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ABSTRACT
INTRODUCTION
Acute upper gastrointestinal (UGI) bleeding is a common medical emergency which is associated with significant
morbidity and mortality. The annual incidence of UGI bleeding varies from 48 to 160 cases per 100,000 populations in the
United States of America (USA), with a mortality rate of 7% to 10%. The aetiology and outcome of UGI bleeding varies
significantly in different geographic regions depending on the demographic and socioeconomic characteristics of the local
population. This study was done to evaluate the clinical profile and outcome of patients presenting with acute UGI
bleeding at a tertiary care centre in Lumbini zone of Nepal.
MATERIAL AND METHODS
This was a hospital based prospective observational study. All the patients who presented with acute UGI bleeding and
fulfilled the inclusion criteria from 1st August 2013 to 31st July 2014 were included in the study. The study was cleared by
the ethical review committee of the institute and written informed consent was taken from all the patients.
RESULTS
During the study period, 70 patients fulfilled the inclusion criteria and were subjected to statistical analysis. The mean age
of patients in the present study was 55.11 ± 19.93 years. The majority of patients (30, 43%) were elder, belonging to the age
group of more than 60 years. There were 55 (79%) male and 15 (21%) female. The patients were mostly farmers by
occupation accounting 29 (41%) cases. Ethnically, 26 (37%) patients of UGI bleeding were from janajati group where
majority of them had esophageal varices. Overall, the peptic ulcer disease was the leading cause of UGI bleeding seen in 26
(37%) patients followed by esophageal varices seen in 23 (33%) patients. O positive was the commonest blood group
which was found in 28 (40%) of our patients. In our study 44 (63%) patients were alcohol consumers and 37 (53%) had
coexisting comorbidities that added for the UGI bleeding related complications. During admission, 7 patients expired
causing 10% mortality.
CONCLUSIONS
Acute UGI bleeding was commonly seen in older age group patients with male preponderance. Peptic ulcer disease was
the leading cause of the UGI bleeding. The mortality rate was found to be 10%. The mortality also increased with
increasing age and patients with pre-existing co morbidities.
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INTRODUCTION
Upper gastrointestinal (UGI) bleeding refers to loss of blood
within the intraluminal gastrointestinal tract from any location
between the upper oesophagus to the duodenum at the level of
the ligament of treitz.1 It is a common medical emergency
which is associated with significant morbidity and mortality.2,3
The annual incidence of UGI bleeding ranges from 48 to 160
cases per 100,000 population with a higher incidence in men
than in women in United States.4 Upper GI bleeding is
responsible for more than 300,000 hospital admissions
annually in the USA, with a mortality rate of 7% to 10%.5 In
United Kingdom, it has an incidence ranging from
approximately 50 to 150 per 100,000 of the population each
year. The incidence is highest in areas of the lowest
socioeconomic status.6,7
Bleeding from the upper gastrointestinal tract may present as
hematemesis, melena, hematochezia, occult gastrointestinal
bleeding, and anemia. The upper gastrointestinal bleeding
presents with a wide spectrum of clinical severity, that ranges
from insignificant bleeding to catastrophic exsanguinating
hemorrhage.8 Approximately 80-85% of upper GI bleedings
stop spontaneously without the need of specific therapy.9,10 In
the remaining 15-20% of cases, bleeding continues or
recurrent bleeding develops, and these patients have high
morbidity and mortality.11
The etiology and outcome of upper GI bleeding varies
significantly in different geographic regions depending on the
demographic and socioeconomic characteristics of the local
population.12 The common causes include duodenal ulcer,
gastric ulcer, erosive mucosal disease, varices of portal
hypertension and Mallory Weiss syndrome. Other less
common causes include esophagitis, neoplasm and
angiodysplasia.13 The contributions of these different
etiologies have changed over time in many countries, for
example, due to H. pylori eradication therapy for peptic ulcer
and the changes over time in alcohol consumption.14 Thus,
there is need of more local studies to recognize the clinical
profile, etiology and outcome of such patients especially in
developing countries like Nepal, where upper gastrointestinal
bleeding is considered a major burden of morbidity and
mortality.
MATERIAL AND METHODS
This study was carried out in the Internal Medicine and
Emergency Departments of Universal College of Medical
Sciences, Bhairahawa, Nepal from 1st August 2013 to 31st July
2014. It was a prospective observational study. This study was

cleared by the ethical review committee of the institute.
Written informed consent was taken from all the patients. All
the patients aged >16 years presenting with acute upper GI
bleeding in and outpatient facility of Universal College of
Medical Sciences Teaching Hospital were included in the
study. The patients found to have conditions listed in box 1
were excluded from the study.
Box 1. Exclusion criteria
1. Patients who do not give written consent for the study.
2. Patients aged ≤16 years
3. Those patients who presented with upper gastrointestinal bleeding
but expired before performing upper gastrointestinal endoscopy
4. Those patients who were seropositive for HIV, Hepatitis B and C

