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Background/aim: To investigate the correlation between the Glasgow-Blatchford score, shock index, and Forrest classification in
patients with peptic ulcer bleeding (PUB).

Materials and methods: A total of 955 patients with PUB were assessed using the Glasgow-Blatchford score and shock index, as well
as the Forrest classification based on their gastroscopy results. The correlation between the Glasgow-Blatchford score and shock index
was determined using scatter plot analysis, and the correlation between the Glasgow-Blatchford score or shock index and Forrest
classification was determined using Spearman’s analysis.

Results: Both the Glasgow-Blatchford score and shock index showed the highest values in patients with Forrest class ITa. The Glasgow-
Blatchford score was significantly higher than patients with Forrest class Ib/IIc/III (P < 0.05), and the shock index was significantly
higher than patients with Forrest class Ib/IIb/III (P < 0.05). A positive correlation was observed between the Glasgow-Blatchford score
and shock index, at r = 0.427 (P < 0.001). A negative correlation was observed between the Glasgow-Blatchford score and Forrest
classification, at r = =0.111 (P < 0.01), and between the shock index and Forrest classification, at r = -0.138 (P < 0.01).

Conclusion: A moderate correlation was observed between the Glasgow-Blatchford score and shock index in patients with PUB, and

the correlation between the Forrest classification and Glasgow-Blatchford score or shock index was relatively low.
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1. Introduction

Acute nonvariceal upper gastrointestinal bleeding
(ANVUGIB) is one of the most severe and life-threatening
emergencies, accounting for 80%-90% of acute upper
gastrointestinal bleeding cases [1]. The common causes
of ANVUGIB include peptic ulcer, upper gastrointestinal
tumors, and acute gastric mucosal lesions, and there are
other lesions (such as a Mallory-Weiss tear, Dieulafoy
lesion, and angiodysplasia) that also cause ANVUGIB.
However, at present, peptic ulcer is still the leading cause
[2]. In recent years, several risk scores have been used to
assess the disease severity, prognosis, and clinical status
of patients with ANVUGIB, with the Glasgow-Blatchford
score (GBS) [3] being one of the most commonly used
in clinical practice. The GBS is based on clinical and
laboratory findings without endoscopy results, and was
originally designed to predict the need for treatment

* Co-first authors: Hong YANG, Chen PAN
** Correspondence: cnliuqi@126.com

706

(including blood transfusion, endoscopy, and surgery. The
GBS is currently used to distinguish low-risk patients from
high-risk patients, limit the use of medical resources, and
reduce hospitalization expenses [4-6].

The shock index (SI) is the ratio of the heart rate to
systolic blood pressure, and it is a clinical indicator of
hemodynamic status. The SI can be used for the initial
monitoring of patients with gastrointestinal bleeding and
define treatment and provide an early warning of persistent
bleeding or rebleeding after initial therapy [7]. Few studies
have investigated the use of the SI in assessing upper
gastrointestinal bleeding, and the relationship between the
SI and other commonly used risk scores (e.g., the GBS)
remains unclear.

Endoscopy is of great importance in the diagnosis and
treatment of ANVUGIB [8]. If ANVUGIB patients are
definitively diagnosed with peptic ulcer bleeding (PUB)
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using endoscopy, then the Forrest classification can be
determined based on the characteristics of the ulcer base.
The Forrest classification is helpful in assessing the risk of
rebleeding and can guide proper endoscopic treatment
[9-11]. While the GBS, SI, and Forrest classification are
often used to assess disease severity, no research to date
has investigated the correlation between them. The current
study investigated the correlation between the GBS, SI,
and Forrest classification in patients with PUB.

