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INTRODUCTION
pper gastrointestinal (GI)

Background: Upper gastrointestinal (GI) bleeding is a common medical
emergency associated with significant morbidity and mortality. The clinical
presentation depends on the amount and location of hemorrhage and the
endoscopic profile varies according to different etiology. At present, there are
limited epidemiological data on upper GI bleed and associated mortality from
India, especially in the middle and elderly age group, which has a higher incidence
and mortality from this disease. Aim: This study aims to study the clinical and
endoscopic profile of middle aged and elderly patients suffering from upper
GI bleed to know the etiology of the disease and outcome of the intervention.
Materials and Methods: Out of a total of 1790 patients who presented to the
hospital from May 2015 to August 2017 with upper GI bleed, and underwent upper
GI endoscopy, data of 1270 patients, aged 40 years and above, was compiled and
analyzed retrospectively. Results: All the patients included in the study were above
40 years of age. Majority of the patients were males, with a male to female ratio
of 1.6:1. The most common causes of upper GI bleed in these patients were portal
hypertension-related (esophageal, gastric and duodenal varices, portal hypertensive
gastropathy, and gastric antral vascular ectasia GAVE), seen in 53.62% of patients,
followed by peptic ulcer disease (gastric and duodenal ulcers) seen in 17.56% of
patients. Gastric erosions/gastritis accounted for 15.20%, and duodenal erosions
were seen in 5.8% of upper GI bleeds. The in-hospital mortality rate in our study
population was 5.83%. Conclusion: The present study reported portal hypertension
as the most common cause of upper GI bleeding, while the most common
endoscopic lesions reported were esophageal varices, followed by gastric erosion/
gastritis, and duodenal ulcer.
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suggest that aged people constitute an increasing

bleeding, defined as proportion of those presenting with acute upper GI

bleeding derived from a source proximal to
the ligament of Treitz, is a common and potentially
life-threatening GI emergency with a wide range of
clinical severity, ranging from insignificant bleeds
to catastrophic exsanguinating hemorrhage,!! and is
associated with significant morbidity and mortality.™

The incidence of upper GI bleed ranges from 50 to
150/100,000 population annually, and time trend analyses
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bleed.®! As many as 70% of acute upper GI bleed
episodes occur in patients older than 60 years, and the
incidence increases with agel® probably because of the
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increased consumption of nonsteroidal anti-inflammatory
drugs (NSAIDs), which provoke ulcerogenesis, in elderly
patients. About two-thirds of all patients presenting to the
emergency department with GI bleed have upper GI bleed
as the cause.® Patients can be divided as having either
variceal or nonvariceal sources of upper GI hemorrhage
as the two have different management protocols and
prognosis.”? The first includes lesions that arise by virtue
of portal hypertension, namely, gastroesophageal varices
and portal hypertensive gastropathy; and the second
includes lesions seen in the general population (peptic
ulcer, erosive gastritis, reflux esophagitis, Mallory—Weiss
syndrome, tumors, etc.).

Advanced age has been consistently identified as a risk
factor for mortality among patients presenting with upper
GI bleed,*”! presumably because of the high prevalence
of comorbid illnesses (such as cardiovascular® disease)
in elderly as compared with younger patients with upper
GI bleed. Mortality rates ranging from 12% to 35%
for those aged over 60 years, compared with <10% for
patients younger than 60 years of age, have been reported
in previous studies® with overall mortality rates of
5%—11%, representing a serious entity.l'"” The incidence
of upper GI bleeding is 2-fold greater in males than in
females, in all age groups; however, the death rate is
similar in both sexes.!' The predisposing factors that
lead to the occurrence of these hemorrhagic instances are
largely linked to the lifestyle of the affected persons.

The primary diagnostic test for evaluation of upper GI
bleeding is endoscopy. Endoscopy for upper GI bleed has
a sensitivity of 92%-98% and specificity of 30%—100%.!'%!
Early endoscopy and endoscopic appearance of certain
lesions help in diagnosis and to guide care and thereby
reduce rebleeding, requirement for transfusion, the need
for surgery, costs and duration of hospitalization.[!>!¥

At present, there are limited data on clinical and
endoscopic profile of patients of upper GI bleeding from
India and particularly from this region. Therefore, this
study was planned to identify clinical and endoscopic
profile of patients with upper GI bleed presenting to our
hospital and to study the mortality rates and patterns in
this group of patients.

