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Learning Objectives

To be able to:

1. be more careful with NSAIDs in patients with Gl
bleeding

2. focus on treating the underlying cause, as
opposed to placing patients on indefinite PPI
therapy

3. be more comfortable with outpatient work ups for
Gl bleeding

@ CONTINUING EDUCATION COMPANY

Focus on Dyspepsia: Common Outpatient Complaint

* Dyspepsia: Pain or discomfort in the upper abdomen
* Differentiating Dyspepsia

— Non-urgent Abdominal Pain versus Acute Abdomen

— GERD versus Dyspepsia

* Common Causes of Dyspepsia
— Peptic Ulcer Disease
— Medications
— H. Pylori Infection

— Idiopathic/Functional
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Urgent versus Non-urgent

* Abdominal pain is difficult to evaluate and manage.
— Acute versus Chronic

— History has low sensitivity/specificity- especially for chronic pain

* Any patient with acute abdominal pain with:
— Unstable vital signs
— Peritoneal signs
— Concern for infection
— Unable to maintain hydration

Is best managed in the ER or an Acute Care Clinic or Immediate Care Clinic as
they will likely need imaging and an urgent surgical consultation.

Chronic Abdominal Pain

Dyspepsia
— Means bad digestion or disordered digestion
* Associated with food
* Nausea/Vomiting, Bloating, Fullness
— Implies chronicity and recurrent pain
— Sometimes mistakenly called gastritis

* Common complaint with 1% incidence
— about 5% of PCP visits and 20% of Gl consults.
— Investigated versus uninvestigated
— 70% have no organic explanation

John Pandolfino, MD
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Location of Abdominal Pain

Right

Gallstones

Differentiating GERD from Dyspepsia- GERDQ

Thinking about your symptoms over the past 7 days.....

( 0 1 2 3
AN\ \' Never One Day 2-3Days 4- days

) | How often did you have a burning
) feeling behind your breastbone 0 0 0 (0]
B [/ (heartbum)?

( How often did you have stomach

contents (liquid or food) moving
J N upwards to your throat or mouth 0 0 0 0
_— ) (regurgitation)?

How often did you have a pain in the
center of your upper stomach? 0 0 0 0

How often did you have nausea? 0 0 0 0

/
/\\ ; A How often did you have dificuty
- \ getting a good night's sleep because of 0 0 0 0

your heartbum and/or regurgitation?

-
Centei\ f / | How often did you take additional
/ medication for your heartbum and/or
regurgitation other than what the 0 0 0 0
/: physician told you to take (such as

“——_n a‘)el Tums, Rolaids, Maalox)?
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Dyspepsia Work UP

‘ Symptoms suggestive of gastroduodenal involvement
Postprandial fullness, early satiation, epigastric pain, epigastric burning, nausea, vomiting,
excessive belching, rumination

nausea, vomiting,
belching,

i)
chapters)

ROME IV: Gastroenterology 2016;150:1380-1392

9
Patient with Dyspepsia Symptoms
Physical Exam
Meds/Labs
CBC, CRP, CHEM, Amylase/Lipase
Age > 60 Age < 60
Warning Signs
Weight loss
Unintentional > 5% BW
Overt Gl Bleeding
Fe deficiency
Symptoms:
Dysphagia/Odynophagia
Vomiting
Mass
Family history of cancer
* Reassurance
YES NO l
Upper Endoscopy with Biopsies H.Pylori Testing and/or PPI Trial
Timing is Important Stop offending medicine
10
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Patient with Dyspepsia Symptoms

|

‘ Upper Endoscopy with Biopsies ‘

|

Pyloric sphincter

l

Most patients will have a negative
endoscopy and negative biopsies
for H. Pylori

- OFF PPl Therapy

- Gastritis is a pathologic diagnosis

Medications

* NSAIDs and COX-2 selective inhibitors can cause dyspepsia
even in the absence of peptic ulcer disease.

* Other drugs:
— calcium channel blockers, methylxanthines, alendronate, orlistat
— potassium supplements, iron, vitamin D, selective

— serotonin reuptake inhibitors, sulfonylureas, and certain
antibiotics (erythromycin)
acarbose, dabigatran

John Pandolfino, MD
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Presentation and Causes of PUD

Patients with DU usually present with increased appetite or

nocturnal abdominal pain

Patients with GU present with abdominal pain after food

ingestion, nausea, vomiting, and weight loss*

Elderly patients with PUD are usually asymptomatic or have

only mild symptoms

Pylric sphincter

Positive for Helicobacter pylori infection

Drug (ie, non-steroidal anti-inflammatory drug [NSAID])-

induced

H pylori and NSAIDs positive

H pylori and NSAIDs negative™

Acid hypersecretory state (ie, Zollinger-Ellison syndrome)