2. Materials and methods

2.1. Study design

This retrospective study considered all of the patients
with a diagnosis of PUB who were admitted to the
Affiliated Hospital of Guizhou Medical University,
Afhiliated Baiyun Hospital of Guizhou Medical University,
and Cancer Hospital of Guizhou Medical University,
between January 2013 and March 2019. All of the patients
exhibited hematemesis and/or melena as the main clinical
manifestations, and underwent gastroscopy within 24 h
of admission, so as to confirm the diagnosis of PUB. The
exclusion criteria were as follows: 1) a bleeding site outside
of the upper gastrointestinal tract, 2) a malignant tumor,
and 3) the absence of the data needed to calculate the GBS.
The primary study variables were the GBS, SI, and Forrest
classification. This study was conducted in accordance
with the declaration of Helsinki and was approved by the
Medical Ethical Committee of the Affiliated Hospital of
Guizhou Medical University. Written informed consent
was obtained from all of the patients prior to their
endoscopic procedures. The STROBE guidelines were also
followed [12].

2.2. Data collection
Primary data were collected from each patient, including
their age, sex, medical history (presenting signs or
symptoms), comorbidities, use of drugs (aspirin, other
antiplatelet drugs, nonsteroidal antiinflammatory drugs
(NSAIDs), etc.), smoking, alcohol use, presence of a
Helicobacter pylori (H. pylori) infection (a positive result
in a urea breath test or rapid urease test, or histological
examination of the gastric mucosa indicating a H. pylori
infection), history of peptic ulcer or gastrointestinal
bleeding, blood pressure, pulse, heart rate, blood urea
nitrogen, hemoglobin, endoscopic findings (Forrest
classification), need for endoscopic intervention, and
treatment. Rebleeding within 7 days after initial therapy
(including endoscopic intervention) was also recorded.
The GBS was calculated for all of the patients based
on clinical and laboratory variables (e.g., systolic blood
pressure, blood urea nitrogen, hemoglobin, pulse, melena,
etc.) at the time of admission. The SI was calculated
according to the heart rate (beats/min) and systolic blood
pressure (mmHg) of the patient on admission.

Rebleeding was considered if any of the following
events occurred: the reappearance of overt bleeding (new
hematemesis or melena), a decrease in systolic blood
pressure (<90 mmHg) or increase in pulse rate (=110 beats
per minute), a decrease in hemoglobin (>20 g/L) within 24
h, or inadequate increase in hemoglobin (<10 g/L) after
adequate blood transfusion.

2.3. General treatment

The initial general treatment for all of the patients who
presented with acute upper gastrointestinal bleeding
and awaited endoscopy included monitoring (body
temperature, pulse, respiratory rate, blood pressure, urine
output, and mental status), bed rest, oxygen inhalation,
intravenous rehydration, and initiation of a high-dose
intravenous proton-pump inhibitor (PPI), with an
intravenous bolus of 80 mg, followed by a continuous
infusion of 8 mg/h. Assessments of the bleeding status
(characteristics, times, and total amounts of hematemesis
and/or melena) and regular reassessment with routine
blood tests, including blood urea nitrogen, were performed.
Blood transfusion was administered in accordance with
the patient’s condition. After endoscopy, patients classified
with Forrest Ia to IIb remained on high-dose PPIs via
intravenous infusion for 72 h, followed by reduction to a
standard dose (2 times each day for 3-5 days) according
to their clinical status. The same standard dose was also
used for the low-risk patients classified with Forrest Ilc
and Forrest II1. All of these patients who tested positive for
H. pylori infection were treated with the standard H. pylori
eradication therapy.

2.4. Endoscopy

Endoscopic procedures were performed within 24 h
on admission with a CV-260SL or CV-290 gastroscope
(Olympus, Tokyo, Japan). After the Forrest classification
of the peptic ulcer was defined via endoscopy in all of
the patients, endoscopic hemostasis was considered for
those patients with high-risk stigmata (Forrest Ia to IIb),
while it was not necessary for those with low risk (Forrest
IIc and Forrest III). Methods of endoscopic hemostasis
included epinephrine injection (epinephrine diluted
1:10,000 in 0.9% saline), electrocoagulation, argon plasma
coagulation, hemoclips, etc. The mode of therapy under
endoscopy was based on the status of the patient. All of
the endoscopic procedures were performed by expert
endoscopists who had experience with more than 500
cases of endoscopic hemostasis.

