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ABSTRACT
Background: Upper gastrointestinal bleeding is one of the important
medical emergencies worldwide, accounting for high morbidity and
mortality. The incidence of upper gastrointestinal bleed is reported to be
ranging from 48 to 160 cases per 100,000 adults per year and
mortality rate stable at 6-14% in most studies. The large discrepancies
in etiology of upper gastrointestinal bleed in Pakistan and lack of
adequate facilities necessitate to determine most common cause of upper
gastrointestinal bleed.
Objective: To determine the causes of upper gastrointestinal bleed in
patients presenting at Aziz Bhatti Shaheed Teaching Hospital Gujrat
Materials and Methods: An observational study was conducted from Jan
2013 to September 2015 in Aziz Bhatti Shaheed Teaching Hospital
Gujrat. All the patients who presented with heamatemesis or malena
were resuscitated and upper GI endoscopy was performed and cause
was identified. Data was collected using a performa. Causes of upper
gastrointestinal bleed were identified by upper GI endoscopy. Data
analysis was done using SPSS version 20.0.
Results: Out of 412 patients the most common cause was variceal
bleeding accounting for 64.2% followed by erosive gastritis in 15.4% and
peptic ulcer disease in 10.5% of cases. No cause of bleeding was
found in 3.2% of cases. Variceal bleed has high mortality (25.7%) as
compared to non-variceal bleed (15.1%).
Conclusion: Variceal bleed is most common cause of upper
gastrointestinal bleed due to high prevalence of chronic viral hepatitis
and its complications followed by erosive gastritis and peptic ulcer
disease.
Key Words: Etiology, UGIB, Varices, Erosive gastritis.

Introduction
Upper gastrointestinal bleeding a major medical
emergency globally. It depicts high morbidity and
mortality despite recent advances in treatment options.1,2
It is estimated that 1- 2% of all acute admissions are due
to GI bleeding3 and is associated with high medical care
costs. The incidence of upper gastrointestinal bleed is
reported to be ranging from 48 to 160 cases per 100,000
Ann. Pak. Inst. Med. Sci. 2016

adults per year4 and mortality rate stable at 6-14% in
most studies.3,5,6,7
Intensive early resuscitation of patients with upper
gastrointestinal bleed significantly decreases mortality.[8]
Acute upper gastrointestinal bleed can be stratified as
having either variceal or nonvariceal sources of upper GI
hemorrhage as the two have different treatment
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Annals of PIMS

algorithms and prognosis. Variceal hemorrhage is related
to higher morbidity, mortality and cost of treatment than
other causes of upper gastrointestinal bleeding.9 Variceal
hemorrhage accounts for 15-20% mortality with every
episode within duration of 6 weeks.[10] On the other hand
peptic ulcer disease is associated with less mortality as
compared to variceal bleed. In one study 30-day all-cause
mortality varied from 3.8% to 5.6% among bleeding ulcer
patients, and 6.0% to 17.0% among perforated ulcers.11
Causes of upper gastrointestinal bleed vary according to
geographic region and socioeconomic status. In western
countries approximately 45-60% of admissions for acute
upper gastrointestinal bleed are due to peptic ulcers
followed by esophagitis and esophageal varices.3,8 Data
from Saudi Arabia, Jordan, Iran and Libya reported
peptic ulcer diseases and oesophageal varices as the
major causes of upper gastrointestinal bleed.12-15 In
Pakistan, various studies have depicted multiple causes as
most common cause of upper gastrointestinal bleeding.
Some studies showed variceal hemorrhage and erosive
gastritis as most common cause of upper gastrointestinal
bleeding.16,17 However peptic ulcer was found as
common cause in other studies.18,19
Physicians face unique challenges in management of
upper gastrointestinal bleed in Pakistan. Prevalence of
liver cirrhosis due to chronic hepatitis is rising and there
is a large pool of unrecognized patients of liver cirrhosis
and its complications. Similarly there are no large scale
studies available regarding the prevalence of peptic ulcer
disease in Pakistan. There is lack of adequate diagnostic
facilities including endoscopic equipment, skilled
gastroenterologists and moreover cost of accessories and
maintenance costs are extremely high. Due to lack of
affordability on patients' part and their attitude towards
specialized health care makes the management of upper
gastrointestinal bleed more difficult. So it is necessary to
determine most common cause of upper gastrointestinal
bleed so that proper stratification and early referral to
adequate health care facility can be done.
Thus the objective of our study was to determine the
causes of upper gastrointestinal bleed in patients
presenting at Aziz Bhatti Shaheed Teaching Hospital
Gujrat