Anastomosis ulcer after subtotal gastric resection

Tumours (ie, cancer, lymphoma)

Rare specific causes

+ Crohn's disease of the stomach or duodenum

= Eosinophilic gastroduodenitis

+ Systemic mastocytosis

» Radiation damage

+ Viral infections (eg, cytomegalovirus or herpes simplex
infection, in particular in immunocompromised
patients)

» Colonisation of stomach with H heilmanii

- Severe systemic disease

Cameron ulcer (gastric ulcer where a hiatus hernia passes

through the diaphragmatic hiatus)

True idiopathic ulcer
13
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Zollinger-Ellison Syndrome

* Incidence 0.1-1%

* MEN Type |
— Primary hyperparathyroidism (90%)
— Pituitary tumors (10-20%)
— Enteropancreatic tumors (60-70%)

Ellison tumor

* Intractable or multiple ulcers, diarrhea, o une
enlarged gastric folds Duodenal

ulcers due to |
hyperacidity

15
Elevated Serum Gastrin
* >1000 pg/mL diagnostic
— Rule out pernicious anemia 1200 -
— Most ZES have lower levels ]
"E' T
'.'.E €00 —
° <1000 pg/mL g Gastrinoma
Small bowel resection 8 %07
Renal insufficiency o . . . e
Use of PPI's ° e 7
GaStrIC OUtIet ObStrUCtlon Secretin test in gastrinoma Marked hypersecretion of gastrin occurs aftier the
Retained gastric antrum administration of secretin in a patient with a gastrinoma (Zallinger-Ellison
syndrome) compared to the lack of response in normal subjects.
16
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Arachidonic Acid /
ﬂ COX-1

v PGE, synthesis

IMPACT: NSAID’s and the Gut

NSAIDs

A
N
N

Topical irritation
& direct epithelial damage
(minor role)

20% ulcers

Systemic effects

(post absorptive) y

¥ Mucus secretion
¥ Bicarbonate secretion
¥ Blood flow

2-4% symptomatic
107,000 hospitalizations
16,500 deaths
$1 billion expenditure

mucosal damage

epithelial injury

@ Food

HCo,

mucus ulceration

ratdaat s, AT (AATETT
® o | o ® [ ® o]

Blood flow ]
oxygen delivery ( ( . *02

PGE, vasodilation

H. pylori

inflammation

17
[
NSAID Associated PUD
+ NSAIDs are the most important etiological factor for recurrent PUD
* H. pylori infection positively increases the risk of NSAID-related GI complications
High risk
1. History of a previously complicated ulcer, especially recent
2. Multiple (=>2) risk factors
Moderate risk (1-2 risk factors)
1. Age =65 years
2 High dose NSAID therapy
3. A previous history of uncomplicated ulcer
4 Concurrent use of aspirin (including low dose) corticosteroids
or anticoagulants
Low risk
1. No risk factors
Am J Gastroenterol. 2009;104(3):728-738.
18
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NSAID Associated PUD
[T Seiems | Peewehemw

Very—high-risk group e Treatment with NSAIDs should be avoided or must be
administered with extreme caution and maximal
protective measures

¢ COX-2 inhibitor plus misoprostol or a PPI therapy is
indicated if anti-inflammatory treatment is required

High-risk group COX-2 inhibitor plus misoprostol or PPI
Moderate-risk group COX-2 inhibitor alone or NSAID plus misoprostol or PPI
Low-risk group No protective measures

Am J Gastroenterol. 2009;104(3):728-738.

19
Management of PUD
H. pylori NSAID Low-dose aspirin Idiopathic
l |
Do not resume
aspirin in most
patients
« Complicated history- consider maintenance therapy based on risk factors.
« Document healing in Gastric Ulcers
Am J Gastroenterol. 2012;107(3):345-360
20
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Patient with Dyspepsia Symptoms

J

‘ Upper Endoscopy with Biopsies ‘

Benign Conditions

+ Dyspepsia if <60 without + Adult household members of

alarm features H. pylori positive individuals
When to Test «Dyspepsiaif <50 with high ~ +ITP
for H. pylori risk for gastric cancer + Unexplained IDA
+ Endoscopy with biopsies + Current or prior history of PUD
if dyspepsia and alarm + Chronically taking NSAID
features, NSAID use, family or starting daily
history of gastric cancer, aspirin therapies
immigration from high T -
incidence region -—|—~~#. T

