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Abstract

Background and aims : Few studies have compared two or more
cohorts of cirrhotic patients admitted for upper gastrointestinal
bleeding (UGIB) several decades apart. Our aim was to compare
epidemiological, clinical, therapeutic and prognostic characteris-
tics of UGIB (whatever the source) in two cohorts of cirrhotic
patients admitted to the emergency room of the same general
 hospital 2 decades apart. 

Methods : One-hundred cases of UGIB in cirrhotic patients
 consecutively admitted between 1984 and 1990 (cohort A) were
compared with 100 similar cases admitted between 2004 and 2009
(cohort B).

Results : The sex ratio (M/F : 2/1), mean age (approximately
55Y) and the proportion of patients with alcoholic cirrhosis
(approximately 80%) did not change. Mean Child-Pugh score and
the proportion of patients in Child-Pugh stage C increased from
7.6 and 19% in cohort A to 8.8 and 35% in cohort B (p < 0.001).
Therapeutic intervention was performed during initial endoscopy
in 13 cases from cohort A and 50 from cohort B (p < 0.001),
 respectively. The number of transfused patients (85 in cohort A, 58
in cohort B) and the number of red blood cell units administered
on the first day (median : 4 in cohort A, 2 in cohort B) were
 significantly decreased in cohort B (p < 0.001). The rate of
 rebleeding (45 in cohort A, 11 in cohort B), the need for rescue sur-
gery (8 in cohort A, 0 in cohort B) and the in-hospital mortality (24
in cohort A, 9 in cohort B) significantly decreased in the more
recent cohort (p < 0.005).

Conclusion : This study demonstrated that several characteris-
tics of cirrhotic patients admitted with UGIB have changed over
the past 2 decades. Above all, outcome has improved despite an
increase in the severity of cirrhosis. (Acta gastro enterol. belg., 2011,
74, 381-388).
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Introduction

Acute upper gastrointestinal bleeding (UGIB) in

 cirrhotic patients continues to have high rebleeding and

mortality rates. Over the past two decades, new treatment

modalities have been introduced and it is currently agreed

that the outcome of UGIB in cirrhotic patients has

improved especially when bleeding is of variceal origin.

Mortality from variceal bleeding which was approxi-

mately 40% thirty years ago (1,2), is now estimated at

around 20% at 6 weeks (3-9). Nevertheless, very few

studies comparing 2 or more periods have been published

(10-13) and those studies commonly suffered from one or

more biases that were underlined by others (5). 

The aim of the present study was to compare

epidemio logical, clinical, therapeutic and prognostic

characteristics of UGIB – whatever the source of bleed-

ing – in two cohorts of cirrhotic patients consecutively

admitted to the emergency room of the same general

 hospital but at a two decade interval. 

Patients and methods

This single-center study was conducted in a 600-bed

general hospital. One-hundred cases of acute UGIB in

cirrhotic patients consecutively admitted between 1984

and 1990 (cohort A) were compared with 100 similar

cases admitted between 2004 and 2009 (cohort B). All

patients admitted to the emergency room with UGIB

(whatever the source) and cirrhosis were enrolled. Cases

of UGIB occurring in patients already hospitalized were

not included. The diagnosis of cirrhosis was confirmed

by histology or was evident on clinical and imaging

bases. UGIB was defined as hematemesis and/or melena

and/or acute anemia associated with fresh blood at

endoscopy. Bleeding relapse required 3 criteria : fresh

hematemesis and/or melena, hemodynamic instability

(blood pressure, pulse rate) and a drop in hemoglobin

level. Selected demographic, clinical, biological, endo-

scopic, therapeutic and prognostic data were recorded on

specially prepared files. The mortality rate was assessed

as in-hospital mortality. The intake of potential gastro

toxic drugs was recorded for the 5 days preceding the

UGIB episode.

The collection of data was prospective in both

cohorts. Patients from cohort A were selected from a

large series of UGIB cases collected between April 1983

and April 1993. At this time, two of the authors of this

study (J.H. and M.S.) were in charge of a medical inten-

sive care unit (ICU) where all patients admitted to the

hospital for UGIB were automatically transferred to.