2.5. Statistical analysis

Statistical analysis was performed using SPSS v.20.0
(IBM Corp., Armonk, NY, USA). Quantitative data
with a normal distribution were expressed as the mean
+ standard deviation (¥ + s). A comparison among
the Forrest classifications was performed with one-
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way analysis of variance, and a comparison between
the 2 groups was performed using the least significant
difference test. Qualitative data were expressed as n
(percentage), and the chi-square test and Fisher’s exact test
were used for comparisons among the rates, and the chi-
square segmentation method was used for comparisons
between the 2 groups, with an adjustment of the test
level for the rates between the 2 groups to a = 0.0033.
The association between GBS and SI was evaluated using
Pearson’s correlation analysis, and the association between
the GBS/SI and the Forrest classification was evaluated
using Spearman’s rank correlation analysis. P < 0.05 was
considered statistically significant.

3. Results

3.1. Patient characteristics

Between January 2013 and March 2019, a total of 1060
patients with PUB were admitted to the abovementioned
institutions. Among those admitted, 24 patients with
bleeding sites outside of their upper gastrointestinal
tract, 36 with malignant tumors, and 45 without the data
required to calculate the GBS were excluded. Finally, a

total of 955 patients with PUB were enrolled in this study
(Figure 1). The mean age was 57.16 + 15.12 years, and
the group included 701 males (73.40%) and 254 females
(26.60%).

Hypertension was present in 286 patients (29.95%),
rheumatic disease in 146 (15.29%), diabetes mellitus in 69
(7.23%), and chronic kidney disease in 55 (5.76%). NSAIDs
(excluding aspirin) were used in 36.75% of patients, and
aspirin was used in 3.46%. Other characteristics, such as
smoking, alcohol use, H. pylori infection, history of peptic
ulcer, or gastrointestinal bleeding, are shown in Table 1.

3.2. Endoscopic data

Endoscopic examination was performed within 24 h of
admission in the 955 patients with PUB in the current
study. In Figure 1, it can be seen that 15 patients were
classified with Forrest Ia, 81 with Forrest Ib, 88 with Forrest
IIa, 76 with Forrest IIb, 36 with Forrest Ilc, and 659 with
Forrest III. Other than the patients with Forrest IIc and
Forrest III, all of those with Forrest Ia and most of those
with Forrest Ib to IIb underwent endoscopic hemostasis,
which included monotherapy and combination therapy
(details in Table 2).

Patients with PUB (n=1060)

Excluded (n=105)

e Bleeding sites outside the upper

A4

gastrointestinal tract (n=24)
e  Malignant tumors (n=36)

e  Absence of data needed to calculate the

GBS (n=45)
N
Enrolled (n=955)
Y Y
ForrestIa ForrestIb ForrestIla Forrest IIb Forrest Ilc Forrest ITII
(n=15) (n=81) (n=88) (n=76) (n=36) (n=659)

Figure 1. Flowchart showing the flow of patients through the study. Peptic ulcer bleeding (PUB), Glasgow-Blatchford score

(GBS).
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Table 1. Characteristics of patients with PUB (n = 955).

Patient characteristics
Age, years, mean + SD 57.16 + 15.12
Sex, n (%)
Male 701 (73.40)
Female 254 (26.60)
Comorbidities, n (%)
Hypertension 286 (29.95)
Diabetes mellitus 69 (7.23)
Heart failure 27 (2.83)
Cerebrovascular disease 49 (5.13)
Respiratory disease 39 (4.08)
Hepatic disease 44 (4.61)
Chronic kidney disease 55 (5.76)
Rheumatic disease 146 (15.29)
Concomitant drug use, n (%)
Aspirin 33 (3.46)
Other anti-platelet drugs 19 (1.99)
NSAIDs (excluding aspirin) 351 (36.75)
Warfarin 5(0.52)
Corticosteroids 24 (2.51)
Smoking, n (%) 462 (48.38)
Alcohol use, n (%) 399 (41.78)
Helicobacter pylori infection, n (%)
Negative 212 (22.20)
Positive 427 (44.71)
Unknown 316 (33.09)
History of peptic ulcer, n (%) 131 (13.72)
History of gastrointestinal bleeding, n (%) 119 (12.46)
NSAIDs: nonsteroidal antiinflammatory drugs
3.3. Comparison among the different Forrest