Materials and Methods
An observational study was done from Jan 2013 to
September 2015 in Aziz Bhatti Shaheed Teaching
Hospital Gujrat after approval of ethical review
committee. Informed consent was taken from patients and
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were included in study using non-probability consecutive
sampling. All the patients who presented with
heamatemesis
or
malena
were
stabilized
hemodynamically and admitted in inpatient facility. The
patients who were discharged were called back at day 30
and re-evaluated.
Hematemesis was defined as one episode of red or coffee
colored vomitus with or without blood clots. Malena was
defined as passing of one or more black tarry stools.
upper gastrointestinal bleed was attributed to variceal
cause when there were large torturous vessels with red
wale marks, cherry red spots, hemocystic spots or fibrin
plug was present on varices. Acute erosive gastritis was
considered when multiple dark brown erosions were
found on endoscopy. Peptic ulcer disease was attributed
when any stigmata of recent hemorrage were found i.e
active arterial bleed, non-bleeding visible vessel, adherent
clot, oozing or flat spot.
Patients with suspected variceal upper gastrointestinal
bleed i.e. known cases of liver cirrhosis or non cirrhotic
portal hypertension; were given injection Terlipressin
2mg intravenous once and then 1mg 6 hourly while
others with suspected non-variceal upper gastrointestinal
bleed were given injection Omeprazole 80mg intravenous
in half hour and then 8mg/hour infusion until upper GI
endoscopy was performed. Upper GI endoscopy was
performed within 24 hours of admission. Endoscopic
variceal band ligation was done in cases of variceal bleed.
In case of peptic ulcer disease either injection adrenaline
was given or thermal therapy with bipolar gold probe was
done depending on stigmata of endoscopic finding. Only
medical therapy according to etiology was done in other
causes of upper gastrointestinal bleed. In patients where
no cause could be identified or bleeding could not be
controlled with available equipment were referred to
specialized centers for further diagnostic workup and
management.
Detailed history was taken, laboratory investigations,
days of hospital stay, transfusion requirements and
mortality at 30 days were noted. Data was collected
using a Performa. Cause of upper GI bleed was identified
by upper GI endoscopy by a consultant gastroenterologist
using Pentax EPK-i 5000.
Data analysis was done using SPSS version 20.0. Results
were expressed as mean ± SD for continuous variables
such as age and number (percentage) for categorical data
such as gender and causes of upper GI bleed.
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Results
A 412 patients were included in the study out of which
218 (52.8%) were male and 194 (47.2%) were female.
The overall mean age was 51.24 + 14.62 years with
minimum 11 years to maximum 90 years as represented
by Figure 1.

Table 1: Causes of upper GI bleed according to gender and
percentage
CAUSES
NUMBER (PERCENTAGE) OF
CASES
Male
Female
Total
4 (1%)
9 (2.2%)
13(3.2%)
1. NO CAUSE FOUND
2. VARICEAL CAUSES
Esophageal varices
Gastric varices
3. PEPTIC ULCER
DISEASE
Gastric Ulcer
Duodenal Ulcer
4. GASTRIC AND
DUODENAL CAUSES
Acute Erosive Gastritis
Acute Erosive Duodenitis
5. ESOPHAGEAL
CAUSES
Esophageal Ulcers
Esophagitis
Esophageal erosions
Esophageal candidiasis
Mallory Weiss Tears
6. OTHER CAUSES

Figure 1. Frequency of Age according to Gender
Out of 412 patients 130 (31.6%) presented with
hematemesis, 114 (27.5%) presented with malena and
168 (40.9%) had both hematemesis and malena. The
mean hemoglobin at presentation was 7.26 + 2.19 g/dl.
The most common cause was variceal bleeding
accounting for 253 (64.2%) cases out of which
esophageal varices bleed was found in 225 (57.4%) and
gastric varices bleed in 28 (6.8%) patients. The variceal
bleeding was most common cause in patients having age
between 30-79 years as is presence of upper
gastrointestinal bleed. Acute erosive gastritis was second
common cause accounting for 64 (15.4%) cases followed
by peptic ulcer disease in 43 (10.5%) cases and cause of
upper gastrointestinal bleed was not found in 13 (3.2%)
cases (Table I). In 26 (6.3%) cases who had non-bleeding
esophageal varices other causes of upper gastrointestinal
bleed were found. Erosive gastritis was found in
17(4.1%) and peptic ulcer disease in 6 (2.2%) cases.
The mean duration of hospital stay was 7.72 + 3.15 days
and mean pints of fresh blood transfused were 4.12 +
2.51 pints. The all cause mortality was 89 (21.6%)
patients at 30 days. The mortality among patients with
variceal bleed was 25.7% while in non-variceal bleed was
15.1% (Table II).
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122 (31.1%)
9 (2.2%)
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17 (4.2%)

11(2.7%)
3 (0.7%)

23 (5.6%)
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28 (6.27%)
5 (1.2%)

36 (4.68%)
1(0.2%)

64 (15.4%)
6 (1.4%)