Pertinent data were prospectively collected. From this

large series, we selected the 100 first cases of UGIB in

cirrhotic patients, starting from January 1984. Patients
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somatostatine as the first-line vasoactive drug. Packed

red blood cells are transfused if the Hb level is less than

8 g/dl. Current practice is to give antibiotics (norfloxacin

or amoxicillin-clavulanic acid) to all cirrhotic patients.

In case of admission to ICU, endoscopic control is

 generally performed prior to discharge and transfer to the

 hepato-gastroenterology unit in order to assess the risk of

bleeding relapse.

Statistical analysis

Fischer’s exact test and Mann-Whitney test were used

to compare qualitative data and medians between the two

cohorts. 

Results

Demographic data, etiology and severity of cirrhosis

and intake of gastrotoxic drugs are reported in table 1.

The same proportion of a first episode of UGIB (approx-

imately 55%) was observed in both cohorts. Gender and

mean age did not change. The etiology of cirrhosis

remained similar in both cohorts with alcohol (around

80%) as the main cause. The severity of cirrhosis accord-

ing to the Child-Pugh score was significantly higher in

cohort B. Over the past two decades, the mean Child-

Pugh score increased from 7.6 to 8.8 (p < 0.001) and

more patients were in stage C in cohort B (p < 0.001).

The proportion of patients who took gastrotoxic drugs

such as non-steroidal anti-inflammatory drugs (NSAIDs)

or acetylsalicylic acid (ASA) at least once during the

5 days prior to the onset of UGIB was similar in both

cohorts (approximately 25%), but motives for taking

these drugs differed. In cohort B, significantly more

patients took NSAIDs for analgesic use (p < 0.001)

while ASA was generally consumed for cardiovascular

reasons. In cohort A, ASA was still generally taken for

analgesic or antipyretic use (p < 0.001).
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from cohort B were prospectively included from January

2004 in order to reach a cohort of 100 cases.

Accordingly, this study compares 2 consecutive and

prospectively collected cohorts of 100 cirrhotic patients

admitted to the hospital for UGIB two decades apart. 

Patient management 

Cohort A – The first patient was enrolled on January 5,

1984 and the last patient on August 5, 1990. As already

explained (see Patients and Methods), all patients were

admitted to a medical ICU. Patients were treated using

standard care procedures at the time. A central venous

catheter was inserted for assessment and management of

vascular filling. An arterial catheter was inserted in case

of hemodynamic instability to monitor arterial pressure.

Packed red blood cells were transfused to maintain Hb

level at approximately 10 g/dl. The initial endoscopy

was generally performed during the first 24 h after

admission, mainly for diagnostic purposes. After the stay

in the ICU, the patients were transferred to the hepato-

 gastroenterology unit. During this period, the mortality

rate was not assessed at 6 weeks, as currently recom-

mended following the Baveno Conference (14), but

rather at the time of hospital discharge.

Cohort B – Patients in cohort B were enrolled between

January 17, 2004 and June 22, 2009. The medical ICU not

existing anymore, the hospital now houses a large inten-

sive care department which includes 7 full-time ICU

physicians. When a patient with cirrhosis and acute

bleeding is admitted to the emergency room, he/she is

put in charge of the emergency room physician and the

on-duty senior gastroenterologist. Depending on the

severity of bleeding and/or results of emergency

endoscopy, the patient is transferred either to the inten-

sive care department under the responsibility of the ICU

physicians or to the hepato-gastroenterology unit.

Current standard of care treatment is administered with

Table 1. — Epidemiological data in cohort A (1984-1990) and Cohort B (2004-2009)

Cohort A Cohort B p

N = 100 N = 100

Sex ratio (M/F) 64/36 66/34 NS

Mean age (range) 55 (22-85) 57 (30-82) NS

Etiol. Cirrh. : Alc/Vir/Other 81/8/11 76/9/15 NS

1st UGIB episode 59 56 NS

Mean Child-Pugh score 7.67 8.82 < 0.001

Child-Pugh A/B/C 39/41/19(1) 14/51/35 < 0.001

Gastrotoxic Drugs 22/99 26/100 NS

NSAIDs 3 19 < 0.001

ASA (antalgic) 17 3 < 0.001

ASA (antiplatelet) 2 4 NS

Abbreviations : Alc : Alcohol ; ASA : Acetylsalicylic acid ; Etiol Cirrh : Etiology of cirrhosis ; NSAIDs : non
steroidal anti-inflammatory drugs ; UGIB : upper gastrointestinal bleeding.

