR

* TRANSHEKSAMIK ASIT ETKISI KANITLANMIS DEGILDIR

e ANTIKOAGULAN VE ANTIPLATELET AJANLAR
KONSULTASYON 222

il‘r
“» ANTIBIYOTERPI 222 (VARIS KANAMALARI)
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BALON TAMPONAD

VARIS KANAMALARINDA
KiSA DONEMLI HEMOSTAZ ICIN ETKILI

SENGSTAKEN-BLAKEMORE TUPU, MINNESOTA TUPU VE
LINTON-NAHLAS TUPU

%30-90 HASTADA GECICI OLSADA BASLANGIC
TEDAVISINDE HEMODINAMIYI SAGLADIG
GORULMUSTUR

GENIS ORAN = HASTA SECIMI, KLINISYENIN DENEYIMI VE
BERABERINDEKI MEDIKAL TEDAVI




\/ e TEKRAR KANAMA ICIN RISK FAKTORLERI:

- ENDOSKOPIDE AKTIF KANAMA
« UNSTABIL HASTALAR
+ HGB < 10 MG /DL
e BUYUK ULSER ALAN (1-3 CM DEN FAZLA)
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A Rokcall skoru
<80 years old (0 paints) <2 puan
60-79 years old (1 poin)
>=80) years old (2 paints)
Hemadynamic Shock
None with systolic BP »=100 mmHg and pulse <100/min (0 points)
Tachcardic with pulse »=100imin but systolic B >=100 mmHg (1 point
Hypotension with systolic BP <100 mmHg (2 points)
Major Comorbidities
None ({ points)
Cardiac falure, ischemic heart disease or smilar major comorbidiy (2 points)
Renal failure, hepatic allure or disseminated cancer (3 paints)
Diagnosis
Mallory-Weiss tear, but no major lesions and no stigmata of recent bleed (0 paints)
Other nonmalignant gastroitestinal diagnoses (1 paint)
Upper gastrointesfinaltract malignancy (2 poits)
Recent hemorrhage

None (or dark area only) (0 paints)

Blood found in upper gasirointestinal ract (clot adherence, spuring o visible vessel) (2
paints)

Bloed urea nitrogen

Blatchford skoru ) <182 mgidL (<65 mmoliL) (0 points)

0 pudn >=18.2 and <22 4 mg/dL (>=6.5 and <8 mmol/L) (2 points)
»=22 4 and <28 mg/dL (=8 and <10 mmol/L) (3 points)
>=28 and <70 mg/dL (>=10 and <25 mmol/L) (4 poinis)
>=70 ma/dL (>=25 mmol/L) (6 paints)

Hemoglobin
Male =13 g/dL (=130 g/L) (0 paints)
Male ==12 and <13 g/dL (>=120 and <130 g/L) (1 paint)
Male =10 and <12 g/dL (>=100 and <120 g/L) (3 points)
Female ==12 g/dL (120 g/L) (0 points)

Female ==10 and <12 g/dL (>=100 and <120 g/L) (1
point)

Male or female <10 g/dL (<100 g/L) (6 points)
Systolic blood pressure
>=110 mmHg (0 points)
100 to 109 mmHg (1 point)
90 to 99 mmHg (2 points)
<80 mmHg (3 points)
Other markers
Heart rate ==100 per minute (1 point)
Melena at presentation (1 point)
Syncope at presentation (2 points)
Hepatic disease present (2 points)

Cardiac failure present (2 points)



A simple risk score accurately predicts in-hospital mortality, length of
stay, and cost in acute upper GI bleeding (cve) B

John R. Saltzman, MD,"' Ying P. Tabak, PhD,” Brian H. Hyett, MD,' Xiaowu Sun, PhD_ *
Anne C. Travis, MD, MSc,"'” Richard S. Johannes, MD, MPH” I S- 5

Boston, Marlborough, Massachusetts, USA

Background: Although the early use of a risk stratification score in upper Gl bleeding is recommended, existing
risk scores are not widely used in clinical practice.

Objective: We sought to develop and validate an easily calculated bedside risk score, AIMS65, by using data
routinely available at initial evaluation.

Design: Data from patients admitted from the emergency department with acute upper Gl bleeding were
extracted from a database containing information from 187 U.S. hospitals. Recursive partitioning was applied to
derive a risk score for in-hospital mortality by using data from 2004 to 2005 in 29,222 patients. The score was
validated by using data from 2006 to 2007 in 32,504 patients. Accuracy to predict mortality was assessed by the
area under the receiver operating characteristic (AUROC) curve.