6 (1.5%)
3 (0.75%)
1 (0.2%)
4 (1%)
2 (0.5%)
5(1.2%)

5 (1.2%)
3 (0.75%)
0
2 (0.5%)
1(0.2%)
1(0.2%)

11(2.7%)
6 (1.5%)
1(0.2%)
6 (1.5%)
3 (0.7%)
6 (1.4%)

Table II: Patients Characteristics
No. of Patients
Total 412
and Gender
Male 218 (52.8%)
Female 194 (47.2%)
Mean Age
51.24 + 14.62 years
Presentation
Hematemesis 130 (31.6%)
Malena
114 (27.5%)
Both Hematemesis & Malena 168 (40.9%)
Mean Hb at
7.26 + 2.19 g/dl
presentation
Mean duration
7.72 + 3.15 days
of hospital stay
Mean pints of
4.12 + 2.51 pints
fresh blood
transfusion
All-cause
21.6%
Variceal Cause
25.7%
mortality at 30
Non-variceal
cause
15.1%.
days

Discussion
Upper gastrointestinal bleed is a common reason for
emergency hospital admissions and a major cause of
morbidity and mortality worldwide. In an effort to
elucidate the causes of upper gastrointestinal bleed, we
performed an observational study in patients presenting
with acute upper gastrointestinal bleed in our hospital and
found out that variceal bleed is more common than nonvariceal bleed.
Our result is contradictory to western and middle eastern
studies as well as some studies in Pakistan. Czernichow
et al. and colleagues6 studied epidemiology and course of
upper gastrointestinal bleed in France and found most
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frequent diagnosis of peptic ulcer disease followed by
varices and erosive disease. Similar results were found in
other studies in western countries.3,5,7 In middle eastern
studies similar pattern of causes of upper gastrointestinal
bleed was found. 12-15 This difference may be due to less
prevalence of chronic hepatitis C in these regions.
Bhutta S. et al and colleagues conducted a study of 147
patients in POF Hospital Wah and found peptic ulcer to
be the commonest cause of upper gastrointestinal bleed
(34%) followed by gastro-esophageal varices (21.1%).
Duodenitis, gastric erosions and erosive gastritis were
among the less common causes(18.4%)[19] which does not
match with our results. This discrepancy may be due
small sample size in their study.
Khurram M et al in a study of 2484 patients from DHQ
teaching hospital, Rawalpindi, found erosive gastritis,
esophago-gastroduodenitis and duodenitis in 15.6%,
15.3% and 14.3% cases respectively, being the main
causes of upper gastrointestinal bleed.20 Similar
prevalence of erosive gastritis was found in our study
(15.4%). Endoscopy was unremarkable in 24% patients
contrary to our results (3.2%). However peptic ulcer
(8.3%) is comparable to our results (10.3%) although the
most common cause in our study is variceal bleed.
Adam T et al. and Najam un Nasir et al. found
esophageal varices as commonest cause of upper
gastrointestinal bleed followed by peptic ulcer disease16,21
which are comparable to our results.
According to one study the 6-week mortality with each
episode of variceal hemorrhage is approximately 15 20%[10] while our results demonstrated 25.7% mortality at
30 days. Similarly another study demonstrated 30-day allcause mortality varied from 3.8% to 5.6% among
bleeding ulcer patients, and 6.0% to 17.0% among
perforated ulcers.11 In our study mortality due to nonvariceal causes at 30 days was 15.1%. The difference in
mortality may be due to attitude of patients towards
disease severity and lack of specialized health facilities in
our setup. The reluctance of patients towards blood
transfusion, non-affordability and ignorance towards
disease severity might be responsible. In case of active
bleed no other interventions except those described above
were available in our setup which may also contribute
towards increased mortality.
Infectious diseases are common in Pakistan. Viral
hepatitis has a high prevalence rate. The hepatitis B
surface antigen carrier rate has prevalence of 1.5-2.1%22
while seroprevalence of HCV infection was found to be
4-12.5%.23 The difference in our results as compared to
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western and middle eastern studies may be due to high
prevalence of chronic viral hepatitis related cirrhosis and
lack of treatment due to unawareness; which has led to
substantial increase in cases of variceal bleed. One study
suggest over prescription of PPIs in Pakistan[24] which
might have decreased the incidence of peptic ulcer
disease.
Our study depicts that variceal cause is most common
cause of upper gastrointestinal bleed and is associated
with high mortality. Among the patients with chronic
liver disease early diagnosis and endoscopic band ligation
should be performed. Further large scale studies are
needed to evaluate the etiology, disease burden, mortality
and cost of treatment in patients with upper
gastrointestinal bleeding.

Conclusion
Variceal bleed is most common cause of upper
gastrointestinal bleed due to high prevalence of chronic
viral hepatitis followed by erosive gastritis and peptic
ulcer disease and is associated with high mortality as
compared to non-variceal bleed.
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