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Background and study aim: Upper
gastrointestinal bleeding (UGIB) is a
significant cause of medical emergency
with high morbidity and mortality. There
are different causes of UGIB. Our study
aimed to evaluate the endoscopic findings
in patients with UGIB.

Methods: This retrospective study was
conducted at endoscopy centre, Aswan
University Hospital, Aswan, Egypt, over
the four years period (2015- 2019).
Records of patients with UGIB who
underwent upper gastrointestinal
endoscopy were reviewed. Data were

collected then analyzed via SPSS version
20.

Results: This study included records of
918 patients (575 male) with mean age
(SD) of 49.38 (14.86) years. Portal
Hypertensive disease (PHD) (55.5%) was
the most frequent cause of UGIB,
followed by peptic ulcer disease (PUD)
(27.1%) then other causes (17.4%).

Conclusion: PHD was the most common
causes of UGIB, then PUD. PUD was
most common in middle age patients.
However, PHD was more likely in
patients having 41-60 years and older
patients.

INTRODUCTION

Acute bleeding  from upper
gastrointestinal tract is a common
medical emergency characterized by
hematemesis and/or melena. Massive
hemorrhage  from  the  upper
gastrointestinal ~ tract may  be
associated  with  brighter  rectal
bleeding. Hemodynamic instability
may also be a feature; with patients
presenting with dizziness, syncope or
hypovolemic shock. Despite the
declining  incidence  of  upper
gastrointestinal bleeding (UGIB)- and
besides advances in therapeutic
endoscopy and increased use of acid
suppressing  medication, the in-
hospital mortality is still significant
[1].

The incidence of UGIB in European
populations was between 84 — 160
cases per 100,000 adults, with the
highest incidence being in men, in the
elderly and in lower socioeconomic

groups [2].

UGIB causes are variceal or non-
variceal. Non variceal causes of
UGIBs include peptic ulcer disease
(PUD), gastric/duodenal erosions,
erosive esophagitis, Mallory Weiss
tears and esophageal varices. Other
lesser common causes include aorto-

enteric fistula, hemophilia,
angiodysplasia, uremia, and
coagulation  disorders [3]. The

commonest identified cause of UGIB
is peptic ulcer. However, its incidence
is declining thanks to the use of
proton pump inhibitors (PPIs) besides
the  decreased  prevalence  of
Helicobacter pylori infection. On the
other hand, the variceal bleeding’s
relative contribution appears to be
rising in the UK, it was found the
cause of UGIB in 11% of admitted
patients in the national audit [4].

UGIB is four times more frequent
than Lower Gastrointestinal Bleeding
(LGIB). It is associated with high
morbidity; and mortality rate of about
6%-10% [5]. Mostly,— it -has —acute
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presentation as hematemesis and/or melena in
40%-50% of the cases (if the bleeding site is
proximal to ligament of treitz); it may also
present, chronically, as melena in 70%-80% of
the cases (if the bleeding site is distal to ligament
of treitz); or a less common presentation
hematochezia in 10% of the cases in case of
fresh LGIB [6].

It is extremely important to use risk scoring
assessment system as early possible for triaging
and prognostication of the patients with UGIB.
Accurate risk stratification could enable urgent
endoscopy and intensive care monitoring in case
of high-risk patients also it could facilitate
discharge of low-risk patients from emergency
care units. Several risk-scoring systems are in
use in clinical practice to predict clinical
outcomes in patients with UGIB, however most
of them are troublesome, require multiple
variables including endoscopic data, and hence
cannot be applied early [7]. It is crucial to have a
basic overview on different UGIB conditions and
to identify its major causes in our population.

Aim of the study: our aim was to assess the
endoscopic findings in patients presenting with
acute UGIB (melena with or without
hematemesis) in Aswan university hospital.

PATIENTS AND METHODS

Study area: Aswan University Hospital has been
recently established in parallel with the faculty of
medicine in Aswan city, Upper Egypt in 2014. It
serves patients from all over the Aswan
governorate, in addition to referred patients from
Luxor and Red Sea primary and secondary care
units. The hospital comprises 33 clinical
departments and 23 units in all specializations
with more than 400 beds and 3000 employees.
Instead of transferring patients to university
hospitals in Assiut or Cairo governorates,
patients could receive specialized qualified
services in Aswan. According to the statistics of
the hospital emergency facilities, patient
transferring for receiving treatment outside
Aswan has been decreased to less than 5%
(Aswan University Hospital; Official web
page, 2019).