After enrolment in the study, as per predesigned proforma,
detailed history including age, sex, ethnicity, occupation,
duration of hospital stay, presenting features of hematemesis
or melena, history of acid peptic disease, presence of cirrhosis,
nonsteroidal anti-inflammatory drugs (NSAID) use, regular
ingestion of low dose aspirin, steroids, co-morbidities,
previous history of upper GI bleeding and cause of it as far as
possible was taken. Detailed physical examination including
general and systemic examination was performed. Laboratory
tests such as blood group, complete blood count (CBC),
prothrombin time (PT), liver function tests ( LFT), renal
function test (RFT), sodium (Na), potassium (K), random
blood sugar (RBS), hepatitis B surface antigen (HbsAg), antihepatitis C virus antibody (Anti HCV) , human immune
deficiency virus (HIV I & II), electrocardiogram (ECG), chest
X-ray along with ultrasonography (USG) of abdomen and
pelvis was done.
The upper gastrointestinal endoscopy was done in all cases on
the same day of presentation, if they presented during working
hours or the next immediate working day with intention to
establish the diagnosis and to provide necessary therapeutic
intervention(s) to achieve hemostasis if considered
appropriate. But patients who were hemodynamically
unstable, endoscopy was done after resuscitation and
stabilization of the patients. Fujinon videoendoscope model
no. EG-250WR5 was used for the endoscopy. The endoscopy
was performed in the endoscopy room under 10% lignocaine
spray by an experienced endoscopist. Biopsy was taken from
suspicious lesions when necessary. A daily follow-up of
patients after admission was done with close monitoring in
terms of vital sign, daily hemoglobin measurement,
development of rebleeding and complications until their
discharge. Any mortality during the hospital stay was
registered.
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Any resuscitative effort such as blood transfusion, endoscopic
interventions or surgery was registered. Data entry was done
using Microsoft Excel 2010 and was transferred to data sheets
of computer software program, Statistical package for social
sciences (SPSS) version 19.0 for windows. Statistical data
analysis was performed using the same version of SPSS.

patients had Mallory Weiss tear (figure 1).

Categorical data were expressed as frequencies and
corresponding percentages using Microsoft Excel.
Quantitative variables were presented as means (±standard
deviation). In inferential statistics, chi square test was applied
to test the association and significant difference in proportion
between categorical variables.
RESULTS

Fig 1. Various etiologies of acute UGI bleeding

All 70 patients with acute upper gastrointestinal bleeding
fulfilled the inclusion and exclusion criteria and were included
in this study for final analysis. Mean age of the patients was
55.11 ± 19.93 years. There were 55 (79%) male and 15 (21%)
female patients. The mean age of females with acute UGI
bleeding was 62.4 ± 20.03 years and males was 53.13 ± 19.61
years. Female patients were having UGI bleeding quite later
than male patients. There was ethnic variability among study
patients. The majority of patients 26 (37%) were from janajati
group followed by brahmin/ chhetri group 18 (26%) patients,
madhesi 13 (18%) muslim 4 (6%), dalit 2 (3%) and others 7
(10%). The majority of patients 29 (41%) were farmer
followed by servicemen 16 (23%), housewives 9 (13%),
business 7 (10%), student 3 (4%) and others 6 (9%). The
majority of patients 44 (63%) were alcohol consumers
whereas 26 (37%) were non-alcoholic. There were 34 (49%)
smokers and 36 (51%) non- smokers.

Among 70 patients who presented with acute upper
gastrointestinal bleeding, 7 (10%) patients died in our study. It
was shown that there was increased mortality among those
patients who had acute UGI bleeding due to peptic ulcer
disease which was found in 5 patients. One patient of
esophageal varices and one patient of malignancy also died
due to UGI bleeding. There was increased mortality among
those patients who were more than 60 years of age. In our
study 6 (86%) patients who died were from this group. Among
the study patients, there was mortality of 5 (71%) patients who
had coexisting co morbidities and 2 (29%) patients did not
have any of them. In our study 3 (4%) patients with acute UGI
Bleeding developed re-bleeding during hospital admission.

In our study, 18 patients (26%) had history of use of NSAIDs.
The distribution of different blood groups among study
patients found that the majority of patients 28 (40%) had O
positive blood group, followed by A positive in 20 (28%)
patients, B positive in 11(16%) patients, AB positive in 7
(10%) patients and O negative in 4 (6%) patients. Different
comorbidities were also recorded which include hypertension
in 11 (16%) patients, diabetes mellitus in 6 (9%) patients,
coronary artery disease in 4 (6%) patients, renal failure in 11
(16%) patients and liver failure 26 (37%) patients. The various
etiologic factors of acute UGI bleeding among study patients
has shown that the majority of the patients 26 (37%) had
peptic ulcer disease, 17 (24%) patients had duodenal ulcer and
9 (13%) patients had gastric ulcer, 23 (33%) patients had
esophageal varices, 8 (11%) patients had gastric erosions, 4
(6%) patients had duodenal erosions, 2 (3%) patients had
esophagitis, 5 (7%) patients had malignancy and 2 (3%)