classifications

No significant differences in the age and sex of the patients
were found with different the Forrest classifications (P >
0.05, Table 3). The comparison of the GBS/SI/rebleeding
rates among the different Forrest classifications showed
statistical significance (P < 0.05). Both the GBS and SI
showed a peak value in patients with Forrest Ila, and
the GBS was significantly higher in patients with Forrest
IIa than in those with Ib/IIc/III (P < 0.05), while SI was
significantly higher in Forrest IIa than Ib/IIb/III (P < 0.05).
There was no statistically significant difference in the GBS/
SI among the other Forrest classifications (P > 0.05). The
total rebleeding rate was 4.08%; the rebleeding rate in

Forrest Ia (20.00%) was higher than in Forrest III (1.67%),
with statistical significance (P < 0.0033); the rebleeding
rate in Forrest Ib (3.70%) was lower than in Forrest Ila
(21.59%), with statistical significance (P < 0.0033); and the
rebleeding rate in Forrest Ila was higher than in Forrest
IIb/IIc/II1, also with statistical significance (P < 0.0033)
(Table 3).

3.4. Correlation analysis between the GBS and SI

The GBS-SI scattering dot curves showed clustering using
the curve imitation method. Pearson’s analysis revealed
that the GBS was positively correlated with the SI (P <
0.001), at r = 0.427 (Figure 2).

3.5. Correlation analysis between the GBS /SI and the
Forrest classification
Spearman’s rank analysis revealed a negative correlation
between the GBS and Forrest classification, at r = —-0.111
(P <0.01), and between the SI and Forrest classification, at
r=-0.138 (P <0.01).

4. Discussion

According to reports, the incidence of PUB ranges from
20 to 60/100,000 people and the mortality rate remains at
5%-10%, despite advances in endoscopy and medication
[13]. Early assessment of the disease severity and prognosis
has become increasingly important. In this study, it
was determined that the GBS in patients with PUB was
positively correlated with the SI, the correlation between
the Forrest classification and the GBS or SI was relatively
low; the GBS, SI, and the rebleeding rates in patients with
Forrest Ib were significantly lower than in those with
Forrest Ila.

The application value of the GBS in assessing the
condition of a patient, need for intervention, and
evaluation of the prognosis for patients with upper
gastrointestinal bleeding has been confirmed by numerous
studies [14-16]. The European Society of Gastrointestinal
Endoscopy has recommended assessment using the
GBS before endoscopy, with low-risk (GBS 0-1) patients
not requiring early endoscopy or hospitalization [17].
Some studies have found that the GBS can better predict
rebleeding in patients with upper gastrointestinal bleeding
[18-20], and a high GBS (GBS > 7) is associated with the
risk of rebleeding [21].

The SI can provide a comprehensive assessment of
cardiovascular status and can be used to estimate the
amount of blood loss and degree of shock (normal range:
0.5t00.7) [7]. A study by Rassameehiran et al. showed that
the SI was a good tool to identify patients with the potential
for short-term adverse outcomes when they presented with
upper gastrointestinal bleeding, and the SI was performed,
as well as other risk-scoring tools, for gastrointestinal
bleeding [22]. In this study, it was determined that the GBSs
of patients with PUB were positively correlated with the SI,
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Table 2. Endoscopic treatment.