(1) : in cohort A, Child-Pugh score was calculated for 99 patients.
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Early clinical and endoscopic data are reported in

table 2. The first manifestations of UGIB (hematemesis,

melena) did not differ in the two cohorts. Median delay

between the onset of UGIB and admission to the emer-

gency room was similar, around 10 h. Hemodynamic

parameters during the first 24 h following admission

were not significantly different except for a lower level

of hemoglobin in cohort B (p = 0.001). The median

delay between admission to hospital and the first

endoscopy was shortened from 10 to 3 h (p < 0.001). At

endoscopy, active bleeding and/or presence of blood was

similarly observed in both cohorts. Whether they were or

were not the cause of bleeding, esophageal varices were

present in the vast majority of patients. In 3 cases from

cohort A and 1 case from cohort B, endoscopy was not

performed because of cataclysmic hemorrhage and

 hopeless state of these moribund patients.

Sources of UGIB are reported in table 3. Variceal

bleeding was the cause of 67% of UGIB episodes in

cohort A and 55.5% in cohort B, but the difference was

not significant (p = 0.1). The other main cause of bleed-

ing was peptic ulcer. Bleeding from portal hypertensive

gastropathy was reported in 5 cases in cohort A, but

in none in cohort B. Conversely, esophagitis and post-

treatment esophageal ulcers accounted for 12 cases in

cohort B and only for 2 in cohort A.
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Table 2. — Clinical and endoscopic data in cohort A (1984-1990) and cohort B (2004-2009)

Cohort A Cohort B p

N = 100 N = 100

UGIB manifestations

Hematemesis 79 74 NS

Melaena 77 82 NS

Both 55 57 NS

Median Adm. delay (range) 8 h (1-240) 10 h (1-72) NS

Median End. delay (range) 10 h (0-80) 3 h (0-60) < 0.001

Hemodynamic data 1st day

SAP < 100 mmHG 33 40 NS

Hb < 10 g/dl 78 84 NS

Hb < 8 g/dl 43 66 0.001

1st endoscopy observations N = 97 N = 99

Active haemorrhage 32 34 NS

Presence of blood 55 69 0.06

Presence of varices 83 90 NS

Abbreviations : Adm : admission ; End : Endoscopy ; Hb : hemoglobin ; SAP : systolic arterial pressure ;
UGIB : upper gastrointestinal bleeding.

Table 3. — Origins of upper gastrointestinal bleeding in cohort A (1984-1990) and cohort B (2004-2009)

Cohort A Cohort B p

N = 100 N = 100

Origins of UGIB
Var / Other / ENP 65/32/3 55/44/1 0.1

Non-variceal origins N = 32 N = 44 0.1

Peptic ulcer 12 17

Gastric erosions 5 3

Mallory Weiss 3 5

PH Gastropathy 5 0

Post treatment ulcer (1) 2 7

esophagitis 0 5

Other 3 5

No lesion 2 2

Abbreviations : ENP : endoscopy not performed ; PH : portal hypertensive ; UIGB : upper gastrointestinal
bleeding ; Var : varices.

(1) : Post treatment ulcer : UGIB from esophageal ulcer related to variceal ligature.
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rebleeding, the need for rescue surgery and in-hospital

mortality, all have significantly decreased (p < 0.001).

Nevertheless, when outcome of UGIB of variceal origin

was compared with non variceal origins, improvement

was only observed for variceal hemorrhage (p < 0.05,

table 6). It is noteworthy that the decrease in mortality

was mainly observed in patients in Child-Pugh stage C

(Table 6). In cohort A, 14/19 (74%) patients in Child-

Pugh stage C died while mortality decreased to 6/35

(17%) in cohort B (p < 0.001). The mortality rate for

patients in Child-Pugh stage A was nil in the more recent

cohort. 

