: ) Hopitaux "\ MEDECINE
B e ASSISTANCE HOPITAUX SORBONNE
PUBLIQUE DE PARIS UNIVERSITE

SAINT-ANTOINE

Hémorragies digestives:
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Hémorragie digestive

Hémorragies

Hémorragies hautes (>80%) basses

HTP Ulcéres peptiques
Diverticulaire

-varices - Ulcéres gastro-
oesop‘nnes du ux Angiodysplasies

-Varices gastriques Exculcération de Colites
- Gastropathie d’"HTP Dieulafoy




Hémorragie digestive

Hémorragies hautes (>80%)

Ulcéres peptiques HTP

- Ulceres -varices agiennes
gastro énaux . |
-Varice triques

-Exculcération de .
Dieulafoy - Gastropathie d’HTP




Regle 1: Evaluation précoce

* Age (>60 ans)

e Terrain : comorbidités

* Signes de choc

* Récidive hémorragique



Regle 1: Evaluation précoce

Facteurs favorisants un saighement

* Age >60 ans

e AINS (début de traitement jusqu'a J30)

* Aspirine

* Corticoides: augmentent le risque de
saignement si prescrits avec les AINS

* Anticoagulants

* Role d'Hélicobacter Pylori



Distribution des ages et hémorragie digestive:
2 cohortes: 1980 et 2000

40
35 |
20 B Non variceal bleeding 1983-85
O Non variceal bleeding 2002-04
o 25
o 0 variceal bleeding
g_ 20 |
=S
15 |
10 |
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1519 | 2029 | 30-39 | 4049 | 50-509 | 6069 | 70-79 | 80-89 | 290 Incidence:
M 198385 | 0O 17 48 74 136 140 | 127 42 3 |nofsubjects 112 /100 000
H 200204 | 1 13 13 46 61 120 | 137 | 109 | 3 [|nofsuets 89 /100 000
Age groups (yrs)

Loperfido et al. Gastrointestinal endoscopy 2009



Evolution présentation clinique

Comorbidités (%)

Mortalite

Endoscopie <12h

Loperfido et al. Gastrointestinal endoscopy 2009



Pronostic de ’'HDH selon 'age

I S N S

2246 1041
Comorbidités 1,5 1,6 ns
Rockall (-age) 4,1 4,2 Ns
Récidive 9,7 % 11,8% ns
hémorragique
chirurgie 2,5 % 4% Ns
mortalité 8,2 % 8,9% Ns

Nahon S et al. Clinical Gastro and Hepato 2008



Impact des comorbidités sur le pronostic des ulceres
Hémorragiques

Relative risk (95% ClI)

Malignancy 8 6.33 (3.76-10.66)
Renal disease &2 5.34 (2.30-12.42)
Hepatic disease B 4.04 (2.38-6.85)
Diabetes mellitus 2 2 1.63 (1.37-1.93)
Respiratory disease = 2.43 (1.44-4.11)
Cardiac disease L 3 2.39 (1.51-3.78)

|l 1 1 1

1 2 5 10 100

LEONTIADIS et al. American J gastro 2013



Nbr de Comorbidités et pronostic

Number of
N comorbidities Non-survivors, n (%) ¥ 2-Trend test
5,984 0 123 (2.1) P<0.001
2,393 1 287 (12.0)
763 2 139 (18.2)
104 >3 76 (73.1)

Sung et al. American J gastro 2010



Score de Blatchford

Admission risk marker

Score
component value

Blood urea (mMol/I)
6.9-8.0

8.0-10.0

10.0-25.0

=25

Hemoglobin (g/l) for men
120-130

100-120

<100

Hemoglobin (g/l) for women
100-120

<100

L L= I

Systolic blood pressure (mmHg)

100-109

90-99

<90

Other markers

Pulse =100 per min
Presentation with melena
Presentation with syncope
Hepatic disease

Cardiac failure

1
2
3

R N R =



Score de Blatchford

Panel: Low-risk criteria of GBS

120
+« Urea <6-5 mmol/L

+ Haemoglobin 2130 g/L (men) or 2120 g/L (women)