Study design and assessments: This study is a
retrospective observational cross-sectional study.
It included all endoscopy records of the
Department of Tropical Medicine and
Gastroenterology, Aswan University Hospital,

Aswan, Egypt, over a four years period from
September 2015 to September 2019. A total of
1131 records of patients who presented to our
endoscopy unit with manifestations of UGIB
(Melena with or without hematemesis) as an
indication of upper endoscopy were extracted
after approval from the institutional review
committee. Out of these records, 212 were
excluded due to incomplete data. Remaining 918
records were scanned for patients with UGIB
(Melena with or without hematemesis) as their
indication to upper gastrointestinal endoscopy.
Their age, gender, history of liver disease, non-
steroidal anti-inflammatory drugs (NSAIDs) as
well as indication of upper endoscopy and
detailed endoscopic findings were included in the
record. The study was performed according to
the ethical guidelines of the 1975 Declaration of
Helsinki after approval from Institutional Review
Board (IRB) at Aswan University Hospital.

Gastric and duodenal ulcers were classified
according to Forrest classification into: Forrest la
(ulcers with a spurting hemorrhage), Forrest Ib
(ulcers with oozing hemorrhage), Forrest lla
(ulcers with a visible vessel), Forrest Ilb (ulcers
with adherent clot), Forrest llc (ulcer with
hematin on its base) and Forrest Il (ulcers with
clean base) [8].

Statistical analysis:

Data were collected, coded, revised then
analyzed using the Statistical Package for Social
Science (IBM SPSS) version 20. Numbers and
percentages for the qualitative data in addition to
mean, standard deviations and ranges were used
for the presentation of quantitative data with
parametric distribution while median with inter
guartile range (IQR) were used for the
quantitative data with nonparametric distribution.
For comparison between groups Chi-square test
was used for qualitative data while Fisher exact
test was used when the expected count in any
cell was less than 5. For comparison between
two groups with quantitative data and parametric
distribution independent t-test was used, while in
case of quantitative data and non-parametric
distribution Mann-Whitney test was used.
Finally, for comparison between more than two
groups with quantitative data and parametric
distribution One Way Analysis of Variance
(ANOVA) test was used, however Kruskall-
Wallis test was used for comparison between
more than two groups with guantitative data and
non-parametric  distribution. The confidence
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interval was set to 95% and the accepted margin
of error was set to 5%. So, the p-value was
considered significant as the following: P > 0.05:
Nonsignificant (NS) - P < 0.05: Significant (S) -
P < 0.01: Highly significant (HS).

RESULTS

Our study included 918 patients who presented
with UGIB, of which 62.6% (575) were male.
Male to female ratio was 1.7:1. Their ages range
from 6 to 80 years. The mean (SD) age of the
study population was 48.33 (15.29) years.
Almost half of the patients (n=430 ; 47%) who
had UGIB belonged to the 41-60 years age
group, followed by age group > 60 years (n =
212; 23%) and 26-40 years (n = 202; 22%),
while the least common age group was < 25
years (n = 74; 8%). Regarding the clinical
presentation, 61.4% (564) of the cases presented
with hematemesis with or without melena while
38.6% (354) presented with melena only.
Moreover, 46.4% (426) of the patients had
history of taking NSAIDs.

The endoscopic findings in the patients are
shown in Table (1). The endoscopic findings
could be divided into 3 main classes: peptic ulcer
disease, portal hypertension and others. As
shown in (Table 1), the most frequent endoscopic
findings in our study were due to manifestations
of portal hypertension PHD (55.5%), it includes
gastric varices (GV), oesophageal varices (OV)
and portal hypertensive gastropathy (PHG). The
second cause was peptic ulcer disease PUD
(27.1%) which included gastric ulcer (GU),
gastritis and duodenal ulcer (DU). Other causes
(17.4%) include eosinophilic oesophagitis (EOE),
Mallory Weiss syndrome (MW), gastric mass
and gastric vascular telangiectasia (GVT). Some
patients had multiple endoscopic findings, e.g.
some patients suffered from oesophageal varices
with gastric and duodenal ulcers, also most of
patients with (EoE) suffered from gastritis and/or
duodenitits. Gastric and duodenal ulcers were
classified according to Forrest classification, the
number of patients in each class is shown in
(Table 1). The percentage of patients in each
class according to the age group is shown in
Table (2).

The interventions done to the patients are shown
in (Table 3). Band ligation (BL) of oesophageal
varices was done to almost 50% of patients either
alone or with Injection Sclerotherapy (IS), 40.8%
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didn’t receive any intervention and 15% received
IS.

