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INTRODUCTION

Acute upper gastrointestinal haemorrhage
(bleeding proximal
flexure) is a common medical emergency

UPPER G| HEMORRHAGE;

TO PREDICT THE FREQUENCY OF REBLEEDING BY PRE-ENDOSCOPIC CLINICAL
ROCKALL SCORING SYSTEM IN PATIENTS

Sanam Panhwar', Muhammad Aslam Rind?, Maria Nazir Khyber?

ABSTRACT... Objectives: To predict the frequency of rebleeding by pre-endoscopic clinical
Rockall scoring system in patients presenting with upper gastrointestinal hemorrhage. Study
Design: Descriptive Case series study. Period: six months. Settings: Departments of Medicine,
Liaquat University of Medical and Health sciences Jamshoro/Hyderabad. Material & Methods:
The source of data was 187 patients who reported with the presenting complaint of hematemesis
in ER and were then transferred to Medical Unit for further management. At the time of inclusion
the concerned Physician collected the demographic data, vital and relevant information for the
presence of co morbidities. After admission patients were shifted to endoscopy suite (situated
in Medical Unit) for the endoscopic diagnosis of the underlying condition. Any new episode of
hematemesis was considered as a re-bleed (within 120 hours of time zero). Rockall scoring
was calculated as per operational definition in the specifically designed proforma for the study.
Mortality was noticed in the time the patient stayed in the hospital. Rebleeding was the end
point of this study. Results: A total of 187 patients were selected for this study. Out of these 119
were males (63.64%) and 68 (36.36%) were females. The mean age of patients was 59.25 years
+ 10.3 SD. Mean systolic BP was 107.08 * 13.3, heart rate was 90.3 = 11.9 and clinical Rockall
score of 3.5 = 0.8 SD. A total of 111 (59.4%) patients presented with bleeding esophageal
varices, 36 (19.3%) presented with bleeding gastric varices, together chronic liver disease
was responsible for 78.4% (147) of patients. Gastric erosions were seen to be the cause of
upper gastrointestinal hemorrhage in 18 (9.6%) of patients, whereas peptic ulcer disease was
the cause responsible in 20 (10.7%). Lastly gastric carcinoma was seen in only 2 (1.1%) of
patients. A total of 35 (18.7%) of patients experienced rebleeding episodes during the hospital
stay. Mortality was seen in 31 patients (16.6%). Conclusion: Clinical Rockall score is a good
predictor of rebleeding and mortality. However, application of this score for the purpose of
triage of patients reporting with bleeding esophageal varices is problematic because this group
has the presentation of liver failure along with hematemesis so getting low Rockall scores (and
predicting survival without endoscopic intervention) is not possible in this group of patients.
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a hospital with peptic ulcer bleeding are elderly
and have significant medical comorbidities,
which place them at risk of death. Mortality after
hospital admission for acute upper-Gl bleeding is

the duodenojejunal

(170 per 100 000 adults annually). Although its
incidence may be declining, the mortality rate
of upper gastrointestinal haemorrhage remains
high, approximately 6-8%." The prevalence of
uncomplicated peptic ulcer has fallen in the West
over the past two decades, yet the incidence of
peptic ulcer bleeding and perforation has been
stable or rising.2 Many patients who present to

approximately 10% in the United Kingdom, while
that for patients who bleed while hospitalized
for other medical or surgical disorders is much
higher.?® It is essential that patients at high risk
of dying are identified at an early stage of their
hospital stay so that they can be intensively
managed. Such patients require circulatory
support and management of comorbidity, and
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those with major stigmata of hemorrhage*
undergo endoscopic therapy, which has been
shown to reduce the predicted and observed
rates of recurrent bleeding and mortality in each
score group) and discrimination (the ability of
the system to determine which patients would
experience recurrent bleeding or die and which
would not). Vreeburg et al® concluded that the
Rockall system was clinically useful for the
prediction of mortality but not recurrent bleeding.
In their series, Rockall et al® and Vreeburg et al®
examined the outcomes in unselected patients
who presented with Gl hemorrhage. Deaths were
almost entirely restricted to elderly patients who
had significant comorbidities and major stigmata
of hemorrhage. Nicholas et al.” conducted a study
with aim to define the utility of the Rockall scoring
system in “high-risk” patients with major peptic
ulcer hemorrhage who underwent endoscopic
therapy.