Forrest classification Endoscopic treatment, n (%) Type of endoscopic treatment
B Monotherapy, n = 2 (13.33%)

fa (n=15) 15 (100.00) Combination therapy, n = 13 (86.67%)
B Monotherapy, n = 20 (26.67%)

b (n = 81) 75 (92:59) Combination therapy, n = 55 (73.33%)
N Monotherapy, n = 24 (29.27%)

Ila (n = 88) 82 (93.18) Combination therapy, n = 58 (70.73%)
_ Monotherapy, n = 12 (23.53%)

1Ib (n = 76) S1(67.11) Combination therapy, n = 39 (76.47%)

IIc (n = 36) 0 (0.00) -

III (n = 659) 0 (0.00) -

Monotherapy: epinephrine injection, argon plasma coagulation, or hemoclips; combination therapy:
combining epinephrine injection with argon plasma coagulation and/or hemoclips.

Table 3. Comparison among different Forrest classifications.

Variable Ia (n=15) Ib (n =81) Ila (n = 88) IIb (n=76) |Ilc (n=36) III (n=659) |F/c P

Age (years), mean + SD | 63.27 £ 13.13 | 54.23 £17.04 | 58.98 + 13.26 | 57.25+ 15.95 | 57.64 + 15.45 | 57.10 £ 15.01 |1.362 0.236
Sex (male/female) 13/2 64/17 73/15 55/21 2719 469/190 8.544 0.129
GBS, mean + SD 9.80 £ 3.26 9.40 £ 3.18° 10.58 + 3.39% | 9.66 + 3.36 8.75 £ 3.64 8.95+3.34 4.315 0.001
SI, mean + SD 0.81 £0.18 0.79+0.21* |0.85+0.19* |0.79 +0.21 0.79 £0.17 0.75+0.18 5.686 <0.001
Rebleeding, n (%) 3(20.00) 3(3.70) 19 (21.59) 3(3.95) 0 (0.00) 11 (1.67) 89.935 |[<0.001*

*Compared with Forrest ITa, P < 0.05; * compared with Forrest IIb, P < 0.05; compared with Forrest IIc, P < 0.05; ¢compared with Forrest
IIL, P < 0.05; *P < 0.05, the test level o’ of the pairwise comparison ratio was = 0.0033 (P: subgroup Ia vs. subgroup III: 0.003, subgroup
Ib vs. subgroup ITa: 0.001, subgroup Ila vs. subgroup IIb: 0.001, subgroup IIa vs. subgroup Ilc: 0.002, and subgroup IIa vs. subgroup III:

<0.001);
GBS: Glasgow-Blatchford score; SI: shock index.

2.0

- -
o a
1 1

Shock index

o
T

0.0 T T T
0 5 10 15
Glasgow-Blatchford score

20

Figure 2. Glasgow-Blatchford score-shock index scattering dots
curve.
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i.e., the higher the SI, the higher the GBS. Clinically, the
SI can be more easily calculated than the GBS. Therefore,
emergency patients should first be assessed with the SI
to determine their disease severity, and the GBS may be
used to further assess their disease severity and prognosis
after the completion of blood and other tests, as it may
be helpful for risk stratification and decision-making
clinically before endoscopy.

With the wider application and higher importance of
emergency endoscopy, identifying the cause of bleeding as
early as possible via endoscopy is of great significance for
the diagnosis and treatment in ANVUGIB patients [8,23].
The Forrest classification is an endoscopic scoring system,
which classifies ulcer lesions into high-risk and low-risk,
and it is helpful in predicting the risk of rebleeding and
guiding endoscopic hemostasis therapy [17]. At present,
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the analysis of risk factors on adverse outcomes of
ANVUGIB patients [24] and the comparison of the GBS
with other risk scores (e.g., Rockall score, AIMS65, etc.)
in predicting the prognosis of ANVUGIB patients are still
hot topics, and some other researchers have reported the
application value of the GBS and Forrest classification in
Mallory-Weiss syndrome [25]. However, the correlation
between the clinical severity score (such as the GBS and
SI) and the severity of endoscopic manifestations (Forrest
classification) in patients with PUB has not been reported.