+ Systolic blood pressure 2110 mm Hg

+ Pulse <100 beats per min

Absence of melaena, syncope, cardiac failure, or liver disease

80—
60 B Patients not needing
intervention and alive
™ Patients needing
A0+ interventions or died
20 H H
0_ H ﬂ = I_I -

11|12I 14 15 16 1}' 18 19'

100 —

Number of patients

GBS

Figure 1: Need for intervention or death by score for all four centres in phase one

Le score pre en@oscoplque de BIatchfqrd prédit le Stanley, et al. Lancet 2009:373:42-7
recours a un traitement per-endoscopique



Regle 2: IPP précoce

Avant la FOGD
=> amélioration de la visibilité des lésions

Apres la FOGD

—> Diminution du risque de récidive hémorragique
—> Amélioration de la survie vs placebo

Netzer, Am J Gastroenterol 1999
Labenz, Gut 1997

Lau, NEJM 2007

Lau NEJM 2001

Sachar JAMA 2014



Regle 3: Transfusion

The NEW ENGLAN D
JOURNAL of MEDICINE

ESTABLISHED IN 1812 JANUARY 3, 2013 VOL. 368 NO. 1

Transfusion Strategies for Acute Upper Gastrointestinal
Bleeding

Candid Villanueva, M.D., Alan Colomo, M.D., Alba Bosch, M.D., Mar Concepcién, M.D.,
Virginia Hernandez-Gea, M.D., Carles Aracil, M.D., Isabel Graupera, M.D., Maria Poca, M.D.,
Cristina Alvarez-Urturi, M.D., Jordi Gordillo, M.D., Carlos Guarner-Argente, M.D., Miquel Santalé, M.D.,
Eduarde Mufiiz, M.D., and Carlos Guarner, M.D.

Stratégie restrictive:

Transfusion Hb 7g/dl, obj 7-9 g/dIi
Stratégie libérale:

Transfusion a partir de 9g/dl, obj 9-11g/d

Randomisation avec stratification sur la
présence d’une cirrhose




1613 Patients were screened

648 Were excluded

'

962 Were eligible

—

41 Declined to participate

'

9

21 Underwent randomization

|

|

461 Were assigned to restrictive

460 Were assigned to liberal

17 Withdrew

strategy strategy
I -
\J L

15 Withdrew

444 Were included in analysis

445 Were included in analysis




A Survival, According to Transfusion Strategy

100+
- q
00—
100+
80— 00—
70+ %5
e " - o
= 60 a5 -
= i
E 5ol 95 ]_+ Restrictive strategy
@ 94
=
40— -
E 3 P=0.02 by log-rank test
30— 02
. Liberal
iberal strate
204 o0 i
1
1o- 0 | T | T | T | T | -
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0 T T T | T T T T |
0 5 10 15 20 25 in i5 40 45
Days
No. at Risk
Restrictive strategy 444 429 412 404 401 199 397 395 394 392

Liberal strategy 445 428 407 397 303 186 383 Vg 375 372



B Death by 6 Weeks, According to Subgroup

Subgroup

Cwerall

Patients with cirrhosis
Child—Pugh class & or B
Child=Pugh class C
Bleeding from varices
Bleeding from peptic ulcer

Restrictive Liberal
Strategy Strategy

no. of patients/total no. [75)
23/444 (5) 41/445 (9)
15/139 {11) 25/138 (18)
5/113 (4) 137109 (12)
10/26 (38) 12729 (4]1)
10/93 (11) 17797 (18)
7/228 (3) 117209 (5)

Hazard Ratio (95% Cl)
—— 0.55 (0.33-0.93)
— 0.57 (0.30-1.08)
—_—— 0.30 (0.11-0.85)
—-— 1.04 (0.45-2.37)
—_— 0.58 (0.27-1.27)
— 0.70 (0.26-1.25)

| I 1

0.1 1.0 10.0

Restrictive Strategy Liberal Strategy
Better Better

P Value

0.02
0.08
0.02
0.91
0.18
0.26

DC par hémorragie: 3 v/s 14
DC par comorbidités: 19 v/s 25



Regle 3: Transfusion

3% ® Restrictive versus liberal blood transfusion for gastrointestinal Kances Sastrosnimallepotor