The study done by Nicholas et al.” concluded that
after endoscopic therapy, higher Rockall scores
correlate significantly with recurrent bleeding and
30-day mortality. The results of the study done by
Nicholas et al closely mirror Vreeburg’s results
and show that, although the calibration of the
scoring system may be changed after endoscopic
therapy in patients with high risk ulcer bleeding,
the discriminative ability remains good for the
prediction of mortality and poor for the prediction
of recurrent bleeding. But their results differ
from those published by Sanders et al.® Triage
of patients with Gl bleeding into high- and low
risk groups enables more cost-effective use of
medical resources and should improve outcome
for patients. This approach had previously been
given a grade A recommendation.® To date,
most attention has focused on the use of scoring
systems to facilitate early discharge of low-
risk patients. In this regard, the Rockall system
has been found to be superior to other scoring
systems for the identification of such patients.

OBJECTIVES

The objective of the above study is to predict the
frequency ofrebleeding by pre-endoscopicclinical
Rockall scoring system in patients presenting
with upper gastrointestinal hemorrhage.

Setting
All medical units of Liaquat University Hospital
Jamshoro and Hyderabad.

Duration of Study
11" January 2011 to 10" July 2011 (six months).

Sample Size

The frequency of rebleeding predicted by Rockall
Score of 4 points is 14.1%.8 with 95% confidence
interval and 5% margin of error, a total of 187
patients should be selected.

Sampling Technique
Non probability purposive sampling.

Sample Selection

Inclusion Criteria

1. All patients who present with Upper
gastrointestinal hemorrhage (regardless of
cause).

2. Patients aged 15 and above (lower age group
would report to Pediatrics ward).

Exclusion Criteria

1. Patients taking anticoagulants (these patients
have no structural abnormality on endoscopy,
so should be excluded)

2. Patients bleeding from multiple sites. (Usually
have hematological cause for bleeding,
therefore excluded).

Study Design
Descriptive Case series study

Data Collection

As this would be a case series study so it does
not involve any ethical issues, however, approval
was sought from ethical review committee of the
teaching university for the study.

The source of data was patients who reported
with the presenting complaint of hematemesis
in ER and were then transferred to Medical
Unit for further management. Informed consent
was taken from all patients (or next of kin in
case patient was unconscious). At the time of
inclusion the concerned physician (who was
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unaware regarding the specific objectives of the
study, and would have at least 5 year experience
of evaluating and managing such cases on a
routine basis) collected the demographic data,
vital signs (Pulse rate, blood pressure via mercury
sphygmomanometer) and relevant information
for the presence of comorbidities (ischemic heart
disease, cardiac failure, hepatic failure, renal
failure). After admission patients would be shifted
to endoscopy suite (situated in Medical Unit)
for the endoscopic diagnosis of the underlying
condition. Any new episode of hematemesis was
considered as a re-bleed (within 120 hours of
time zero, as described already). Rockall scoring
was calculated as per operational definition in
the specifically designed proforma for the study.
Mortality was noticed in the time the patient
stayed in the hospital. Rebleeding was the end
point of this study.

Data Analysis

Statistical package for social sciences (SPSS™)
version 18 was used for data processing
purpose. Means + SD was -calculated for
quantitative variables like age, pulse rate, systolic
blood pressure, Rockall score. Frequencies
and percentages were calculated for qualitative
variables like gender, hematemesis, melena,
rebleeding and mortality. Age, gender were
evaluated for confounding effect by stratification.