Discussion

The aim of this study was to investigate changes in

epidemiological, clinical, therapeutic and prognostic

characteristics of cirrhotic patients urgently admitted to

hospital with UGIB over the past two decades. This

study has some limitations, but also some strength. The

main limitation is that the data in cohort A is derived

from a retrospective analysis of prospectively collected

data and some pertinent data were not recorded in the
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Therapeutic management of these patients is summa-

rized in table 4. As previously explained (see Patients

and Methods), all patients in cohort A were automatical-

ly admitted to a medical ICU. For cohort B, 73 patients

were admitted to the general intensive care department.

A therapeutic intervention was more often performed

during initial endoscopy in the more recent cohort (p <

0.001). Anti-acid drugs were commonly used in both

cohorts even in case of variceal hemorrhage. In the

1980’s, H2-receptor antagonists were used, while proton

pump inhibitors are currently used (p < 0.001).

Vasoactive drugs were commonly administered during

both periods, but recently somatostatine has most often

been used as first-line treatment while vasopressin

 analogues were less frequently used (p < 0.001). Balloon

tamponade was used in 29 cases during the 1980’s, but in

only 4 cases recently (p < 0.001). The proportion of

patients transfused on the day of admission or during the

course of their entire stay in the hospital has significant-

ly decreased as has the number of packed red blood cell

units given on the first day (p < 0.001, table 4).

The outcome of these cirrhotic patients admitted for

acute UGIB is summarized in table 5. The rate of

Table 4. — Therapeutic management in cohort A (1984-1990) and cohort B (2004-2009)

Cohort A Cohort B p

N = 100 N = 100

Endosc. Treat. 1st exam. 13/97 50/99 < 0.001

Sclerosing injections 13 37 < 0.001

Ligatures 0 20 < 0.001

other 0 3 NS

Drug treatment

H2 RA 69 1 < 0.001

PPI 0 87 < 0.001

Somatostatine 53 81 < 0.001

Vasopressin 30 11 < 0.001

Balloon Tamponnade 29 4 < 0.001

Blood transfusions 

N transfused patients (total) 93 66 < 0.001

N transfused patients 1st day 85 58 < 0.001

N Units 1st day (med + range) 4 (1-43 ) 2 (1-10) < 0.001

Abbreviations : Endosc. treat. 1st exam : endoscopic treatment performed during the initial endoscopy ;
H2RA : H2-receptor antagonists ; PPI : proton pump inhibitors ; ICU : intensive care unit.

Table 5. — Outcome in cohort A (1984-1990) and cohort B (2004-2009)

Cohort A Cohort B p

N = 100 N = 100

Bleeding relapse 45 11 < 0.001

Surgery 8 0 < 0.001

In-hospital mortality 24 9 < 0.05

Death delay 
(days, med+range) 10 (1-60) 6 (1-25) < 0.05
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1980’s. For examples, prophylactic treatment with beta

blockers for cirrhotic patients at risk of bleeding, prophy-

lactic or therapeutic antibiotherapy, exhaustive assess-

ment of co-morbidities and mortality rate at six weeks

were not systematically recorded in cohort A. In contrast,

this study has several strengths that are not found in

 similar studies comparing cohorts of cirrhotic patients

admitted to hospital for UGIB at different periods (10-

13). Its robustness is enhanced by the prospective collec-

tion of data, exhaustive inclusion of all admitted patients

with cirrhosis and UGIB without any exclusion criteria,

and enrollment at the same center under the care of the

same medical team. Moreover, our center is a general

hospital ; therefore, any “referral bias” which was

pointed   out by others (5) was also avoided. No patient

was referred from another hospital. The table 7 summa-

rizes the results of the few studies comparing UGIB in

 cirrhotic patients at different periods (10-13). It is also

important to emphasize that the proportion of patients

suffering from a first episode of UGIB was similar in

both cohorts (59 in cohort A versus 56 in cohort B,

table 1). In our opinion, this point is essential for the

robustness of the study even though the outcome of a

first episode of bleeding historically considered as more

life- threatening (15) does not appear to differ from the

outcome of relapse episodes in recent studies (3,6,10).

The main points that warrant comment concern

 epidemiological, therapeutic management and outcome

of these cirrhotic patients admitted for acute bleeding

two decades apart. 