The study herein explored the correlation between the
GBS or SI before endoscopy and the Forrest classification
after endoscopy, and it was found that the correlation
between the Forrest classification and GBS or SI was
relatively low. The r values were only -0.111 and -0.138,
respectively, with several possible explanations, as follows:
1) Due to the small sample size, with only 15 patients
(1.57%) with Forrest class Ia, we could not perform
adequate investigation on those with a high rebleeding
risk; thus, a larger sample and further research are needed.
2) PPIs are important in the treatment of PUB. Moreover,
preendoscopy PPI treatment can improve the condition of
a bleeding peptic ulcer and reduce the need for endoscopic
treatment [26,27]. All of the patients in the current study
used PPIs prior to gastroscopy, possibly reducing the
Forrest grade of the patients. 3) As heart rates and blood
pressures of the patients changed dynamically, performing
dynamic monitoring to determine the SI may be preferred.

In addition, the study showed that Forrest Ib patients
had lower a GBS and SI than those with Forrest Ila before
endoscopic examination, the rebleeding rate in the Forrest
Ib patients was lower than in those with Forrest Ila after
initial treatment (including endoscopic hemostasis), and
the rebleeding rate in patients with Forrest Ib (3.70%) was
indeed low after initial treatment, which was consistent
with recent findings [28], but the value of the Forrest Ib
classification as a sign of high-risk ulcers may need to be
reevaluated.

There were several limitations in this study: 1) This was
a retrospective study, and the sample was small; thus, a
larger sample and prospective study are needed to confirm
the results. 2) H. pylori infection is the main cause of peptic

References

1. Khamaysi I, Gralnek IM. Acute upper gastrointestinal bleeding
(UGIB)-initial evaluation and management. Best Practice and
Research Clinical Gastroenterology 2013; 27 (5): 633-638. doi:
10.1016/j.bpg.2013.09.002

2. Klein A, Gralnek IM. Acute, nonvariceal upper gastrointestinal
bleeding. Current Opinion in Critical Care 2015; 21 (2): 154-
162. doi: 10.1097/MCC.0000000000000185

ulcer. The eradication of H. pylori is closely related with
the prognosis of patients with peptic ulcer, e.g., rebleeding,
and it can promote ulcer healing. In this study, 427 patients
(44.71%) tested positive for H. pylori and were treated with
the standard H. pylori eradication therapy, but the efficacy
of the therapy was not followed up. At the same time,
patients who had tested negative for H. pylori infection
during bleeding were not rechecked, and some patients
did not have any test results for H. pylori. Hence, future
studies should pay close attention to H. pylori eradication
therapy as well as its effect on the prognosis of the patient.
3) Different endoscopists and methods used for endoscopic
hemostasis may have influenced the rebleeding rate. 4) The
study did not compare the comorbidities of the different
Forrest classifications, and as comorbidities are risk factors
for rebleeding, further studies are needed to analyze the
rebleeding rates and risk factors corresponding to the
Forrest classifications. 5) The incidence of rebleeding was
only recorded for 7 days after the initial treatment; hence,
longer-term follow-up of the rebleeding rate, e.g., over 30
days, may be necessary.

In conclusion, the moderate correlation between
the GBS and SI may be helpful for risk stratification and
clinical decision making before endoscopy. Correlation
between the Forrest classification and the GBS or SI was
relatively low.

Acknowledgments

This work was funded by the Agency Issued Joint Fund of
Guizhou Province Science and Technology Department of
Guiyang Medical University ([2010]3169).

Conflict of interest
The authors declare no conflicts of interest regarding this

paper.

Informed consent

This study was conducted in accordance with the
declaration of Helsinki. It was approved by the Medical
Ethical Committee of the Affiliated Hospital of Guizhou
Medical University. Written informed consent was obtained
from all of the patients prior to the endoscopic procedures.