RESULTS

A total of 187 patients were selected for this
study. Out of these 119 were males (63.64%) and
68 (36.36%) were females. The male to female
ratio M: F was 1.75:1. The mean age of patients
was 59.25 years = 10.3 SD. Mean systolic BP
was 107.08 + 13.3, heart rate was 90.3 = 11.9
and clinical Rockall score of 3.5 = 0.8 SD. These
quantitative variables are presented as Table-I.

Mean Std. Deviation
Age (in years) 59.25 10.389
Systolic Blood Pressure 107.08 13.380
Pulse Rate 90.36 11.991
Rockall Score 3.52 0.845

Table-l. Descriptive Statistics of continuous variables

The patients were sub-divided into three age
related categories. The first category contained
patients aged 15-59 years (111, 59.4%), second
60-79 year old patients (57, 30.5%), whereas the
third category contained patients = 80 years (19,
10.2%) respectively.

The systolic blood pressure (SBP) was
categorized in two groups =100 mmHg and
<100 mmHg respectively. A total of 155 (82.89%)
patients had a SBP of =100 mmHg, wheras 32
(17.11%) patients had a SBP of <100 mmHg.

The pulse rate, similarly was divided in <100
beats/min and =100 beats/min. A total of 154
patients (82.35%) were having a pulse rate of
<100 beats/min and 33 (17.65%) had a pulse rate
of =100 beats/min.

A total of 146 (78.07%) patients presented to
the ER with the complaint of hematemesis. Only
26 out of 187 patients (13.9%) presented with
melena.

An overwhelming majority of 166 patients (88.8%)
were suffering from disseminated malignancy
/ renal / liver failure, whereas ischemic heart
disease was present in 4 (2.1%) of patients. Only
17 (9.1%) patients had no co-morbid condition.

Figure-1 show the distribution of subsets of clinical
Rockall Score. Six (3.2%) patients had a score of
1, only four (2.1%) patients had a score of 2, 85
patients (45.5%) had a score of 3, 71 (38%) had a
score of 4 and 21 (11.2%) had a score of 5.
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Figure-1
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Figure-2 show the etiology of upper Gl endoscopy
(determined after calculation of clinical Rockall
score). A total of 111 (59.4%) patients presented
with bleeding esophageal varices, 36 (19.3%)
presented with bleeding gastric varices, together
chronic liver disease was responsible for 78.4%
(147) of patients. Gastric erosions were seen to be
the cause of upper gastrointestinal hemorrhage
in 18 (9.6%) of patients, whereas peptic ulcer
disease was the cause responsible in 20 (10.7%).
Lastly gastric carcinoma was seen in only 2
(1.1%) of patients.
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A total of 35 (18.7%) of patients experienced
re-bleeding episodes during the hospital stay.
Consequently, mortality was seen in 31 patients
(16.6%).

One out of six patients (16.6%) didn’t survive
who had a Rockall score of 1. One out of four
(25%) patients was non survivor in Rockall score
category 2. 11 out of 85 (12.9%) patients didn’t
survived the hospital stay with a Rockall score of
3, whereas 12 out of 71 (16.9%) died with a Rockall
score of 4. Lastly 11 out of 21 (52.38%) patients
died within the hospital stay with a Rockall score
of 5. Figure-3 show the proportion of rebleeding
with different Rockall score categories.
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Age groups

60-79 Years =>80 Years Total
0 0 6
3 1 4
13 4 85
41 0 71
0 14 21
57 19 187

Table-Il. Rockall Score * Age groups Cross tabulation

DISCUSSION

A total of 187 patients were selected for this
study. The mean age of patients was 59.25 years
+ 10.3 SD. Mean systolic BP was 107.08 + 13.3,
heart rate was 90.3 = 11.9 and clinical Rockall
score of 3.5 + 0.8 SD. Out of these 119 were
males (63.64%) and 68 (36.36%) were females.
The male to female ratio M: F was 1.75:1. These

findings are in agreement with a study done by
Romagnuolo J et al in 2007.'2 They reported the
mean age as 66 (+20 SD)."? in that study 62.3%
were males and M: F ratio was 1.65:1, which is
very near to the result of my study.