Epidemiological features 

In contrast with many other reports, our study includ-

ed not only variceal bleeding but also all other sources of

UGIB. It is generally agreed that variceal bleeding

accounts for approximately 70-80% of all UGIB in

 cirrhotic patients (4,16) and this figure was indeed

observed in several recent studies (6,8,9,17-19). In our

study, 67% (65/97) of UGIB were of variceal origin in

cohort A and only 55.5% (55/99) in cohort B (p = 0.1).

We have no explanation for this discrepancy, but other

recent studies have reported similar figures (7,20). 

During the past two decades, several epidemiological

features of cirrhotic patients admitted for UGIB have

remained stable. The sex ratio (M/F : 2/1) and mean age

(around 55 years) have remained the same. This is in line

with other studies comparing two separate periods

(Table 7). The etiology of cirrhosis in case of UGIB

(80% due to alcohol) has also remained the same

(Table 1). It is interesting to point out that alcoholic

 etiology does account for less than 80% in our general

population of patients with cirrhosis. In an observational

study of 468 cirrhotic patients consecutively seen at the

liver outpatient clinic between January 1995 and June

2001, 282 (60%) had alcoholic cirrhosis and 141 (30%)

had viral cirrhosis (21). Thus, alcoholic cirrhosis would

appear to be more subject to bleeding than cirrhosis due

to other causes. This is in line with the observation that

esophageal varices develop more rapidly when cirrhosis

is of alcoholic origin (4). The incidence of variceal

bleeding did not change. In cohort A, 65 patients

 experienced variceal bleeding during a 76-month period

(incidence : 0.85/month) while the incidence in the more

recent cohort B was 55 cases during a 66-month period

(incidence : 0.83/month). This may appear surprising in

view of the widely performed screening for esophageal

varices and the recommended prophylactic treatment in

case of large varices. However, this is in agreement with

other studies showing no decrease in the prevalence

of variceal hemorrhages (22-24). Despite the widely

 recognized efficacy of prophylactic treatment of cirrhotic

patients with large varices, the overall incidence of

variceal bleeding has not changed. There are several

explanations for this. The burden of cirrhosis is growing
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Table 6. — Outcome according to the etiology of UGIB (variceal bleeding versus other  causes) and

the severity of cirrhosis (Child-Pugh Stages)

Cohort A(1) Cohort B (1) p

N  =  97 n  =  99

Variceal bleeding 65 55 0.1

Relapse 33 (50.7%) 8 (14.5%) < 0.001

Death 20 (30.7%) 3 (5.5%) < 0.001

Other sources of UGIB 32 44

Relapse 11 (34.3%) 3 (6.8%) 0.002

Death 1 (3%) 5 (11%) NS

Child Pugh A/B/C 39/41/19 14/51/35 < 0.001

Death CP-A 2/39 (5%) 0/14 (0%) NS

Death CP-B 7/41 (17%) 3/51 (6%) 0.08

Death CP-C 14/19 (74%) 6/35 (17%) < 0.001

Abbreviations : CP : Child-Pugh.
(1) – Four patients died before endoscopy could be performed, 3 in cohort A et 1 in Cohort B.

– The Child-Pugh score of one patient in Cohort A was not recorded. 
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admitted with UGIB, the proportion of cases in Child-

Pugh stage C was higher than 30% (3,5,6,9,10,17,18,

25,26). The increase in the severity of liver disease

observed in cirrhotic patients admitted for UGIB is the

result of improved survival of these patients. 

The intake of gastrotoxic drugs is another epidemio-

logical feature that has changed. In fact, the proportion

of patients who took some NSAIDs or ASA (approxi-

mately 25%) did not differ between the two cohorts

(Table 1). However, the doses and reasons for drug

consumption  changed (Table 1). In the 1980’s, ASA was

taken at high doses for its analgesic effect, while at

present , ASA is more often taken at low doses due to its

preventive vascular effect. The intake of NSAIDs was

significantly higher in the more recent cohort (Table 1).