MATERIALS AND METHODS

A total of 1790 patients with upper GI bleeding presented
to Govt. Medical College, Jammu, between May 2015
and August 2017 and underwent upper GI endoscopy, out
of which clinical and endoscopic data of 1270 patients,
aged 40 years or more, was compiled and analyzed in
this study retrospectively. The data analyzed included
a history of GI bleeding (hematemesis, melena), risk
factors for liver disease including alcoholism, and history

for intake of antiplatelet agents or NSAIDs. Patients with
a history suggestive of chronic liver disease were given
injection terlipressin 2 mg intravenous (IV) stat, followed
by 1 mg IV 4-6 hourly. All patients were given injection
pantoprazole 80 mg IV stat, followed by 40 mg IV
6 hourly. Patients were subjected to upper GI endoscopy,
preferably within the first 24 h, after taking an informed
consent. It was done by a single gastroenterologist
using Olympus EVIS EXERA I CV190 Processor
gastroscope (GIF H190)/Fuginon (2200 Processor)
gastroscope (EG) 265WR and was done under conscious
sedation using 15% lidocaine local anesthetic spray.

Collected data were analyzed and results were displayed
in tables and figures, with the categorical variables
presented as numbers and percentages.

RESuULTS

The study population comprised of 1270 patients with
upper GI bleed who came to the hospital from May
2015 to August 2017. All the patients included in
the study were above 40 years of age, and the eldest
patient was 72-year-old. The population comprised of
781 males (61.50% patients) and 489 females (38.50%
patients), showing a male to female ratio of 1.6:1.

After studying the clinical profile of the patients included
in the study, it was seen that the majority of the patients
had both hematemesis and melena (68.11% patients),
20.95% of the patients presented with hematemesis only,
and 10.94% patients presented with melena only. The
clinical profile of patients is mentioned in Table 1.

In this study, after upper GI endoscopy data were
compiled and studied, it was found that the most
common type of lesion in these patients with upper GI
bleed was esophageal varices (43.54% patients), and
the 2™ most common type was gastric erosion/gastritis
(15.20% patients). Portal hypertension-related causes of
GI bleed (esophageal, gastric and duodenal varices, portal
hypertensive gastropathy, and gastric antral vascular
ectasia [GAVE]) were seen in 53.62% of patients, and
peptic ulcers (gastric and duodenal ulcers) were seen in
17.56% of patients. The complete list of lesions is shown
in Table 2.

When the clinical and laboratory investigational
data was studied, it was found that out of all the
patients with esophageal varices as the cause of portal
hypertension-related upper GI bleeding, 67.09% had
alcoholic liver disease (ALD), while 12.30% patients had
extrahepatic portal venous obstruction. The concerned
etiological data has been shown in Table 3.

It was also found in the study that after endoscopic
intervention was provided to the patients based on
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Table 1: Clinical profile of patients with upper
gastrointestinal bleeding

Table 3: Etiological data of patients with portal
hypertension-related upper gastrointestinal bleeding
presenting with esophageal varices

Symptoms Number of patients (%)
Hematemesis + melena 865 (68.11)
Hematemesis 266 (20.95)
Melena 139 (10.94)
Hypotension 103 (8.11)
Altered sensorium 43 (3.38)

Table 2: Endoscopic lesions in patients with upper
gastrointestinal bleeding

Lesion Number of patients (%)
Esophageal varices 553 (43.54)
Duodenal ulcer 129 (10.16)
Gastric ulcer 94 (7.40)
Gastric erosion/gastritis 193 (15.20)
Duodenal erosion 74 (5.83)
PHG 73 (5.75)
Cancer stomach 31(2.44)
Gastric varices 22 (1.73)
Esophagitis 36 (2.83)
Mallory—Weiss tear 6(0.47)
GIST 17 (1.34)
Dieulafoy’s lesion 9(0.71)
GAVE 31 (2.44)
Duodenal varices 2(0.16)

PHG: Portal hypertensive gastropathy, GIST: Gastrointestinal
stromal tumor, GAVE: Gastric antral vascular ectasia

their endoscopic profile, 96 patients, out of a total
of 575 patients who had varices, had an episode of
rebleeding, and in-hospital mortality was 61 out of these
575 patients. Similarly, 4 out of the 129 patients who
had duodenal ulcer had an episode of rebleeding, and the
in-hospital mortality was 2 out of these 129 patients. The
detailed list is shown in Table 4.