The patients were sub-divided into three age
related categories. The first category contained
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patients aged 15-59 years (111, 59.4%), second
60-79 year old patients (57, 30.5%), whereas the
third category contained patients = 80 years (19,
10.2%) respectively. These results are similar
to the ones reported by Morales Uribe et al in
2007, this publication reports the percentages in
these three age categories as 49.8%, 34.7%, and
15.5% respectively.’® There are more patients in
the first category (age 15-59 years) in my study
probably because of different etiology (bleeding
esophageal varices) pattern in my study.

The systolic blood pressure (SBP) was
categorized in two groups =100 mmHg and
<100 mmHg respectively. A total of 155 (82.89%)
patients had a SBP of =100 mmHg, where as 32
(17.11%) patients had a SBP of <100 mmHg, i.e.,
they were in shock at the time of presentation.
Morales Uribe et al also report that 13.8% of
their study population was in shock at the time
of presentation.”® The apparent increase in the
percentage of patients with shock in my study
is probably because of underlying etiology of
bleeding esophageal varices because these
patients have more chances of being in shock
at the time of presentation, have a worse co-
morbidity profile than their compatriots, and
therefore have a worse prognosis consequent
to these complications. Similar data is presented
recently by Lahiff C et al who report that the
variceal group has more comorbidities, lower
haemoglobin and lower systolic blood pressure at
presentation. As a result these study patients had
higher risk scores and worse clinical outcomes
(rebleeding P=0.004).

A total of 111 (59.4%) patients presented with
bleeding esophageal varices, 36 (19.3%)
presented with bleeding gastric varices, together
chronic liver disease was responsible for
78.4% (147) of patients. Gastric erosions were
seen to be the cause of upper gastrointestinal
hemorrhage in 18 (9.6%) of patients, whereas
peptic ulcer disease was the cause responsible
in 20 (10.7%). Lastly gastric carcinoma was
seen in only 2 (1.1%) of patients. In a landmark
study, which had a total of 5810 patients, Rockall
TA'™ reported that the majority of the patients
presenting with upper gastrointestinal bleeding

were having the underlying diagnosis of peptic
ulcer disease (35.31%), followed by no diagnosis
(23.99%), gastric erosions (10.79%), esophagitis
(612%), Mallory Weis syndrome (5.38%),
bleeding esophageal / gastric varices (4.51%),
gastric malignancy (3.88%) and other diagnoses
at 5.61%. This study was reported from United
Kingdom.

Morales Uribe et al'® reported the etiology of
upper gastrointestinal hemorrhage as follows:
peptic ulcer disease (41%), malignancy 3.0%,
varices 10.1%, Mallory Weis tear 3.9%, gastric
erosions at 34.9%, hypertensive gastropathy
4.3% and others 1.3% respectively.” This study
was done from Latin America.

It can be easily surmised from my study (Pakistan),
Rockall TA (United Kingdom) ' and Morales
Uribe '® (Latin America) that etiological causes
are not uniform in any of these three studies. In
Pakistan bleeding esophageal varices are the
most common mode of presentation when a
patient reports with hematemesis, whereas peptic
ulcer disease is the commonest presentation
worldwide.

A total of 35 (18.7%) of patients experienced re-
bleeding episodes during the hospital stay. A
rebleeding rate of 12.9% was reported by Lee
JY et al from Korea.'® Rockall LA and Morales
Uribe™ report a rebleeding rate of around 10%.
The rebleeding rate was marginally higher in my
study probably because of the etiological factor.