Pyloric sphincter
Premalignant and Malignant Conditions

* High risk gastric premalignant =« MALT lymphoma

condition « Gastric epithelial polyps
- Corpus-extending GIM * Autoimmune gastritis
- Incomplete GIM

- Dysplasia @ WHO recognizes

- Autoimmune gastritis H. pylori as a group |

- Family history (definite) carcinogen

- Foreign born with immigration
from high incidence region
- High risk race/ethnicity

The American Journal of Gastroenterology 119(9):p 1730-1753, September 2024
DOI: 10.14309/a'g.0000000000002968

21
ACID IN THE ANTRUM STIMULATES
SOMATOSTATIN RELEASE TO INHIBIT
MEAL-STIMULATED GASTRIN SECRETION
Hé Antral lumen
Dcell | _o!
| D :
(] Q \‘\ -
o a
@ Circulation
o 0t b P B ek i vt reserved
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Two Major Patterns of H. pylori Gastritis

Pattern Pathology Acid odenal path Ulcer risk

Antrum-
redominant
Gastric

Chronic inflammation INEETJESE]
. Increased . . Duodenal ulcer
Polymorph activity Active chronic

inflammation

Pan-gastritis
Chronic inflammation
Polymorph activity
Reduced Normal Gastric ulcer
Atrophy

Intestinal metaplasia

Dixon 1994

Worldwide Prevalence of H. pylori
Infection

Early childhood is a period of transmission of
H. pylori infection and the presence of an
infected sibling was an important risk factor for
transmission of the disease.!

More than half of the world's population was found to be
infected with H. pylori.

An oral-oral or oral-fecal route has been
identified to be responsible for spread of H.

pylori infection.® \ D

The presence of H. pylori in drinking water, Matodecta proi

poor living conditions, and lack of sanitation o /
are important risk factors in H. pylori e )
infection.? s

H. pylori eradication decreased the burden of
dyspepsia and peptic ulcer disease.*

1Hooi JKY, et al. Global prevalence of Helicobacter pylori infection: Systematic review and meta-analysis. Gastroenterology. 2017;153:420-429.
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1gG H. pylori 7
@ _— Artbodyitest Other H. pylori tests

Patient with Dyspepsia Symptoms
l

‘ Testing for H. Pylori ‘

Pretest probability of H. pylori
infection

scinfillation
(beta) counter

Urea breath test Fecal antigen test

Mucosal biopsy-based

test, if endoscopy is
performed

The American Journal of Gastroenterology 119(9):p 1730-1753, September 2024

DOI: 10.14309/ajg.0000000000002968

25
[ [ ° [
ACG Guidelines: Therapies
Overall : : :
e lfarice 1st-Line Regimens for Treatment-Naive
rates: Patients with H. pylori infection
Without Antibiotic Susceptibility Testing
Clarithromycin
22.2%
A No Penicillin Allergy Penicillin Allergy***
0 S
1.2% * Optimized BQT* + Optimized BQT*
* Rifabutin Triple
* PCAB Dual
Metronidazole * PCAB-Clarithromycin
Triple**
69.2%
BQT, bismuth quadruple therapy, PCAB, potassium-competitive acid blocker
*Includes appropriately dosed PPI, bismuth, nitroimidazole, and tetracycline (not doxycycline)
** Avoid in those with previous macrolide exposure
*** May require formal allergy testing
The American Journal of Gastroenterology 119(9):p 1730-1753, September 2024
DO!: 10.14309/ajg.0000000000002968
26
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ACG Guidelines: Salvage Therapies

Table 6. R ded salvage regi for treatment-experienced patients with persistent H. pylori inf
AST
Regimen Drugs (doses) Dosing frequency quil
Optimized bismuth PP] (standard dose)® b.i.d. No Conditional (very low quality of
quadruple? Bismuth subcitrate (120-300 mg) or  q.i.d. evidence)
subsalicylate (300 mg)
Tetracycline (500 mg) q.i.d.
Metronidazole (500 mg) t.id. orq.id.
Rifabutin triple PPI (standard to double dose)” b.i.d. No Conditional (low quality of
Amoxicillin (1,000 mg) b.id.ortid. evidence)
Rifabutin (50-300 mg)© q.d., b.i.d., or (Talicia which contains
50 mg t.id.)*
Levofloxacin !riple" PPI (standard dose)® b.i.d. Yes Conditional (low quality of
Levofloxacin (500 mg)® qd. evidence)
Amoxicillin (1,000 mg) or b.i.d.
metronidazole® (500 mg)
P-CAB triple (Voguezna Vonoprazan (20 mg) bid Yes No recommendation (evidence
TriplePak)’ Clarithromycin (500 mg) gap)
Amoxicillin (1,000 mg)
High-dose dual therapy® Vonoprazan (20 mg)" or PPI (double  b.i.d. or t.i.d. No No recommendation (evidence
dose) gap)
Amoxicillin (1,000 mg) tid