DISCUSSION
Acute UGI Bleeding is one of the common reasons for
emergency hospital admissions and a major cause of
morbidity and mortality. Acute UGI bleeding is defined as
hematemesis or the passage of melena or laboratory evidence
of blood loss from the upper gastrointestinal tract.
Hematemesis is defined as vomiting of blood or blood clots.15
It includes vomiting of bright red blood, which suggests recent
or ongoing bleeding, and dark material (coffee ground
emesis), that suggests bleeding that stopped some time ago.16
It is a common presentation of UGI bleeding. In a prospective
study from South Iran, it was seen in 68% of patients.17
Melena is defined as passage of black tarry stools as witnessed
by medical staff or discovered on rectal examination.15 In a
study from Bharatpur, Nepal, the presentation of UGI
bleeding in form of both hematemesis and malena was seen in
86 patients (71.7%), only melena in 24 patients (20%) and
only hematemesis in 10 patients (8.3%).18
The UGI bleeding is categorized as variceal and non- variceal
bleeding. Variceal bleeding results mostly from complications
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of end stage liver disease in our context, and non variceal
bleeding is associated with peptic ulcer, erosions, Mallory
Weiss tear, neoplasm, esophagitis, Dieulafoy's lesion, etc.
They are diagnosed by endoscopy and are dealt with
individually. This study showed that the mean age of study
patients was 55.11 ±19.93 years with majority of patients
belonging to age group more than 60 years. In a study done by
Bhattarai et al, the mean age of presentation of UGI bleeding
was 49.6 years,19 whereas it was 48.76±17.19 years in a study
conducted by Dewan et al.18 In our study, the incidence of UGI
bleeding was increased with increasing age that was
statistically significant and there was male predominance 55
(79%). In other parts of Nepal also, male predominance was
reported by Bhattarai et al 71% 19 and Gurung et al 64.4%20
Dewan et al 75% .18 In Nepal, various risk factors like smoking
and alcohol consumption that are commoner in male
population might have some role in the contribution to UGI
bleeding.
The similar result was found in a study done at North India by
Kashyap et al where 78.4% were male patients.21 This study
showed that the UGI bleeding was present more in those
patients who were farmers by occupation (41%). This could
thus be explained as since the study was done in terai region
where agriculture is the main profession for livelihood, the
patients presenting ought to be mostly farmers. As well as, the
low socioeconomic status and poor hygiene of this group of
patients could have predisposed them for higher incidence of
UGI bleeding because of greater propensity of H. pylori
infection. It was observed in this study that majority of
patients presenting with upper gastrointestinal bleeding were
from janajati group (37%) including mainly the mongolians
with least from dalit group (3%).
The reason for this could be due to excessive consumption of
alcohol among this ethnic population leading to alcohol liver
disease causing esophageal varices. The overall commonest
cause of UGI bleeding was peptic ulcer (37%) followed by
esophageal varices (33%). In this study, 63% of the study
patients were alcohol consumer and the incidence of the upper
gastrointestinal bleeding was seen more in alcohol consumers
showing a positive relation between them. Though the
smoking habit was present in only about half of those patients
presenting with UGI bleeding and only about 26% of the
patients were taking NSAIDs, they could probably be
attributed for the predisposition of peptic ulcer and erosive
mucosal disease as important risk factors.

complications, and potential for therapeutic intervention.
Bleeding from a peptic ulcer remains the most common cause
of upper gastrointestinal bleeding, accounting for
approximately 50% of all cases of severe upper
gastrointestinal bleeding. The rates of hemostasis that resulted
from a first endoscopic procedure exceeded 94% in most large
studies in which standardized techniques were used for
thermocoagulation of bleeding lesions. Methods of achieving
hemostasis include multipolar electrocoagulation, injection
therapy, endoscopic laser therapy, hemoclipping, and ligation.
The presence of comorbidities, organ failure and elderly age
are the major risk factors for mortality due to upper
gastrointestinal bleeding.
In a multicentre prospective survey by Rockall et al in 1995, it
was found that the overall mortality was 14%.15 In the
emergency admissions, 65% of deaths in those aged under 80
were associated with malignancy or organ failure at
presentation. Mortality for patients under 60 in the absence of
malignancy or organ failure at presentation was 0.80%.22 It
was also shown by a study done in Amsterdam by Vreeburg
EM et al that the mortality rate was 13.9% in which most of
them were related to advanced age, shock, and coexisting
illnesses.23
CONCLUSION
Acute UGI bleeding is mostly seen in patients with sixth
decade of life and above with the mean age of 55.11 years with
male predominance. The peptic ulcer disease is the leading
cause of the UGI bleeding overall which occurred mainly in
the patients with O Positive blood group.
The patients were mostly farmers by occupation and most of
the suffering patients were from Janajati ethnic group who had
commonly esophageal varices. The mortality rate was found
to be 10% and there was significant relation between mortality
with increasing age and presence of coexisting comorbidities.
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Endoscopy is the preferred investigative procedure for upper
gastrointestinal bleeding because of its accuracy, low rate of
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