In my study mortality was seen in 31 patients
(16.6%). Since the past few decades the mortality
of upper gastrointestinal tract bleeding has
reduced significantly, but the rates are around
8-14% in the international literature.'”2°

The mortality rate reported by Morales Uribe CH
et was also within this range (9.5%)." In my study
the mortality rate was slightly raised probably
because majority of this study population
consisted of patients with bleeding esophageal /
gastric varices which carries a worse prognosis
and better healthcare delivery systems which
exist in the advanced countries of the world.
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In my study the Rockall score of the patients
ranged from 1 to 5. One out of six patients (16.6%)
didn’t survive who had a Rockall score of 1. One
out of four (25%) patients was non survivor in
Rockall score category 2. 11 out of 85 (12.9%)
patients didn’t survived the hospital stay with a
Rockall score of 3, whereas 12 out of 71 (16.9%)
died with a Rockall score of 4. Lastly 11 out of
21 (52.38%) patients died within the hospital stay
with a Rockall score of 5. Chart No: 3 show the
proportion of rebleeding with different Rockall
score categories. These values are comparable
with Rockall LA, Morales Uribe and Lee et al.'3®

CONCLUSION

Clinical Rockall score is a good predictor of
rebleeding and mortality. However, application
of this score for the purpose of triage of patients
reporting with bleeding esophageal varices
is problematic because this group has the
presentation of liverfailure along withhematemesis
so getting low Rockall scores (and predicting
survival without endoscopic intervention) is not
possible in this group of patients.

Copyright© 15 July, 2017.

REFERENCES

1. Barkun A, Bardou M, Marshall JK. Consensus
recommendations for managing patients with
nonvariceal upper gastrointestinal bleeding. Ann
Intern Med. 2003; 139:843-57.

2. Higham J, Kang JY, Majeed A. Recent trends in
admissions and mortality due to peptic ulcer in
England: increasing frequency of haemorrhage in
older subjects. Gut. 2002; 50:460-4.

3. Blatchford O, Davidson LA, Murray WR, Blatchford M,
Pell J. Acute upper gastrointestinal haemorrhage in
west of Scotland: case ascertainment study. BMJ.
1997; 315:510-4.

4. Wilkins T, Khan N, Nabh A, Schade RR. Diagnosis and
management of upper gastrointestinal bleeding. Am
Fam Physician. 2012; 85(5):469-76. 5.

5. Vreeburg EM, Terwee CB, Snel P, Rauws EA, Bartelsman
JF, Meulen JH, et al. Validation of the Rockall risk
scoring system in upper gastrointestinal bleeding.
Gut 1999;44: 331-5.

6. Rockall TA, Lewis GE. Upper gastrointestinal bleeding.
Br J Hosp Med (Lond). 2005;66(9):M25-7.

10.

11.

12.

13.

14.

15.

16.

Church NI, Dallal HJ, Masson J, Mowat NA, Johnston
DA, Radin E, et al. Validity of the Rockall scoring
system after endoscopic therapy for bleeding
peptic ulcer: a prospective cohort study. Gastrointest
Endosc. 2006;63(4):606-12.

Sanders DS, Carter MJ, Goodchap RJ, Cross SS,
Gleeson DC, Lobo AJ. Prospective validation of the
Rockall risk scoring system for upper Gl hemorrhage
in subgroups of patients with varices and peptic
ulcers. Am J Gastroenterol. 2002; 97(3):630-5.

Greenspoon J, Barkun A, Bardou M, Chiba N, Leontiadis
Gl, Marshall JKet al; International Consensus Upper
Gastrointestinal Bleeding Conference Group.
Management of patients with nonvariceal upper
gastrointestinal bleeding. Clin Gastroenterol Hepatol.
2012; 10(3):234-9.

Gralnek IM, Dulai GS. Incremental value of upper
endoscopy for triage of patients with acute non-
variceal upper-Gl hemorrhage. Gastrointest Endosc.
2004; 60:9-14.

Camellini L, Merighi A, Pagnini C, Azzolini F, Guazzetti
S, Scarcelli A, et al. Comparison of three different
risk scoring systems in non-variceal upper
gastrointestinal bleeding. Dig Liver Dis. 2004; 36:271-
7.

Romagnuolo J, Barkun AN, Enns R, Armstrong
D, Gregor J. Simple clinical predictors may obviate
urgent endoscopy in selected patients with
nonvariceal upper gastrointestinal tract bleeding.
Arch Intern Med. 2007;167(3):265-70.