The American Journal of Gastroenterology 119(9):p 1730-1753, September 2024

AMOX, amoxicillin; CAM, clarithromycin; FDA, Food and Drug v, MNZ, PPI, proton pump inhibitor. DOI: 1014309/ 2jg,0000000000002968
27
Dyspepsia Work UP
<
CNS modulation — / e
Anxiety, stress, etc. ey ///\‘.L
L
\
Visceral hypersensitivity
H+, wall distension, etc.
Decreased fundic
accommodation
Gastroesophageal reflux
FH4, Dil acih, efc. Abnormal dietrbution of
Gastric inflammation
: Delayed emptyini
Bacteria-H. pylori Abnormal n’r’yoelacmafgactivity
Duodenal inflammation Overdistended antrum
H+, bacteria, viruses, allergy, etc. Intestinal dysmotility
ROME IV: Gastroenterology 2016;150:1380-1392
28
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Dyspepsia Work UP

\ Functional Dyspepsia

Postprandial di le Yes — Ch P No Epigastric pain
| syndrome (PDS) [ _ 7|__ syndrome (EPS) |

Prokineti
P

| Refer for ic/f

| experimental treatment [ l
y 3 3 .
Dela stric Increased persensitiv D al mucosa
e'):'.:fv ng fundic tone i W 1 ‘nflam b“?l"y"
N v ¥
Antiemetic, 5-HT1a agonist, Antidepressant, Montelukast, H1/
prokinetic, Sng?, combinations? H2 bladder
combinations? ? | combinations?

ROME IV: Gastroenterology 2016;150:1380-1392

29

Functional Dyspepsia: Epigastric Pain Syndrome

Primarily Pain- Epigastric Burning
 TCA [low dose]

— Amitriptyline 10 mg

— Desipramine 25 mg.

— The dose is started at night and may be increased at 1-2 week
intervals.
* Max dose is around 75 mg
* Continue for 6 months- try to wean off.
* Trazadone is another alternative

30
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Functional Dyspepsia:
Dysmotility Overlap/ Post-prandial Distress Syndrome

Prokinetic agents

* Metoclopramide 5 to 10 mg three times daily one-half an hour before meals and at night
for four weeks) for 4 week intervals.

* | prefer for patients to have evidence of dysmotility with objective testing and/or nausea or
vomiting.
* Systematic review and meta-analysis that included 29 trials of six individual agents in

patients with functional dyspepsia, overall, global symptom improvement was greater with
individual agents than placebo (40 versus 26 percent).

Fundic relaxant drugs — There is limited evidence that relaxing the gastric fundus may improve
early satiation and postprandial fullness.

— Buspirone 10 mg, three times daily for four weeks increased gastric accommodation and
reduced the overall severity of symptoms of dyspepsia, despite inducing mild gastroparesis

31
Functional Dyspepsia: Epigastric Pain Syndrome
* Psychotherapy

— My first line therapy.

— A systematic review of four trials (relaxation therapy and hypnosis,
psychodrama, psychotherapy, and cognitive-behavioral therapy)
suggested therapy could be beneficial for one year.

— some question regarding durability- but can repeat and train
patients in self management.

32
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Location of Abdominal Pain

Gallstones

Stomach Ulcer

Pancreatitis
F;

33
Functional Dyspepsia: Pain Clusters
* RUQ Pain — Gallbladder/Pancreas
— Classic biliary pain is characterized by episodic intense dull pain located in the right
upper quadrant, epigastrium, or (less often) substernal area that may radiate to the
back.
* often constant and associated with diaphoresis, nausea, and vomiting. The pain typically lasts at
least 30 minutes and can occur at night.
— Chronic Pancreatitis pain is in the epigastric region associated with N/V and radiating to
the back and worse in the recumbent position.
— LFTs, Amylase/Lipase and RUQ US- CS Imaging may be needed.
— EPI- bloating/diarrhea
* Fecal elastase < 200 mcg/g is abnormal.
* Pancreatic enzymes
34

John Pandolfino, MD
Gl Bleeding and Peptic Ulcer Disease



Monday, February 23, 2026 Primary Care Winter Conference

Gl Bleeding: Approach

* Confirmation and Location A Seome — e
— Factors that are predictive of bleeding coming from an upper
GI source:

+ Melenic stool on examination (LR 25)
+ aratio of BUN to serum creatinine greater than 30 (LR 7.5)

— The majority of melena (black, tarry stool) originates proximal to
the ligament of Treitz (90 percent), fcharicbowel dsassa

+ may also originate from the oro/nasopharynx, small [——
bowel, or colon. Meckel Gvertcuum

+ Melena may be seen with as little as 50 mL of blood.