Similar or even higher consumption of NSAIDs has been

reported in recent studies (6,9,10) despite their well

recognized  harmful effects on gastric mucosa and their

possible detrimental effect on the risk of variceal

bleeding  in cirrhotic patients (27,28). Increasing intake

of NSAIDs could be another explanation for the absence

of a decreasing incidence of variceal bleeding. 
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in many western countries due to an increase in the

consumption  of alcoholic beverages and progression of

epidemics of chronic liver diseases linked to hepatitis C

infection and non-alcoholic steatohepatitis. A more

 pertinent reason could be the increasing prevalence of

advanced liver disease (Child-Pugh stage C) in the

 general cirrhotic population. In a French liver unit, the

prevalence of cirrhotic patients with UGIB in Child-

Pugh stage C increased from 21% in 1980 to 45% in

2000 (10). Similar results were reported in a study com-

paring two large cohorts of cirrhotic patients with

variceal bleeding admitted 10 years apart (11) : in the

1981-82 cohort which included 1,339 patients, the preva-

lence of ascites and encephalopathy were 13.3% and

8.9%, respectively, in comparison with 24.6% and 13.6%

in the 1988-91 cohort which included 3,636 patients

(11). The increase in the severity of cirrhosis was also

clearly apparent in our study (table 1) : The mean Child-

Pugh score and the proportion of patients with Child-

Pugh stage C were 7.6 and 19% in cohort A and 8.8 and

35% in cohort B, respectively (P < 0,001). In the large

majority of recently published series of cirrhotic patients

Table 7. — Summary of the studies comparing two cohorts of cirrhotic patients admitted

for upper gastrointestinal bleeding on two periods apart

El Serag Carbonell(1) Jamal Hobolth Henrion

2000 (11) 2004 (10) 2008 (13) 2010 (12) This study

Design Retrospective Retrospective Retrospective Retrospective Prospective

Database VA Tertiary center National database Tertiary center General hospital

Periods

P1 1981-82 1980 and 1985 1988-90 1983-87 1984-90

P2 1988-91 2000 2003-04 2000-07 2004-09

N.patients

P1 1339 114 121,092 56 100

P2 3636 83 (1988-2004) 111 100

Source of UGIB Variceal Variceal Variceal Variceal All UGIB

Mean age (years)

P1 55 56 55.4 54 55

P2 57* 56.3 (Whole cohort) 56 57

Child Pugh C

P1 / 31.5% / / 19%

P2 / 45% / / 35%

Relapse 30-day In-hospital 5-day In-hospital

P1 30% 33.3% / 35.7% 45%

P2 20%* 13,6%* / 26.1% 11%*

Mortality 6-week In-hospital In-hospital 6-week In-Hospital

P1 32% 35% 18% 30.4% 24%

P2 24%* 14.5%* 11.5%* 17.1%* 9%*

Abbreviations : P : period ; UGIB : upper gastrointestinal bleeding ; VA : department of the Veteran Affairs.
* : significant difference between both cohorts.
(1) : In the study of Carbonell, five 1-year periods were compared. The results of the first (1980) and the second (1986) are compared with the last

(2000) in this table.
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Therapeutic management

Therapeutic management of cirrhotic patients admit-

ted for UGIB has progressed considerably over the past

two decades. Currently, at our center, these patients are

not automatically admitted to the ICU as they were in the

1980’s. As already explained (see Patients and methods),

the decision to transfer the patient to the ICU or to

the hepato-gastroenterology unit is shared between

the emergency room physician and the senior gastro -

enterologist on duty. Initial endoscopy is performed in

the emergency ward, in the ICU or most often in the

endoscopy room. The median time elapsing between

admission of the patient and initial endoscopy was

shortened  from 10 h in the 1980’s to 3 h in the 2000’s

(p < 0.001, table 2). The shortening of this delay is not

the result of a concerted decision based on widely

recommended  guidelines. Rather, it can be explained by

the desire of the intensive care physicians to have

endoscopy  performed as soon as possible and by our

expanded  gastroenterology team. In the 1980’s, there

were only 2 full-time gastroenterologists. We now num-

ber 8. Thus, the endoscopy room at our center functions

all day from morning to evening.  