The patients were divided into 3 groups
according to their endoscopic finding: (PHD,
PUD and Others). Upon comparing the patients’
characteristics in the 3 groups of patients as
shown in (Table 4), there were significant
difference between the 3 groups regarding
patient’s sex, age and clinical presentation such
that patients presented with hematemesis and
melena were 72.9%, 46.9% and 61.3% of
patients with PHD, PUD and other causes,
respectively (p<0.001). 69% of the PHD patients
were male, while 61.5% of the “other causes”
group was female. The patients with PHD were
older than the other 2 groups. The history of liver
diseases and use of NSAIDs were found highly
significantly different between groups (p<0.001
for each) such that 93.3% of PHD had liver
diseases history, while 62.5% of patients with
PUD had history of NSAIDs use.

On the other hand, there were a highly
significant difference in the type of endoscopic
intervention done between the 3 groups
(p<0.001) as shown in (Table 5), such that about
85% of patients with PHD underwent (Band
Ligation) BL with or without (Injection
Sclerotherapy) 1S, while patients with PUD and
other causes had no intervention in 85% and
79.5% of them, respectively.

In the group of patients with PUD, DU and GU
constitute 17.9% and 1.9%, respectively of the
UGIB causes. There were no statistically
significant difference between the 2 groups of
patients (with DU or GU) regarding sex, age and
clinical presentation (hematemesis with melena
or melena only), as shown in (Table 6). There
was a statistically significant difference between
DU and GU patients regarding history of liver
diseases (p=0.019), such that patients with GU
had no history of liver diseases. The history of
using NSAIDs was significantly different
between the 2 groups (p=0.009), such that it was
found in 73.9% and 44.4% of the DU and GU
patients, respectively. No endoscopic
intervention was made for the GU patients, while
28.7% of DU patients received Al+CLIP and
8.5% of them received Al only.

Patients with PHD were subdivided into OV, GV
and OV+ GV, they constitute 31%, 4.1% and
17.2% of the cases, respectively. There was no
statistical significant difference between the 3
groups regarding age, while there was a highly
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significant difference between them regarding
sex, clinical presentation, history of liver
diseases, NSAIDs use and endoscopic
intervention (p<0.001 for each), as shown in
(Table 7). About 75% of the patients in each of
the OV and GV groups were male. The GV
patients were mostly presented with melena only
while in the other 2 groups, patients presented
with hematemesis and melena. Almost all

patients in the 3 groups have history of liver
diseases  (89.1%, 89.5% and  98.7%,
respectively). All the patients with GV didn’t
have history of using NSAIDs, while 3.6% of
OV group and 47.5% of patients with OV+GV
used NSAIDs before. All the GV patients
received 1S, 98.6% of the OV patients received
BL while 64.6% of the OV+GV group received
combination of both BL+IS.

Table (1): The frequency of clinical causes of UGIB in the studied patients.