SMALL INTESTINAL BLEEDING

LOWER INTESTINAL BLEEDING
Anglodysplasia

— Hematochezia (red or maroon blood in the stool) is usually due to
lower GI bleeding. However, it can occur with massive upper GI
bleeding that is hemodynamically unstable.

— The presence of blood clots in the stool made an upper GI source less o o
likely (LR 0.05). st

35

Gl Bleeding: Approach

* Resuscitate/Stabilize

* Hemodynamics
— Access/ Labs/ Type and Cross
— Fluids- Based on hemodynamics
+ Mild to moderate hypovolemia (less than 15 percent of blood volume lost) - Resting tachycardia.
» Blood volume loss of at least 15 percent - Orthostatic hypotension
» Blood volume loss of at least 40 percent - Supine hypotension

— Bleedingrisk
» Bleeding Disorder
+ Anticoagulants, Antiplatelet agents
— Triage
« Scores: Rockall, GBS, AIMS 65
« All patients with hemodynamic instability or active bleeding (manifested by ongoing
hematemesis, bright red blood per nasogastric tube, or hematochezia) should be admitted to an
intensive care unit for resuscitation and close observation with automated blood pressure
monitoring, electrocardiographic monitoring, and pulse oximetry.
— Consultants
— Medications

36
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Gl Bleeding: Transfusion

Clinical and laboratory assessment™

¥

‘ Hemaoglobin level? ‘
I
[ T 1
<7 g/dL 7 to 10 g/dL >10 g/dL

v

‘ Rapidly declining hemoglobin?£&

RBC transfusion is appropriate
with rare exceptions1

‘ Acute myeccardial infarction?

Yes No Yes No
Are either of the following present and RBC transfusion may be
RBC transfusion is appropriate for thought to be due to anemia? anernalE if ;ctl\re h|E§d|ng R:lC h’a;sf:slo;\ is u;!hl(elv to
hemoglobin <10 afdL - d . bill is present and expected to e needed unless there are
Hemadynamic instability decrease the hemoglobin extenuating circumstancesT
= Respiratory or cardiac symptoms to a concerning level

I
[ 1
Yes No

v v

Transfuse at the threshold defined by clinical trials:
= Preexisting CAD — 8 g/dL
RBC transfusion is appropriate = ICU - 7 g/dL
with rare exceptionsT = GI bleeding - 7 g/dL
= Non-cardiac surgery — 8 g/dL
= Cardiac surgery — 7.5 g/dL

Modified from Up to Date: approach-to-lower-gastrointestinal-bleeding/
approach-to-upper-gastrointestinal-bleeding (uptodate.com).

37
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[ ]
Gl Bleeding: Approach
* Medications:
Pharmacotherapy for all patients with suspected or known severe bleeding:
Give a proton pump inhibitor: Esomeprazole or pantoprazole, 80 mg IV
If endoscopy delayed beyond 12 hours, give second dose of esomeprazole or pantoprazole, 40 mg IV
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 mcg/hour continuous IV infusion)
Give an IV antibiotic (eg, ceftriaxone or fluoroquinolone)
* Coagulopathy/Anticoagulants
— For most patients, endoscopy should not be delayed because of anticoagulant or antiplatelet agent use
« For p.%'?ients undergoing upper endoscopy, wait until the INR is <2.5 to perform the endoscopy, if
possible.
- enqoscopY is safe and endoscopic therapy effective in patients who are mildly to moderately
anticoagulated.
— If a patient is taking antiplatelet monotherapy such as aspirin for secondary cardiovascular prevention
(prior acute coronary syndrome, coronary artery stent), tﬁe agent may be continued.
— If the patient is taking dual antiplatelet therapy, then one of the antiplatelet agents is generally
discontinued
38
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Gl Bleeding: Reversal

Warfarin

Life-threatening LGIB despite initial
resuscitation and supratherapeutic
INR substantially exceeding
therapeutic range

Dabigatran

Life-threatening LGIB despite initial
resuscitation and recent dabigatran
use within 24 hrs

Anticoagulant Reversal Strategy in Life-Threatening LGIB

First line: 4F-PCC

Second line: FFP

Rivaroxaban
or Apixaban

i

Life-threatening LGIB despite initial
resuscitation and recent factor Xa
inhibitor use within 24 hours

\

Idaracizumab

Andexanet alfa

\

Most patients with LGIB on anticoagulants can likely be managed with IV fluid
resuscitation, transfusion of PRBCs, and holding the drug alone

PCC preferred to FFP due to
rapidity of reduction of INR

Sengupta, N. The American Journal of Gastroenterology 118(2):p 208-231, February 2023.