" bleeding: asystematic review and meta-analysis of WU

randomised controlled trials

Ayodele Odutayo®, Michael R Desborough®, Marialena Trivella, Adrian | Stanley, Carolyn Dorée, Gary S Collins, Sally Hopewell, Susan | Brunskill,
Brennan CKahan, Richard F A Logan, Alan N Barkun, Michael F Murphy, Vipul jairath

™ SCA
Mortalite
Restrictive  Liberal RR(95% (1) Weighting

Restrictive  Liberal RR(95% C1) Weighting -

i o it M0 N —— B ——— 148021046 22
Blair 026 214 E 019 (0:01-364) 18% Vilanveva'  8/444 17445 —-.-— 067(025-179) 798%
jiatt W2 25382 089(04-169  B4x s o ; e
Villanveva  23/444 41/445 055(033-092) 598%

Total =0%; p=0-37 0.65(0-44-097)  100%

001 01 1 10 100
“— —
Favours restrictive  Favours liberal

Resaignement e
T S

RR(95% ) Weighting

049(012201)  100%
049(012201)  100%

Restrictive  Liberal RR(95% C1) Weighting
(n/N) (n/N)

Bl 126 924 010(001-075) 36%

Lee 7} 631 081(027-238) 15%

RR(95% ) Weighting

jimth 149 3364 053026109 1w -

Vioed 444 TUMS 0620430%) 6158 - T TR

Totall'=12:9%; p=0-33 058(0-40-084)  100% Vilanoevd T 444 078056108  945%
Totall'=0%; p=062 077(056405)  100%




Regle 3: Transfusion

* Transfusion a la phase initiale:

— Si HTP: a partir de 7g/dI
— Pas d’HTP: 8g/dI
— Si coronaropathie: a partir de 9 g/d|



Regle 4: SNG Vs Erythromycine

Erythromycin Infusion or Gastric Lavage for Upper
Gastrointestinal Bleeding: A Multicenter Randomized
Controlled T'rial

Dominique Pateron, MD, Eric Vicaut, MD, PhD, Erwan Debuc, MD, Karima Sahraoui, MD, Nicolas Carbonell, MD,
Xavier Bobbia, MD, Dominique Thabut, MD, Frédéric Adnet, MD, PhD, Pierre Nahon, MD, Rolland Amathieu, MD, Mounir Aout, PhD,
Nicolas Javaud, MD, Patrick Ray, MD, Jean Claude Trinchet, MD, PhD, for the HDUPE Collaborative Study Group*

Annals of Emergency Medicine

« N=270
*  SNG=Erythromycine=SNG + Erythromycine




Regle 5: timing endoscopie

Mortality

H .
(=B * ¢ L
0 10 o 20 30 0 10 20 30 40
Timing / hours Timing / hours
® ASA1-2 Fitted values ® ASA 1-2 Fitted values
e ASA 3-5 Fitted values ® ASA 3-5 Fitted values

Figure 2. Association between timing of endoscopy and in-hospital

Figure 1. Association between timing of endoscopy and in-hospital mor-
mortality in patients with hemodynamic instability.

tality in hemodynamically stable patients.