A major change in therapeutic management of UGIB

in cirrhotic patients lies in therapeutic intervention

 during initial endoscopy. Endoscopic treatment at the

time of the first endoscopy was performed in half of the

patient in cohort B and in only 13% in cohort A (p <

0.001, table 4). In the early 1980’s, endoscopic treatment

was at its beginning and often was not performed during

the first urgent endoscopy, but rather during another

 elective examination (10,11,22). The use of Balloon

 tamponade has virtually disappeared (29 cases in cohort

A versus 4 cases in cohort B, p < 0.001) and was recent-

ly used only in the case of cataclysmic life-threatening

hemorrhage as it is at present recommended (14,16) and

widely applied in recent series (5,6,10,29,30). It is inter-

esting to note that hepato-gastroenterologists and ICU

physicians continue to inhibit gastric acid secretion even

in case of variceal hemorrhage. Drugs inhibiting gastric

acid secretion were used in more than 90% of patients in

both cohorts. In the 1980’s, H2-receptor antagonists were

used, while proton pump inhibitors are used today. Some

authors have underlined that anti-acid drugs were often

used in cirrhotic patients without evidence based  prac-

tice (31). In addition to early endoscopic treatment,

another major change in the management of these

patients lies in the decrease of blood transfusions. In the

1980’s, the goal was to maintain the hemoglobin level

at approximately 10 g/dl ; currently, it is recommended

that hemoglobin level being maintained between 7-

8 g/dl (4,14,32). Studies on animal models of cirrhosis

have shown that portal pressure tended to rapidly

increase in case of transfusion, even in the absence of

over-transfusion (33). Moreover, blood transfusion has

an immunosuppressive effect leading to increased infec-

tion rates (34-36). A recent randomized study, published

as an abstract, showed that in cirrhotic patients admitted

for UGIB, the risk of rebleeding was higher in the case

of “classical” transfusion than that of restricted trans -

fusion (37). Accordingly, the proportion of transfused

patients and the number of transfused packed red blood

cell units have significantly decreased in cohort B

(Table 4). 

Outcome 

Recent studies have shown that the outcome of

 cirrhotic patients admitted with UGIB has improved over

past decades if we compare mortality and rebleeding

rates with previous historical studies (38). To our knowl-

edge, only 4 studies comparing two or more separate

periods have been published (10-13) and all 4 suffered

from one or more biases. These biases include retrospec-

tive analysis of data, multicenter enrollment of patients,

use of selection criteria and inclusion of patients referred

to tertiary centers. Improvement in the prognosis of these

patients could only be demonstrated in a study compar-

ing cohorts of patients recruited under similar conditions

and admitted to the same non-tertiary center (5). Our

study met these conditions and confirmed that the out-

come of cirrhotic patients with acute UGIB has

improved over the past two decades (Table 5). The rate

of rebleeding, the need for surgery and the mortality rate,

all have significantly decreased despite the increase in

the severity of cirrhosis. This is the main result of the

present study and this result is in line with the 4 com -

parable studies showing a decrease in mortality and

rebleeding rates despite higher degree of cirrhosis

severity  (11,12). The mortality rate in our patients with

Child-Pugh stage A cirrhosis was nil like in recent

studies  (7,11,28) and the mortality rate of patients with

Child-Pugh stage C has largely improved (Table 6).

Improvement in the outcome of these patients may be

attributed to advances in the supportive care of patients

in ICU (39). In our opinion, this is not the main reason.

In the 1980’s, our patients were already admitted to a

specialized ICU and were managed according to stan-

dardized protocols under the care of competent medical

and nursing staffs. Improvement in their outcome might

be better explained by advances in therapeutic measures

such as therapeutic endoscopy, appropriate use of

vasoactive drugs (somatostatine and vasopressin ana-

logues), restriction in the  volume of transfusion and pro-

phylactic use of antibio tics (19,40-42). However, in our

study, improvement in the mortality rate of cirrhotic

patients with acute UGIB was observed only in the case

of variceal bleeding and not in the case of bleeding from

any other cause (Table 6). This is in line with the litera-

ture showing improvement in the outcome of UGIB

when the source of bleeding was of variceal origin, but

not in the case of peptic ulcer (23,24,43).

In conclusion, the characteristics of UGIB in patients

with cirrhosis have profoundly changed over the past

2 decades. Some epidemiological features, such as the
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sex ratio, mean age and etiology of cirrhosis remain

exactly the same. In contrast, the increase in the severity

of cirrhosis is substantial. Yet despite the more severe

stage of cirrhosis, all essential markers of outcome (rate

of rebleeding, need for rescue surgery and mortality rate)

have improved. Improvement in outcome could be

explained by advances in therapeutic management of

these patients.
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