Ld
Gl Bleeding: Approac
[}
-
r , CT angiography, standard
_—— - angiography, and/or
Hemaodynamically unstablef Hemodynamically stable I - ;‘,}’,ﬁint"e,imw*
severe bleeding1 I
v v
Resuscitate, consult surgery and/or | Source identified?
interventional radiology in case I
upper endascopy is unsuccessful or
cannct be performed (eg, i the I Yes No
patient cannot be stabilized)
¥ 1 ‘ Specific tr!al:mentl Iﬂngoing bleeding? I
Upper endoscopy within Upper endoscopy 1
24 hours within 24 hoursd
" o 1 Yes No
| Source identified? ‘ | Source identified? | |
Deep small bowel Evaluate for small
r—|—| I—I—\ | enteroscopy bowel bleeding ¥
Yes No Yes No I
¥ ¥
!
|
| - ™
Yes No Yas No 1 I Specific treatment | | Ongoing bleeding?J
¥ ¥ ¥ ¥ | F I .
Specific Does severe bleading Specific Evaluate for small I Yes No
i bowel bleeding ¥ v v
I Additional testing such as angiography, Medical treatment as needed**
Yes No 1 CTA, Meckel's scan, laparoscopy/ (eg, iron supplementation, sematostatin
¥ ¥ laparotomy with intraoperative analogs, antiangiogenic therapy); repeat
CT angiography, standard Evaluate for small 1 enteroscopy endoscopic evaluation if bleeding recurs
angi:graphv, and/or | bleeding £ I
push enteroscopy
_________________ - Modified from Up to Date: approach-to-lower-gastrointestinal-bleeding/
approach-to-upper-gastrointestinal-bleeding (uptodate.com).
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Gl Bleeding: Endoscopy

Forrest Classification

Acute Hemorrhage Signs of Recent Hemorrhage Lesions without Active Bleeding
N

lla
Non-Bleeding

la Visible Vessel [}

| Active Spurting Rebleeding Risk: Clean-Based

Rebleeding Risk: 4010 50% Ulcer

60 1o 100% Rebleeding Risk:
b 3105%

Adherent Clot
Rebleeding Risk:
2010 30%

lic

Flat Spot in
Ulcer Base
Rebleeding Risk:
710 10%

1b

Active Oozing
Rebleeding Risk:
50%

W @enrrikke Images from Alzoubaidi, et ol, 2018

First described in 1974 by J.A. Forrest et al. in The Lancet
Standardized classification system for endoscopists to describe peptic ulcers

Helps prognosticate and risk stratify patients based on stigmata of recent hemorrhage and decide
on discharge versus close inpatient monitoring

41
Gl Bleeding: Endoscopy
‘ Injection ‘ ‘Thermal Therapies‘ ‘ Mechanical ‘
Saline l
. . Heater probes
Epinephrine
Monopolar
Polidocanol Alrgon P
o Plasma Bipolar (Gold, TTS-
Fibrin glue Coagulation Clips
) Silver, BICAP) P
Histoacryl
|| OTS-
/ Clips
i _
Banding
END@CDLLAS https://endocollab.com/blogs/gi-endoscopy-tips-tricks/treating-upper-gastrointestinal-bleeding-an-update-on-endoscopic-techniques/
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Gl Bleeding: Lower Gl Bleeding

s of UGI bleeding include history of peptic ulcer bleeding, portal
BUN/Cr>30, aspirin/NSAID use, and positive nasogastric lavage

*Risk factor

yp

** Predictors of a positive CTA include the following: performance of a CTA within 4 hours of
hematochezia, recent bowel resection or intervention, transfusion of >3 units of PRBC, use of
antiplatelets or DOACs, tachycardia, or hypotension. For centers without interventional radiology
availability, would consider performing a prompt colonoscopy after resuscitation.

Abbreviations: IVF, intravenous fluid resuscitation; PRBC, packed red blood cell; UGI, upper
gastrointestinal; LGIB, lower gastrointestinal bleeding; PEG, polyethylene glycol; CT, computed
tomography; DOAC, direct oral anticoagulants; BUN, blood urea nitrogen; Cr, creatinine; NSAID,
nonsteroidal anti-inflammatory drugs

Severe Hematochezia

IVF resuscitation,
PRBC transfusion to threshold >7g/dL (or
higher if shock or cardiovascular ischemia)
Exclude UGI source* if appropriate

Milder LGIB’

(_)nguing

bleeding subsided

CT Angiography™

or bleeding has

Nonurgent colonoscopy
(with split-dose PEG) vs.
ob ion if bleeding

subsides and patient has
had recent colonoscopy

'

!