ORIGINAL ARTICLE: Clinical Endoscopy

Relationship between timing of endoscopy and mortality

in patients with peptic ulcer bleeding: a nationwide ok
cohort study (©®
Stig B. Laursen, MD, PhD," Grigorios L. Leontiadis, MD, PhD,” Adrian J. Stanley, MD, FRCP,”
Morten H. Mgller, MD, PhD," Jane M. Hansen, MD, PhD,' Ove B. Schaffalitzky de Muckadell, MD, DMSc'
Odense, Copenhagen, Denmark; Hamilton, Ontario, Canada; Glasgow, Scotland, United Kingdom



1.8 Il faut réaliser une endoscopie oesogastroduodénale dans les 24
heures suivant I'admission d'un patient suspect d'hémorragie
digestive haute

1.9 Il faut probablement réaliser une endoscopie
oesogastroduodénale dans les 12 heures suivant I'admission du
patient lorsqu'une rupture de varice oesophagienne est suspectée

1.10 Il faut probablement réaliser une endoscopie
oesogastroduodénale des que possible, et une fois le patient
réanimé, lorsqu'une hémorragie haute active est suspectée




e NEW ENGLAN D
JOURNAL o MEDICINE

ESTABLISHED IN 1812 APRIL 2, 2020 VOL. 382 NO. 14

Timing of Endoscopy for Acute Upper Gastrointestinal Bleeding

James Y.W. Lau, M.D., Yuanyuan Yu, Ph.D., Raymond S.Y. Tang, M.D., Heyson C.H. Chan, M.B., Ch.B.,
Hon-Chi Yip, M.B., Ch.B., Shannon M. Chan, M.B., Ch.B., Sally W.Y. Luk, M.B., Ch.B., Sunny H. Wong, Ph.D.,
Louis H.S. Lau, M.B., Ch.B., Rashid N. Lui, M.B., Ch.B., Ting T. Chan, M.B., Ch.B., Joyce W.Y. Mak, M.B., Ch.B.,
Francis K.L. Chan, M.D., and Joseph J.Y. Sung, M.D.

A Cumulative Probability of Death B Cumulative Probability of Further Bleeding
1.00+ 0.25+ 1.00+ 0.25
0.90 0.90—
0.20+ 0.20+
> 0.80- 2 0.80-
3 070 0.15- 3 0704 0.15
= = Urgent endoscopy
E 0.604 0.104 Urgent endoscopy n.E 0.60 0.104
© 0.50 o 0.504 . " -
E 0.40+ 0.059 _F_rn-""'—- Early endoscopy E 0.40+ 0.054 'Pr-j—* - Early endoscopy
= E] s e
E 030 000 ‘ , ‘ | ‘ E 0300 o . . ‘ . w
U 0.20-| 0 5 10 15 20 25 30 U 0.204 0 5 10 15 20 25 30
0.104 0.104 ‘
e — et
0.00+= T T T T T T 0.00-F== T T T T T 1
0 5 10 15 20 25 30 0 5 10 15 20 25 30
Days since Randomization Days since Randomization
No. at Risk No. at Risk
Urgent endoscopy 258 252 246 242 238 238 235 Urgent endoscopy 258 243 228 220 214 213 210
Early endoscopy 258 249 245 245 243 242 241 Early endoscopy 258 237 231 230 228 226 223




Malade réanimé

Si hémorragie active: oui
SIiHTP: <12h

Si pas d'HTP <24h

Sous AG Intubé?:
* Qui si trouble de conscience
* Mieux pour le malade
« Mieux pour I'endoscopiste
 Améliore le traitement?
« Ameliore le pronostic?









hémorragie liée a I'HTP

e Concept sous remplissage

Rempllssage e PAM: 70 mmHg

¢ Objectif Hb: 7g/dl a la phase initiale

DrOgueS Le + tOt possible

Somatostatine (ou dérivés

Vasoactives sandostatine)/terlipressine

e Fluoroquinolones 1 intention

Antibiothéra p|e e C3G si Child C et résistance FQ (Atlanta)

Timing: Endoscopie: < 12h, ou le + t6t

E N doscopie possible (Baveno)
Ligature VO/Obturation VCT, VG

Lebrec, Eur J Hepatol Gastroenterol 2004
De Franchis, J Hepatol 2015
Garcia-Tsao, Hepatology 2007



Ligature de varices cesophagiennes

A Rubber Band
Ligation
System®

N\ Banded
varnces

£
»

Laine, Annals of Intern med 1993
Conférence de consensus Baveno VI 2015



il
Name :