There was a correlation between age and in-hospital
mortality of patients. Most of the patients who were
discharged from the hospital belonged to the lowest
age group, and the highest age group had a maximum
mortality rate. The relevant data are presented in
Table 5.

DiscuSSION

Upper GI bleeding is a common medical emergency in
a tertiary care hospital. Despite advances in diagnostic
modalities and therapy, the mortality of GI bleeding has
not decreased much during the past 50 years. Most of
the patients with GI bleed are elderly and with comorbid
conditions, which contribute to the high mortality from
GI bleeding.

Our study was aimed at understanding the clinical and
endoscopic profile of elderly patients who presented to

Etiology Number of patients (total=553) (%)
ALD 371 (67.09)

Hepatitis B 34 (6.15)

Hepatitis C 13 (2.35)

Autoimmune hepatitis 2 (0.36)

Cryptogenic cirrhosis 18 (3.25)

EHPVO 68 (12.30)

NCPG 47 (8.50)

NCPG: Noncirrhotic portal gastropathy, EHPVO: Extrahepatic
portal venous obstruction, ALD: Alcoholic liver disease

Table 4: Outcome of intervention

Lesion Endoscopic  Re-bleeding Surgery Mortality

variceal

ligation/

endoscopic
sclerotherapy

Esophageal 388 96 - 61
and fundal
varices
Duodenal 129 4 4 2
ulcer
Gastric ulcer 38 - - -
GAVE 31 - - -
Dieulafoy’s 11 2 2 -
lesion
Cancer 12 - - 11
stomach
Total 609 102 6 74

GAVE: Gastric antral vascular ectasia

the hospital with upper GI bleed, to know their etiologic
and mortality patterns.

Table 6 shows the comparison of the patient profile of
upper GI bleed from different parts of India.

Studies done in the past have shown an increase in
mortality with advancing age of the patients with worse
outcome noticed in the geriatric population.

Between May 2015 and August 2017, 1790 patients
presented to our hospital with upper GI bleed, out
of which, 1270 patients were above 40 years of age,
showing that 70.95% patients with upper GI bleed
were elderly (40 years and above). In a study done by
Lakhwani et al.,”” upper GI bleeding was more common
in the older age group of 60 years.

Among 1270 patients in our study, upper GI bleeding
was found to be more common in men (61.50%) as
compared to women (38.50%). In a study done by Singh
and Panigrahi from coastal Odisha, India it was found
that upper GI bleeding is more common in males than
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females with a male-to-female ratio of 6:1.21 A study
by Rodrigues and Shenoy et al.?* showed that out of all
the patients with upper GI bleeding, 74.2% were males
and 25.8% were females. Kashyap et al. found that out
of 111 patients with upper GI bleeding included in their
study, 78.4% patients were males.[*"

In our study, out of a total of 1270 patients, the
majority (865, ie., 68.11%) presented with both
hematemesis and melena, while 266 (20.95%) presented
with hematemesis only, and 139 (10.94%) had melena
only. In studies done by Singh and Panigrahi,”! and
Bambha et al.,'* melena was the presenting complaint in
95.06% and 19% patients, respectively, and hematemesis
was present in 43.09% and 28% patients, respectively,
while both hematemesis and melena were seen in 41.78%
and 52% patients, respectively.