Main Outcome Measurements: Mortality, length of stay (LOS), and cost of admission.

2 ¢ 5 factors present at admission with the best discrimination were [albumin|less than 3.0 g/dL,
international normalized ratio greater than 1.5, altered mmental [status, [systolic |hl(x)d pressure 90 mm Hg or lower,

and age older than 65|years. For those with no risk factors, the mortality rate was 0.3% compared with 31.8% in
patients with all 5 < .001). The model had a high predictive accuracy (AUROC = 0.80; 95% CI, 0.78-0.81),
which was confirmed in the validation cohort (AUROC = 0.77, 95% CI, 0.75-0.79). Longer LOS and increased
costs were seen with higher scores (P < .001).

Limitations: Database data used does not include outcomes such as rebleeding.

Conclusions: AIMSG6S is a simple, accurate risk score that predicts in-hospital mortality, LOS, and cost in patients
with acute upper GI bleeding. ( Gastrointest Endosc 2011:;74:1215-24.)
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Major causes*

A
Peptic ulcer, esophagogastric varices, arteriovenous malformation, tumor, esophageal (Mallory-Weiss) tearJ

N

Clinical features

History \

Use of: NSAIDs, aspirin, anticoagulants, antiplatelet agents
Alcohol abuse; previous GI bleed; liver disease; coaqulopathy

Symptoms and signs: Abdominal pain; hematemesis or "coffee ground” emesis; passing melena/tarry stool (stool may be frankly bloady or maroon with massive or brisk upper GI bleeding)

Examination ]

Tachycardia, orthostatic blood pressure changes suggest moderate to severe bload loss; hypotension suggests life-threatening bload loss (hypatension may be late finding in healthy younger adult)
Rectal examination is performed to assess stool color (melena versus hematochezia versus brown)

Significant abdominal tenderness accompanied by signs of peritoneal irritation (eg, involuntary quarding) suggests perforation

Diagnostic testing

Obtain type and screen (or type and crossmatch for hemodynamic instability, severe bleeding, or high-risk patient)

Obtain hemoglobin concentration (normal measurement may be inaccurate with acute severe hemorrhage), platelet count, coagulation studies (prothrombin time with INR), liver enzymes (AST, ALT), albumin, BUN and creatinine

Nasogastric lavage may be helpful if the source of bleeding is unclear (upper or lower GI tract) or to clean the stomach prior to endoscopy



Treatment

Closely monitor airwag clinical statusi vital signs,lcardiac rhythm, urine output, nasogastric output (if nasogastric tube in place)
Do NOT give patient anything by mouth

Establish two large bore IV lines (16 gauge or larger)

Provide supplemental oxygen

Treat hypotension initially with rapid, bolus infusions of isotonic crystalloid
Transfuse for:

Hemodynamic instability despite crystalloid resuscitation

L~

Hemoglobin <9 g/dL (90 g/L) in high-risk patients (eg, elderly, coronary artery disease)
Hemoglobin <7 g/dL (70 g/L) in low-risk patients

NS

[ Avoid wer—transfusiol] with possible variceal bleeding

Give fresh frozen plasma for coagulopathy; give platelets for thrombocytopenia (platelets <50,000) or platelet dysfunction (g, chronic aspirin therapy)
Obtain immediate consultation with gastroenterologist; obtain surgical and interventional radiology consultation for any large-scale bleeding
Pharmacotherapy for all patients with suspected or known severe bleeding:

Give a pmtoescrmeprazole 40 mq IV twice daily or pantoprazole 40 mg IV twice daily)

Pharmacotherapy for known or suspected esophagogastric variceal bleeding and/or cirrhosis:

Give somatostatin or an analogue (eg, octreotide 50 mcg IV bolus, followed by 50 meg/hour continuous IV infusion)

Give an IV antibiotic (eg, ceftriaxone or fluoroguinolone)

Balloon tamponade may be|performed as a temporizing measure for patients with uncontrollable hemarrhage likely due to varices using any of several devices (g, Sengstaken-Blakemore tube, Minnesota tube); tracheal intubation is
necessary if such a device is to be placed; ensure proper device placement prior to inflation to avoid esophageal rupture