3. Blatchford O, Murray WR, Blatchford M. A risk score to predict
need for treatment for upper-gastrointestinal haemorrhage.
Lancet 2000; 356 (9238): 1318-1321. doi: 10.1016/S0140-
6736(00)02816-6

4. Stanley AJ, Ashley D, Dalton HR, Mowat C, Gaya DR et al.
Outpatient management of patients with low-risk upper-
gastrointestinal haemorrhage: multicentre validation and
prospective evaluation. Lancet 2009; 373 (9657): 42-47. doi:
10.1016/S0140-6736(08)61769-9

711



10.

11.

12.

13.

14.

15.

16.

17.

712

YANG et al. / Turk ] Med Sci

Waddell KM, Stanley AJ. Risk assessment scores for patients
with upper gastrointestinal bleeding and their use in clinical
practice. Hospital Practice (1995) 2015; 43 (5): 290-298. doi:
10.1080/21548331.2015.1103636

Laursen SB, Dalton HR, Murray IA, Michell N, Johnston MR
et al. Performance of new thresholds of the Glasgow Blatchford
score in managing patients with upper gastrointestinal bleeding.
Clinical Gastroenterology and Hepatology 2015; 13 (1): 115-
121.€2. doi: 10.1016/j.cgh.2014.07.023

Ratra A, Rassameehiran S, Parupudi S, Nugent K. Utility of
the shock index and other risk-scoring tools in patients with
gastrointestinal bleeding. Southern Medical Journal 2016; 109
(3): 178-184. doi: 10.14423/SM]J.0000000000000427

Kim KB, Yoon SM, Youn SJ. Endoscopy for nonvariceal upper
gastrointestinal bleeding. Clinical Endoscopy 2014; 47 (4): 315-
319. doi: 10.5946/ce.2014.47.4.315

Gralnek IM, Barkun AN, Bardou M. Management of acute
bleeding from a peptic ulcer. The New England Journal of
Medicine 2008; 359 (9): 928-937. doi: 10.1056/NEJMra0706113

Kim JS, Park SM, Kim BW. Endoscopic management of peptic
ulcer bleeding. Clinical Endoscopy 2015; 48 (2): 106-111. doi:
10.5946/ce.2015.48.2.106

De Groot NL, Van Oijen MG, Kessels K, Hemmink M, Weusten
BL et al. Reassessment of the predictive value of the Forrest
classification for peptic ulcer rebleeding and mortality: can
classification be simplified? Endoscopy 2014; 46 (1): 46-52. doi:
10.1055/5-0033-1344884

Von Elm E, Altman DG, Egger M, Pocock SJ, Gotzsche PC et
al. The Strengthening the Reporting of Observational Studies
in Epidemiology (STROBE) statement: guidelines for reporting
observational studies. Annals of Internal Medicine 2007; 147
(8): 573-577. doi: 10.7326/0003-4819-147-8-200710160-00010

Sung JJ, Tsoi KK, Ma TK, Yung MY, Lau JY et al. Causes
of mortality in patients with peptic ulcer bleeding: a
prospective cohort study of 10,428 cases. American Journal of
Gastroenterology 2010; 105 (1): 84-89. doi: 10.1038/ajg.2009.507

Sung JJ, Chiu PW, Chan FKL, Lau JY, Goh KL et al. Asia-Pacific
working group consensus on non-variceal upper gastrointestinal
bleeding: an update 2018. Gut 2018; 67 (10): 1757-1768. doi:
10.1136/gutjnl-2018-316276

Reed EA, Dalton H, Blatchford O, Ashley D, Mowat C et al.
Is the Glasgow Blatchford score useful in the risk assessment
of patients presenting with variceal haemorrhage? European
Journal of Gastroenterology & Hepatology 2014; 26 (4): 432-
437. doi: 10.1097/MEG.0000000000000051

Lanas A, Dumonceau JM, Hunt RH, Fujishiro M, Scheiman
JM et al. Non-variceal upper gastrointestinal bleeding.
Nature Reviews Disease Primers 2018; 4: 18020. doi: 10.1038/
nrdp.2018.20