No %
DU FIA 6 0.7%
DU FII 1 0.1%
DU DU FIIA 28 3.1%
DU FIIB 45 4.9%
DU FIIC 16 1.7%
PUD DU FIlI 68 7.4%
GU GUFIIC 3 0.3%
GU FlII 15 1.6%
Duodenitis 62 6.7%
Gastritis 205 22.3%
oV 285 31.0%
GV 38 4.1%
PHD OV+GV 158 17.2%
PHG 363 39%
EO 150 16.3%
MW 9 1.00%
Others Gastric mass 22 2.20%
Duodenal mass 8 0.90%
GVT 5 0.50%
Table (2): Summary of endoscopic findings in different age groups.
. Age groups
Number of patients % <25 years |26-40 years|41-60 years|>60 years
All patients 918 100% 8% 22% 47% 23%
PHD 509 55.5% 4% 7% 60% 29%
PUD 249 27.1% 19% 35% 29% 17%
Others 160 17.4% 6% 48% 34% 13%
Table (3): Endoscopic Intervention.
No %
Al + CLIP 48 5.2%
BL 332 36.2%
Endoscopic Intervention BL+IS 104 11.3%
CLIP 9 1.0%
IS 50 5.4%
NO Intervention 375 40.8%
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Table (4): Comparison between finding with demographic data and history.
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Chi square test/
PHD PUD Others One-way ANOVA
No % No % No % X2/f* | P value
Male 349 69.0% | 211 [56.6% | 15 |38.5%
SEX Female 157 31.0% | 162 [43.4% | 24 |61.5% 24.287 | <0.001
Mean (SD)| 53.27 (12.65) | 41.53 (15.94) | 49.26 (15.68) -
Age Range 6_77 14— 80 2779 | /33907 <0.001
. Hand M 369 72.9% | 175 |46.9% | 20 |51.3%
Presentation o v T 137 [27.1% | 198 |53.1%| 19 [48.7% | 0077 | <0001
History of liver disease 472 93.3%| 45 |121%| 6 |[15.4% |606.685 | <0.001
History of NSAIDs 175 34.6% | 233 [62.5% | 18 |46.2% | 67.115 | <0.001
Bold indicates significance, H: Hematemesis; M: Melena
Table (5): Comparison between findings with endoscopic Intervention.
PHD PUD Others Chi square test
No % No % No % X2 P value
Al+CLIP| O 0.0% 48 | 129% | O 0.0%
BL 328 | 64.8% 4 1.1% 0 0.0%
. BL+IS 104 | 20.6% 0 0.0% 0 0.0%
Intervention CLIP 0 0.0% 1 0.3% 3 205% 970.359 <0.001
IS 50 9.9% 0 0.0% 0 0.0%
Normal 24 47% | 320 | 85.8% | 31 | 79.5%
Bold indicates significance.
Table (6): Comparison between PUD with demographic data and history.
PUD Chi square test/
DU GU Independent t test
No % No % X3 t* P value
Male 106 64.6% 8 44.4%
Sex Female 58 | 354% | 10 |5556% | 2°%° 0.092
Age Mean (SD) 48.33 (15.28) 47.48 (12.37) -0.228* 0.820
. Hand M 74 45.1% 8 44.4%
Presentation M only 90 54.9% 10 5 56% 0.003 0.956
. . . No 125 76.2% 18 100%
History of liver disease Yes 39 53.8% 0 0.0% 5.448 0.019
. No 43 26.1% 10 55.56%
History of NSAIDs Yes o1 3.9% 3 44.4% 6.763 0.009
. . Al + CLIP 47 28.7% 0 0.0%
Endoscopic Intervention BL 12 8.5% 0 0.0% NA NA

Bold indicates significance, H: Hematemesis; M: Melena
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Table (7): Comparison between PHD with demographic data and history.

PHD Chi square test/
One-way
ov GV oVv+GV ANOVA
No| % |No| % No | % | X%f* |Pvalue
Male 214 |75.1% | 29 | 76.3% | 80 |50.6%
Sex Female | 71 |24.9%] 9 | 23.7% | 78 [49.4%] 2129 | 0001
Age Mean (SD)| 53.78 (11.32) | 52.61 (11.79) | 51.99 (15.63) | 1.004* | 0.367
. HandM | 218 [76.5% | 13 | 34.2% | 125 |79.1%
Presentation Monly | 67 |235%] 25 | 658% | 33 |20.9%] S +>47 | 0001
. . . No 29 [(10.2%| 4 | 10.5% 2 1.3%
History of liver disease Yes 56 189.1% | 34 | 895% | 156 193.7% 12.605 | 0.001
. No 195 |168.4% | 38 |100.0%| 83 |52.5%
History of NSAIDs Yes 90 [316%1 0 0.0% 75 (47 5% 32.931 | 0.001
Al+CLIP| 1 |[04% | 0 | 0.0% 0 | 0.0%
. . BL 281 |198.6% | O 0.0% 48 130.4%
Endoscopic Intervention BL+IS 5 07% | 0 0.0% 1 102 162.6% 653.331| 0.001
IS 0 |0.0% | 38 [100.0%| 8 | 51%

Bold indicates significance, H: Hematemesis; M: Melena

DISCUSSION

In our study, the mean age of our patients was
48.33 years. This was slightly lower than the
mean age of UGIB patients reported in other
studies [9-11]. The majority of the patients
(47%) were in the age group 41-60 years,
followed by age group > 60 years (n = 212; 23%)
and 26-40 years (n = 202; 22%), the least
common age group was less than or equals to 25
years (n = 74; 8%). The distribution of patients in
each age group resembles that of [12]. This may
be due to higher ratio of older population in
western world. Moreover, we found that UGIB
was more common in male patients than females,
with a male to female ratio of 1.7:1. This is the
same as that of Malghani in Pakistan, and
comparable to the data reported in other studies
in which male patients having UGIB was greater
than females, in different populations [11,13,14].