Morales Uribe CH, Sierra Sierra S, Hernandez
Hernandez AM, Arango Durango AF, Lépez GA. Upper
gastrointestinal bleeding: risk factors for mortality in
two urban centres in Latin America. Rev Esp Enferm
Dig. 2011;103(1):20-4.

Lahiff C, Shields W, Cretu I, Mahmud N, McKiernan
S, Norris S, et al. Upper gastrointestinal bleeding:
predictors of risk in a mixed patient group including
variceal and nonvariceal haemorrhage. Eur J
Gastroenterol Hepatol. 2012;24(2):149-54.

Rockall TA. Management and outcome of patients
undergoing surgery after acute upper gastrointestinal
haemorrhage. Steering Group for the National Audit of
Acute Upper Gastrointestinal Haemorrhage. J R Soc
Med. 1998;91(10):518-23.

Lee JY, Lee JH, Kim SJ, Choi DR, Kim KH, Kim YB, et
al. [Comparison of predictive Romagnuolo J, Barkun
AN, Enns R, Armstrong D, Gregor J. Simple clinical
predictors may obviate urgent endoscopy in selected
patients with nonvariceal upper gastrointestinal tract
bleeding. Arch Intern Med. 2007;167(3):265-70.

Professional Med J 2017;24(9):1295-1301.

www.theprofesional.com


http://www.ncbi.nlm.nih.gov/pubmed/17296882
http://www.ncbi.nlm.nih.gov/pubmed/17296882
http://www.ncbi.nlm.nih.gov/pubmed/17296882
http://www.ncbi.nlm.nih.gov/pubmed/21341933
http://www.ncbi.nlm.nih.gov/pubmed/21341933
http://www.ncbi.nlm.nih.gov/pubmed/21341933
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Lahiff C%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Shields W%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Cretu I%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Mahmud N%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22McKiernan S%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22McKiernan S%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Norris S%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed/22113209
http://www.ncbi.nlm.nih.gov/pubmed/22113209
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Lee JY%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Lee JH%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Kim SJ%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Choi DR%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Kim KH%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Kim YB%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed/17296882
http://www.ncbi.nlm.nih.gov/pubmed/17296882
http://www.ncbi.nlm.nih.gov/pubmed/17296882
http://www.ncbi.nlm.nih.gov/pubmed/17296882

UPPER Gl HEMORRHAGE

17. Palmer K. Acute upper gastrointestinal haemorrhage.

Br Med Bull. 2007; 83: 307-24.

18. Van Leerdam ME, Vreeburg EM, Rauws EAJ, Geraedts
AAM, Tijssen JGP, Reitsma JB, et al. Acute Upper GlI
Bleeding: Did Anything Change?, Time Trend Analysis
of Incidence and Outcome of Acute Upper Gl Bleeding
Between 1993/1994 and 2000. Am J Gastroenterol.

19.

20.

2003, 98: 1494-9.

Esrailian E, Gralnek IM. Nonvariceal Upper
Gastrointestinal Bleeding: Epidemiology and
Diagnosis. Gastroenterol Clin N Am. 2005;34: 589-605.

Tarig SH, Mekhjian G. Gastrointestinal Bleeding in
Older Adults Clin Geriatr Med. 2007; 23: 769-84.

“Making mistakes is better than

faking perfection.”

Unknown

AUTHORSHIP AND CONTRIBUTION DECLARATION

Sr. # Author-s Full Name

1 Sanam Panhwar

2 Muhammad Aslam Rind

3 Maria Nazir Khyber

Contribution to the paper Author=s Signature
Protocol writing study

concept and design data W ]_}J"h-“
collection and analysis :‘]ﬁ“' 3
manuscript writing. y

Protocol writing study Y
concept and design, Data @;‘
collection , Data analysis, =
Manuscript writing and
review.

Protocol writing, Study
concept and design, Data
collection and analysis,
manuscript writing and
reivew.

At

Professional Med J 2017;24(9):1295-1301.

www.theprofesional.com