Gralnek IM, Dumonceau JM, Kuipers EJ, Lanas A, Sanders
DS et al. Diagnosis and management of
upper gastrointestinal hemorrhage: European
Gastrointestinal Endoscopy (ESGE) Guideline.
2015; 47 (10): al-46. doi: 10.1055/s-0034-1393172

nonvariceal
Society of
Endoscopy

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

Martinez-Cara JG, Jiménez-Rosales R, Ubeda-Mufoz M, de
Hierro ML, de Teresa J et al. Comparison of AIMS65, Glasgow-
Blatchford score, and Rockall score in a European series of
patients with upper gastrointestinal bleeding: performance
when predicting in-hospital and delayed mortality. United
European Gastroenterology Journal 2016; 4 (3): 371-379. doi:
10.1177/2050640615604779

Mokhtare M, Bozorgi V, Agah S, Nikkhah M, Faghihi A et
al. Comparison of Glasgow-Blatchford score and full Rockall
score systems to predict clinical outcomes in patients with
upper gastrointestinal bleeding. Clinical and Experimental
Gastroenterology 2016; 9: 337-343. doi: 10.2147/CEG.S114860
Budimir I, Stojsavljevi¢ S, Bar$i¢ N, Bis¢anin A, Mirosevi¢ G
et al. Scoring systems for peptic ulcer bleeding: Which one to
use? World Journal of Gastroenterology 2017; 23 (41): 7450-
7458. doi: 10.3748/wjg.v23.i41.7450

Sengupta N, Tapper EB, Patwardhan VR, Ketwaroo GA, Thaker
AM et al. High Glasgow Blatchford score at admission is
associated with recurrent bleeding after discharge for patients
hospitalized with upper gastrointestinal bleeding. Endoscopy
2016; 48 (1): 9-15. doi: 10.1055/s-0034-1392651

Rassameehiran S, Teerakanok J, Suchartlikitwong S, Nugent K.
Utility of the shock index for risk stratification in patients with
acute upper gastrointestinal bleeding. Southern Medical Journal
20175110 (11): 738-743. doi: 10.14423/SMJ.0000000000000729

Wierzchowski P, Dabrowiecki S, Szczgsny W. Urgent endoscopy
in elderly patients with non-variceal upper gastrointestinal
bleeding. Videosurgery and Other Miniinvasive Techniques
2012; 7 (4): 246-250. doi: 10.5114/wiitm.2011.28907

Tarasov EE, Bagin VA, Nishnevich EV, Astafyeva MN, Rudnov
VA et al. Epidemiology and risk factors of adverse outcome in
nonvariceal upper gastrointestinal bleeding. Khirurgiia (Mosk)
2019; (5): 31-37. doi: 10.17116/hirurgia201905131

Lee S, Ahn JY, Jung HY, Jung KW, Lee JH et al. Effective
endoscopic treatment of Mallory-Weiss syndrome using
Glasgow-Blatchford score and Forrest classification. Journal of
Digestive Diseases 2016; 17 (10): 676-684. doi: 10.1111/1751-
2980.12409

Barkun AN, Bardou M, Kuipers EJ, Sung ], Hunt RH et al.
International consensus recommendations on the management
of patients with nonvariceal upper gastrointestinal bleeding.
Annals of Internal Medicine 2010; 152 (2): 101-113. doi:
10.7326/0003-4819-152-2-201001190-00009

Cabot JC, Shah K. Are proton-pump inhibitors effective
treatment for acute undifferentiated upper gastrointestinal
bleeding? Annals of Emergency Medicine 2014; 63 (6): 759-
760. doi: 10.1016/j.annemergmed.2013.10.018

Jensen DM, Eklund S, Persson T, Ahlbom H, Stuart R et al.
Reassessment of rebleeding risk of Forrest IB (0ozing) peptic
ulcer bleeding in a large international randomized trial.
American Journal of Gastroenterology 2017; 112 (3): 441-446.
doi: 10.1038/ajg.2016.582