Prompt transcatheter
angiography with embolization
if extravasation seen

Sengupta, N.

Consider urgent colonoscopy (large
wvolume purge prep with 4-6L PEG
over 3-4 hours) with intervention for
specialized centers with expertise in

endoscopic hemostasis
The American Journal of Gastroenterology 118(2):p 208-231, February 2023.
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Gl Bleeding: Lower GI Bleeding
Preferred Treatment Options during Colonoscopy
Diverticular hemorrhage (SRH Colonic
seen during colonoscopy) Angioectasias

P . B e '

( EeBL ) Clips* ) [ Coagulation™ | ( APC ) [ clps |

- LTSN \ /

Inital hemostasis: rate(85%CI) ~Iniial hemostasis: rate(85%C1)  Initial hemostasis: rate(95%Cl)
99% (95-100) 99% (97-100) 100% (91-100)
Early rebleeding: Early rebleeding: Pooled rebleeding:
8% (5-12) 19% (11-28) 21% (1-51)
Additional Treatment Options: Additional Treatment Options: Additional Treatment Options:
Topical hemostatic spray, epinephrine, OTSC, Clips, epinephrine, submucosal Direct thermal therapy, APC,
endoscopic detachable snare ligation, Doppler probe- injection of fluid followed by targeted OTSC, topical hemostatic spray
guided therapy coagulation
Abbreviations: SRH, stigmata of recent hemorrhage; EBL, endoscopic band ligation;
APC, argon plasma coagulation; OTSC, over-the-scope clip. Notes: * Direct clipping of
vessel preferred to indirect clip closure of diverticula. ** Coagulation can be used if SRH
seen at neck of diverticula.
Sengupta, N. The American Journal of Gastroenterology 118(2):p 208-231, February 2023.
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Gl Bleeding: Suspected Small Bowel Bleeding

1s a proximal small bowe! lesion suspected dinically
(=g, in a patient with hematemesis or with
imaging suggesting a proximal lesion)?

Yes No
¥ v Transmitter and antenna
Push entsroscopy Was the initial endoscopic evaluation inadequate 11 Camera lens
or has overt bleeding recurred after initially stopping?
r I 1 ) .
Yes Mo Antenna ShIEEI:‘Td
antenna unit holder
¥ " Recorder in

Repeat upper endoscopy and/or colonoscopy recorder holder
(push enteroscopy is an alternative to upper

endoscopy and permits better evaluation of

the proximal small bowel) Batisstis Capsule [ 2) Sensing system i
o] |
Illuminator (LED Light)

r 1
Yes Ne

¥ ¥ 1) Video Camera Capsule
Specific treatment: Have sources of bleeding outside the GI tract been

excluded (either clinically or with specific testing)?

L— The capsule transmits signal from gut

Yes T to sensing system attached to the body

3) Workstation
Evaluate for non-GI
sources of blood loss
r
No Yes
A

VCES Specific treatment

Modified from Up to Date: approach-to-lower-gastrointestinal-bleeding/
approach-to-upper-gastrointestinal-bleeding (uptodate.com).
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Gl Bleeding: Suspected Small Bowel Bleeding

WEO Video Capsule Endoscopy (VCE) Library: clinical case 51
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Capsule Endoscopy (VCE) in SBB

]
v v ¥
. Mo source identified \E@ Source identified
*What is Capsule Endoscopy e

(VCE)? i
*A non-invasive method to visualize the
small bowel.

Involves swallowing a capsule with a camera

that takes images as it moves through the

gastrointestinal tract.

Indications for VCE v n
*When other diagnostic tests are negative or
inconclusive. No ves
*Recurrent or obscure bleeding with suspected small
bowel origin. —

*Visual Findings on VCE

*Vascular malformations v v
*Tumors (e.g., lymphoma, adenocarcinoma) [orasing blesding?] [Spectic wraatment
*Inflammatory lesions (e.g., Crohn’s disease) —_—
v v
Medical treatment as needed Additional testing such as
(eg, iron i CTA, Meckel's scan,
analogs, antiangiogenic therapy); repeat laparoscopy/laparotomy with
endoscopic evaluation if bleading recurs intracperative enteroscopy ¥