As reported repeatedly, the most common and
important cause of UGIB found in our patients
was portal hypertension (55.5%) especially
esophageal varices which constitutes alone about
48.2% of the cases either alone or with gastric
varices. This finding goes with Malghani who
reported 50.8% for esophageal varices and
Gouda who reported 53.3% [11,15]. In the
second rank comes peptic ulcer disease with
percentage equals 27.1% of the cases, this goes
with Gouda who reported 24.9% [15]. The
endoscopic findings of peptic ulcer (gastric and

duodenal ulcer) were only found in 6.1% of
patients in Malghani’s study. Similar results
were reported in international studies as well
[11,16-18]. In contrast to our study findings,
several other studies showed peptic ulcer disease
as the most common cause of UGIB. Peptic ulcer
is more common than esophageal varices in
western  world  [19-22]. Regarding the
endoscopic finding in relation to age, PHD was
found to be high in patients having 41-60 years
and older, while the middle aged patients
represented the majority of patients having PUD
and other causes of UGIB (mainly EO), in
contrast to Malghani et al., 2019 who found that
variceal bleeding had a significant association
with middle age group patients, while duodenal
ulcer bleeding had a significant association with
older age.

The high prevalence of esophageal varices in our
population might be due to the high prevalence
of viral hepatitis (HBV & HCV) related cirrhosis
[15]. Comparable results to our study are also
found in other local studies [15] and in other
populations who suffer from high incidence of
viral hepatitis as well [23].

Most of the patients with PHD (73%) were
presented with hematemesis and melena, and
almost all of them had previous history of liver
diseases. Since HCV infection is endemic in
Egypt with the highest prevalence rate in the
world leading to cirrhosis and HCC [24], this
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may encounter for the high incidence of PHD in
Egypt. OV patients were mostly presented with
hematemesis and melena, while GV patients
were mostly presented with melena only.

More than two-thirds of all bleeding episodes in
patients with liver cirrhosis are caused by
esophageal variceal hemorrhage [25]. Variceal
hemorrhage leads to a significant mortality rate
of 7%-15% [26]. So, it is recommended that
every patient with liver cirrhosis and symptoms
suggesting UGIB should be managed as having
variceal hemorrhage until a definite diagnosis is
made by upper endoscopy.

About one half (46.4%) of our patients had
history of taking NSAIDs. It is worth mentioning
that 75% of duodenal ulcer patients were
receiving NSAIDs which is known as a risk
factor for peptic ulcer. NSAID-induced GI
mucosal injury can range from mild gastritis to
further development of complicated peptic ulcer
disease [27]. NSAIDs also decrease platelet
aggregation which increases the risk for portal
hypertensive hemorrhage particularly in those
with cirrhosis [28]. This may encounter for the
observed high percentage of Gl bleeding patients
taking NSAIDs either with PUD or PHD.

About 85% of PHD patients needed band
ligation with or without injection sclerotherapy,
while 85% of PUD patients didn’t need any
intervention, they only received suitable
medication. Most patients of group of others
(non PHD or PUD) (79.5%) didn’t need any
intervention while only 20.5% needed Clip
insertion.

Our study could be a good representative of the
general population because it was carried out at a
tertiary care hospital and it is the only qualified
centre for these governorates. However, some
patients suffered from milder symptoms may not
be referred to our hospital. Also, this was a
single centre study; further multiple studies
targeting centres providing upper gastrointestinal
endoscopy services should be taken in
consideration  for further improving our
knowledge and concept toward different
etiologies of UGIB.

CONCLUSION

Our study revealed that patients presenting to
emergency department with UGIB were more
likely to be males. Esophageal varices were the
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most frequent cause of UGIB while bleeding due
to duodenal ulcer was relatively uncommon as
compared to the western populations. PHD was
more likely to be the cause of UGIB in male
patients. On the other hand, female UGIB
patients were more likely to have findings of
PUD and other causes on EGD. PUD was most
common in middle age patients. However, PHD
was more likely to be found in patients having
41-60 years and older patients.

Abbreviations:

Adrenaline Injection (Al)

Band Ligation (BL)

Eosinophilic Oesophagitis (EOE)
Esophagogastroduodenoscopy (EGD)
Forrest Classification (F)

Gastric Ulcer (GU)

Gastric Varices (GV)

Gastric Vascular Telangiectasia (GVT)
Injection Sclerotherapy (IS)

Institutional Review Board (IRB)

Inter Quartile Range (IQR)

Lower Gastrointestinal Bleeding (LGIB)
Mallory Weiss Syndrome (MW)
Non-Steroidal Anti-Inflammatory Drugs
(NSAID)

Oesophageal Varices (OV)

Peptic Ulcer Disease (PUD)

Portal Hypertension (PHT)

Portal Hypertensive Gastropathy (PHG)
Proton Pump Inhibitors (PPI)

Statistical Package for Social Science (SPSS)
Upper Gastrointestinal Bleeding (UGIB)
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