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Until now, bleeding from upper gastrointestinal tract 
(UGIT) is one of the common severe and emergent prob-
lem with high mortality and morbidity rates. Among 
nonvariceal UGIT bleeding, peptic ulcer is more than haft 
and other causes such as malignancy, postoperative bleed-
ing, postprocedural bleeding, Mallory-Weiss syndrome, 
and angiodysplasia can be possible.1 As the mortality rate 
of UGIT bleeding is still high at 6% to 14%, it is important 
to predict the clinical course and prognosis of patients and 
establish appropriate treatment plans according to risk 
stratification.2,3

Several scoring systems for assessing the risk of pa-
tients with UGIT bleeding have been validated, including 
the widely used Rockall score, Glasgow-Blatchford score 
(GBS), and AIMS65 score. Although the role of scoring 
systems in clinical practice are different according to the 
diseases, there have been reports on the usefulness of scor-
ing systems for risk stratification and prognosis prediction 
in patients with UGIT bleeding.4,5

However, the performance of risk scoring systems in 
predicting the clinical outcomes of bleeding from UGIT 
malignancy is not much studied and the usefulness of it 
is unclear. The ideal risk scoring system should accurately 
select low risk patients who could be early discharged or 
no need of intervention compare to high risk patients 
who should be managed by intensive treatments including 
hemostasis. In addition, if risk scoring system can predict 
mortality of patients, it can be very helpful in clinical set-
ting for making further plans of patients. Besides, it will 
be better if we can predict the well-treated group for the 
enodoscopic or other hemostatic treatments and know the 

better hemostatic modality in UGIT malignant bleeding 
because rebleeding rate after hemostasis is higher and it 
makes worse prognosis.

In this issue of Gut and Liver , Kim et al. 6 from the 
Catholic University, Seoul, Korea, showed the new scoring 
system for predicting mortality in UGIT cancer bleeding 
using large number of retrospective data. In this study, 
authors compared the performance of well-known three 
risk scoring systems (Rockall score, GBS, and AIMS65 
score) for predicting the clinical outcomes of patients with 
bleeding of UGIT malignancy and developed new predic-
tive model based on risk factors from their results. Among 
total of 264 patients with various UGIT cancers, 193 had 
bleeding and hemostasis or conservative managements 
were performed.

Conservative treatments using proton pump inhibitor 
were done in 108 cases and rebleeding occurred in 21.3%. 
And endoscopic or other hemostasis such as embolization 
or stent insertion were tried in other 85 cases and rebleed-
ing happened in 45.3%. On multivariate analysis for the 
30-day mortality, altered mental status (odds ratio [OR], 
6.0; 95% confidence interval [CI], 1.7 to 21.0), renal failure 
(OR, 5.3; 95% CI, 1.1 to 25.4), rebleeding (OR, 4.8; 95% 
CI, 2.1 to 10.8), age older than 65 years (OR, 3.3; 95% CI, 
1.3 to 8.4), and low albumin level (<3 g/dL) (OR, 2.6; 95% 
CI, 1.2 to 5.8) were significantly associated. With these 
results, authors made a new 30-day mortality predict-
ing model using logistic regression and the formula for 
creating this system is as follows. Newscore_mortality=(if 
altered mental status×1.798)+(if renal failure×1.673)+(if 
rebleeding×1.563)+(if older than 65 years×1.190)+(if low 
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albumin level×0.951)–3.363. Compare to the previous 
scoring systems such as Rockall score, GBS, and AIMS65 
score, this new one showed significant superiority with 
area under curve (AUC) of 0.79 (95% CI, 0.72 to 0.86; 
p<0.001) in predicting 30-day mortality. Usually in clini-
cal situation, besides predicting mortality, two factors 
which can be corrected at bleeding status are important, 
one is the need of intervention and the other is risk fac-
tors for rebleeding. In this article, only Rockall score had 
a statistically significant for prediction the need for inter-
vention, however, AUC values of the Rockall score, GBS, 
and AIMS65 score did not show statistical significance in 
predicting rebleeding unfortunately.

This article showed powerful scoring system to predict 
mortality using data from large number of UGIT bleeding 
patients and also showed that proper hemostatic treatment 
using various methods to reduce rebleeding is important 
similar with previous report.7 Even though there are not 
perfect scoring system until now, we know the strengths 
and needs of better scoring system to predict clinical out-
comes and to decide the need of intervention. Therefore, 
I hope that this new scoring system will be validated and 
modified to be better system.

One more thing what we should study for the clinical im-
portance is to make proper hemostatic methods for UGIT 
cancer bleeding. As we know, successful bleeding control for 
UGIT cancer including gastric cancer showed better clini-
cal outcomes,6,7 however, rebleeding rate of cancer bleeding 
is higher compare to other UGIT bleeding8 and there is no 
standard modality for malignant bleeding. With regard to 
endoscopic treatment, many different modalities are avail-
able, but no specific guidelines have been established. Previ-
ous report recommend that the Forrest classification may be 
useful for choosing a method among endoscopic treatment 
modalities.9 Oozing bleeding (Forrest Ib) is the most com-
mon form of gastric cancer bleeding and electrocoagulation 
using argon plasma coagulation was the most common 
method used to treat this pattern of bleeding.9 For spurting 
bleeding (Forrest Ia), electrocoagulation using hemostatic 
forceps was the most commonly used treatment modality.10 
However, unfortunately, we could not know most effective 
approach because of the retrospective design of previous 
analysis and the multiple modalities used for a single endo-
scopic treatment in most cases.

Therefore, in addition to develop more powerful scor-
ing system to predict clinical outcomes of malignant UGIT 
bleeding patients, further studies on the efficacy of differ-
ent endoscopic treatment modalities using other technique 
such as powder or low-dose radiation therapy are required 
in the future to evaluate the optimal treatment for patients 
with cancer bleeding to reduce mortality.
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