Modified from Up to Date: approach-to-lower-gastrointestinal-bleeding/

approach-to-upper-gastrointestinal-bleeding (uptodate.com).
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Anticoagulants/APA and Endoscopy
[ [ ]
Thienopyridines (Clopidogrel/ DAPT DOAC (ApixabanjRivaroxaban/
‘ Prasugrel/Ticagrelor) Dabigatran})
Low-Risk Procedures
- Diagnostic endoscopy with biopsy
- ERCP with stenting without sphincterotomy
- EUS without FNA
- Diagnostic push or device assisted enteroscopy
- Capsule endoscopy
- Oesophageal, enteral, and colonic stenting
- Argon plasma coagulation
- Barrett's ablation
World J Gastrointest Endosc. Nov 16, 2020; 12(11): 408-450
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Anticoagulants/APA and Endoscopy

High-Risk Procedures
- Polypectomy - Therapy of varices
- ESD - PEG / PE] insertion
- EMR of polyps > 2 cm - EUS with FNA
- ERCP with sphincterotomy +/- | - Dilatation of strictures
balloon sphincteroplasty - Cystgastrostomy
- Ampullectomy - Tumour ablation
- Balloon enteroscopy

Low-Risk Conditions High-Risk Conditions*

- Mechanical aortic valve (without any risk factors') - AF with mitral stenosis

- All bioprosthetic heart valves - Mechanical mitral valve

= VTE > 12 mo (with no other risk factors') - Mechanical aortic valve with one or more risk factors

- Stable CAD - VTE < 3-12 mo

- AF without valvular disease and CHA,DS,-VASc? < 2 - Thrombophilia
- AF with CHA,DS,-VASc?22
- PCI - DES < 12 mo or BMS < 3 mo (with no other history of stent occlusion)®
- Active malignancy

'AF, prior CVA or TIA, HTN, DM, CCF, age > 75

2CHA,DS,-VASc = CCF, HTN, age 2 75 (2 pts), DM, stroke (2 pts), vascular disease, age 65-74, female

3If ACS or PCI < 6 wk, ideally defer the procedure unless emergency procedure

*Medium-risk conditions (indicated in the APAGE-APSDE guideline only) have been considered as high-risk procedures

World J Gastrointest Endosc. Nov 16, 2020; 12(11): 408-450

Anti lants/APA and End
[ |
Thienopyridines m DOAC Warfarin
(Clopidogrel/Prasugrel/Ticagrelor) i i i
— [
I
{ Low-Risk ] { High-Risk } [ Low-Risk ] [ High-Risk } { Low-Risk } [ High-Risk ] [ Low-Risk J { High-Risk J { Low-Risk ] { High-Risk ]
Cond © Cond C Condi C Cond Cond
— | | — [ —
N Cease 5 d pri
Continue Cease 5 d Cease 5d! Continue ASA ) [ Continue ASA Cease 48 h! prior e BNy hne:ednsm?;y“
therapy® prior to prior to to endoscopy Lol coscoy with HBT
L — Cease without HBT
Thienopyridine Thienopyridines 5 (72 hif CrCl < 50 on B HET significantly
Clopidogrel Clopidogrel s 5 d! prior to d! prior to rivaroxaban/apixaban Aim INR < 1.5-2 increases the risk
5 d prior 5 d prior eendoscopy endoscopy or if on dabigatran of PPB. Careful
with CrCl > 50. consideration
Prasugrel 5§ Prasugrel 5 d Clopidogrel Clopidogrel 5 d 1FCrQ < 50 mi/min e
d prior prior 5 d prior prior refer to Table 5 for recommended
\,_duration of cessation)
icagrelar Ticagrelor 3 Prasugrel Prasugrel 5 d prior
3.d prior d prior 5.d prior
o, 1Ticagrelor 3 d prior
prior to -ﬂu-mpy Consider Ticagrelor Resume warfarin /_Remme warfarin
For all condition risks liaison with 3 d prior Consider liaison mlimz:‘h“h evening of or
Cardiology with Cardiology re: Resume DOAC within 24- ocynamically within 24 h when
andfor p TS 48 h as soon as adequate e haemodynamically
bridging with haemostasis achieved stable
T 4 Cease HBT when INR
L ‘ Resume DAPT as soon as. in therapeutic
adequate haemostasis achieved
Resume thienopyridine soon as
adequate haemostasis achieved
World J Gastrointest Endosc. Nov 16, 2020; 12(11): 408-450
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Which of These Is Not Considered a Warning Sign
for Urgent Endoscopy in Dyspepsia?

Anemia- Gl Bleeding
Unintentional weight loss
Age > 45

Early satiety

moo®m»

Dysphagia

(©) CONTINUING EDUCATION COMPANY
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