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Acute upper gastrointestinal bleeding (UGIB) is com-
monly encountered in emergency departments. Despite 
remarkable advancements in medical treatments and en-
doscopic interventions, it remains a potentially life-
threatening event. The mortality rate among patients 
with acute UGIB can range from 2 to 15% [1–3]. This 
disease also presents with high morbidity, being one of 
the leading causes of hospitalization due to digestive dis-
orders [4], and remains a significant and rising economic 
burden [5].

Given the increasing burden and number of UGIB cas-
es, accurate risk stratification at initial presentation is 
critical to efficient resource management. The goal of the 
evaluation is to assess the severity of the bleed, where pa-
tients with GIB identified as being at low risk of a hospi-
tal-based intervention can be discharged from the emer-
gency department to outpatient care. On the other hand, 
high-risk patients can be triaged for timely performance 
of endoscopy following guideline recommendations [4].

The two most widely used scores are the Rockall score 
(RS) and the Glasgow-Blatchford score (GBS). The GBS 
is one of the best-studied and validated scores [6], and 
clinical guidelines strongly recommend its use for pre-
endoscopic risk stratification based on evidence from co-
hort studies [7]. Since the derivation of the RS in the 
1990s, there have been important developments in the 
management of UGIB, including the pharmacologic 
treatment of bleeding, advances in endoscopic tech-
niques, and evolving evidence for the use of transfusion. 
Therefore, it is currently unclear whether the full RS or 
the pre-endoscopic RS remains valid almost two decades 
after their derivation [8].

Although the use of these risk stratification systems is 
strongly encouraged in current guidelines, a 2014 nation-
wide study of 1,402 emergency physicians, internists, and 
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gastroenterologists in the USA revealed that only 53% 
had ever heard of a UGIB risk score and only 30% had 
ever used it [9]. Possible barriers to adherence include 
lack of knowledge because the literature on risk assess-
ment in UGIB is primarily published in gastroenterology 
and endoscopy journals, as well as difficulty in recalling 
risk [10].

Also, the endoscopy timing for patients with acute 
nonvariceal UGIB is controversial. According to interna-
tional consensus recommendations on nonvariceal 
UGIB, early endoscopy within 24 h is recommended for 
most patients with acute nonvariceal UGIB (“urgent en-
doscopy”) [7, 11, 12]. However, some studies have exam-
ined outcomes of endoscopy performed within 6–12 h (or 
even earlier – “emergent endoscopy”) [10]. Previous trials 
globally have shown that no differences in clinical out-
come were found between the two groups, even though 
the “emergent endoscopy” group had more high-risk en-
doscopic lesions [10]. The more frequent endoscopic 
treatment, however, did not translate into a lower inci-
dence of further bleeding or fewer deaths. This is a com-
plex outcome to measure; for example, in patients with a 
longer period until endoscopy and longer duration of 
acid suppression – administered at the beginning of clin-
ical observation – there is probably a reduced number of 
ulcers with active bleeding or major stigmata of bleeding 
[13].

Because many hospitals do not have the capability to 
provide endoscopy 24 h a day and 7 days a week, it will be 
important to restrict the performance of urgent endos-
copy to selected patients. Many studies have defined 
high-risk patients as those with a GBS > 12, or by using 
other clinical parameters [14, 15]. This aspect highlights 
the need for clinical studies (combined with a health 
economy analysis) that aim to investigate the perfor-
mance of prediction scores in a large pooled data set of 
patients with UGIB, adapted to national/regional circum-
stances. In accordance with this, Maia et al. [16] reported 
the ability of the GBS and RS to predict various clinical 
outcomes and possible cutoff points to identify low- and 
high-risk patients in the setting of referral/metropolitan 
gastroenterology emergency departments. The authors 
showed that the RS and the pre-endoscopic RS were ef-
fective at predicting mortality, and that the GBS was bet-
ter at predicting transfusion requirement. Also, the au-
thors showed no adverse outcomes when the GBS was ≤3, 
suggesting that hospital transfer may be reconsidered if 
the GBS is 3 points or less.

The prioritization of urgent endoscopy has another 
implication. There is an ongoing controversy about the 

existence of a “weekend effect,” whereby mortality from 
UGIB may be higher after regular working hours than at 
other times. Some authors postulate that this effect may 
be due to a patient selection bias (the sickest present at 
any time, including after hours) or decreased resources, 
including delays to endoscopy and other treatment [17–
19].

On the other hand, determining the most important 
clinical outcome for patients with UGIB is not straight-
forward. Initially, death was prioritized, and longitudinal 
population studies have shown a reduction in case fatal-
ity rates over the past two decades [8]. Furthermore, most 
patients die from a comorbidity rather than from the 
bleeding. Predicting the need for hospital-based interven-
tion also has clinical relevance (endoscopic or radiologic 
therapy, surgery, or transfusion), and studies on outcome 
definition may be needed.

In conclusion, an ideal risk score would be a pre-endo-
scopic tool that allows the early identification of patients 
at high risk of a negative outcome, as well as low-risk pa-
tients who can be discharged without requiring inpatient 
procedures, thereby improving both the safety and the 
efficiency of care. Furthermore, in the future, automation 
will likely redefine risk assessment. The possibility of 
dashboard recording of pre-endoscopic scores embedded 
in the electronic medical records at a patient’s presenta-
tion, as well as the creation of electronic alerts that can 
trigger low- and high-risk gastrointestinal bleeding order 
sets, can be of value guiding physicians on evidence-based 
practice.
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