When variceal versus nonvariceal bleeding is considered
as the etiology of upper GI bleed, there are variable
results in India. In the present study, 53.62% of patients
had portal hypertension-related varices, gastropathy, and
GAVE, and 46.38% of patients had bleeding due to other
causes which included 17.56% patients with peptic ulcer
disease (gastric or duodenal ulcer), 15.20% patients with
gastric erosions/gastritis, 5.83% patients with duodenal
erosion, 2.83% patients with esophagitis, 2.44% patients
with gastric malignancy, 1.34% patients with GIST,

Table 5: Relationship between age of patients and

outcome
Age group (years) Discharged (%) Expired (%) Total (%)
40-50 611 (48.11) 12 (0.94) 623 (49.05)
50-60 448 (35.27) 23 (1.81) 471 (37.09)
>60 137 (10.79) 39 (3.07) 176 (13.86)
Total 1196 (94.17) 74 (5.82) 1270

0.71% patients with Dieulafoy’s lesion, and 0.47%
patients with Mallory—Weis tear. In contrast, in a recent
study conducted in eastern India in 2015, duodenal ulcer
was found to be the most common cause of upper GI
bleed (41% patients), and variceal bleed was found in
only 13% patients.'™! The higher number of patients with
variceal bleeding in our study was seen because ALD is
highly prevalent in North Indian region, and since ours is
the only referral hospital in the Jammu region of J and K
and is the only hospital in this region where gastroscopy
is done, all the critical patients are referred to our
hospital, which may have added on to the percentage of
patients with variceal bleed.

Overall in-hospital mortality in our study was 74 out of
1270 patients (5.83%), out of which 61 patients (4.80%)
had variceal bleed, 11 patients (0.87%) had stomach
cancer, and 2 patients (0.15%) had peptic ulcer as the
cause of upper GI bleeding. A study by Chalasani et al.l*%!
found the in-hospital mortality rate to be 14.2% out of
a total of 231 patients included in the study. Carbonell
et al.P! reviewed the clinical records of all patients
with cirrhosis due to variceal bleeding during the years
1980, 1985, 1990, 1995, and 2000, and the in-hospital
mortality rate steadily decreased over the study period
(42.6%, 29.9%, 25%, 16.2%, and 14.5% in 1980, 1985,
1990, 1995, and 2000, respectively).

Rapid clinical assessment and resuscitation is the first
thing to be done while attending unstable patients with
severe bleeding, followed by the diagnostic evaluation.
Early upper GI endoscopy (within 24 h of presentation)
is recommended in most patients because it confirms the
diagnosis and allows for targeted endoscopic treatment,
resulting in reduced morbidity and mortality.['>!4
Rebleeding can occur in 10%-20% of patients despite

Table 6: Comparison of etiological and clinical spectrum of upper gastrointestinal bleed in different regions of India

Present  Odisha”® Dehradun! Kerala"” Ahmedabad™® Chennai™ Shimla?! Mumbai®!
study
Year of study 2015-2017 2015 2014 2009 2008 2007 2005 2001
Study population () 1270 100 114 1582 100 408 111 398
Sex ratio (male:female) 1.6:1 2.33:1 5:1 NA 2.4:1 2.2:1 3.6:1 3.5:1
Esophageal varices (%) 43.54 13 56.14 (esophageal +  30.97 37 33.33 10.8 56
fundal varices)
Gastric ulcer (%) 8.18 13 14.91 (gastric + 17.5 NA 8.08 17.1 4.5
duodenal ulcer)
Duodenal ulcer (%) 10.15% 41 14.91 (gastric + 17.5 14 9.8 439 10.8
duodenal ulcer)
Erosive gastritis (%) 16.22 3 12.28 13 14 43.6 11.7 4.5
Malignancy (%) 2.44 25 4.38 2 9 2.4 7.2 0.75
Hematemesis (%) 20.95 17 27.19 NA 55 NA 28.8 NA
Melena (%) 10.95 63 12.28 NA 32 NA 71.2 NA
Hematemesis + 67.79 20 59.64 NA NA NA 56.8 NA

melena (%)

NA: Not available
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successful endoscopic therapy and endoscopic therapy
must be attempted once more in such patients. Surgical
intervention may be required in patients with severe and
persistent bleeding.

CONCLUSION

Endoscopy is an important diagnostic as well as
therapeutic modality for patients with upper GI bleeding.
The present study reported portal hypertension as the
most common cause of upper GI bleeding, followed
by peptic ulcer disease. The most common endoscopic
lesions reported were esophageal varices, followed by
gastric erosion/gastritis, and duodenal ulcer.
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