Sex: Age:
D. O. Birth:

02711720083
08:20:25

Physician:
Comment :

Encollage de varices gastriques

GLUBRAN?2

SYNTHETIC SURGICAL GLUE
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Sauvetage

Prévention récidive hémorragique précoce

i\ }




TIPS de Sauvetage

Auteur

Mc Cormick
Jalan
Sanyal
Chau
Gerbes
Banares

Azoulay

Nb Patients

20

19

30

112

11

56

58

Child A/B/C

1/7/12
3/3/13
1/7/22
5/27/80
1/3/7
11/22/23

3/8/47

Controle
Hémorragique




TIPS de sauvetage:

expeérience de la Pitié

Faisabilité du TIPS
Contréle hémorragie

Survie J42
Child <13
Child 213

100%

76%

76%
12%

Mortalité intra H Child=214

100%

EH

63%

Rudler, Transplant Int 2014



Regle 8... a n"utiliser qu’en cas de catastrophe...

Sonde de sengstaken-blakemore

MAY, 195 1, No. §

ANN{ALS

URGERY BALLOON TAMPONAGE FOR THE CONTROL OF HEMORRHAGE
S E FROM ESOPHAGEAL VARICES*
A Monthly Review of Surgical Science

el RoBertr W. SENgsTAKEN, M.D., AND ARTHUR H. BLakeEmore, M.D.
New York, N. Y.

FROM THE PRESBYTERIAN HOSPITAL OF NEW YORK CITY

r_l. B. LIPPINCOTT COMPANY

F16. 1.—A photograph of a naso-gastric tube-
balloon assembly for the emergency control of
hemorrhage from esophageal varices. Note the
generous size of the tube for gastric suction. Ob-
serve that the distal one-third of the sausage-
shaped esophageal balloon is more shaded, indi-
cating a greater thickness of rubber. A metal
roentgen ray marker is incorporated in the wall of
the tube between the balloons.



Prothese oesophagienne: sonde de tamponnement







The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Early Use of TIPS in Patients with Cirrhosis
and Variceal Bleeding

Juan Carlos Garcia-Pagdn, M.D., Karel Caca, M.D., Christophe Bureau, M.D.,
Wim Laleman, M.D., Beate Appenrodt, M.D., Angelo Luca, M.D.,
Juan G. Abraldes, M.D., Frederik Mevens, M.D., Jean Pierre Vinel, M.D.,

Joachim Mdéssner, M.D., and Jaime Bosch, M.D., for the Early TIPS
(Transjugular Intrahepatic Portosystemic Shunt) Cooperative Study Group

N ENGL ] MED 362;25 MNEJM.ORG JUNE 24, 2010



Echec du controle de I’lhémorragie

ou de la prévention de la recidive

@ PTFE-TIPS
= % 80
§ = p<0,0001
= o 601
o 3 . . o
T ° 40 LVO + M
O —
= G
= 5 207
LD >
O T
g7 o
0 6 12 18 24 mois

PTFE-TIPS 32 24 15 11 5
LVO+M 31 13 7 7 3




woysr— . PTFE-TIPS
80
" p<0,001
.S 60 = $ 4 + —t—t
| -
= LVP + M
) 404 |6 semaines
20 7
O —
0 6 12 18 24 mois
PTFE-TIPS 32 24 17 12 7

LVO+M 31 18 13 10 5




Hémorragie digestive

Hémorragies hautes (>80%)

HTP Ulceres peptiques

- Ulceres

-varices cesophagiennes ;
gastroduodénaux

-Varices gastriques
- Gastropathie d’'HTP

-Exculcération de
Dieulafoy




Regle 9: traitement des ulceres

e Traitement endoscopique combinés

e |PP: poursuite des fortes doses si traitement
endoscopique

Médicaments

Lebrec, Eur J Hepatol Gastroenterol 2004
De Franchis, J Hepatol 2015
Garcia-Tsao, Hepatology 2007



Ulceres hémorragiques
Classification de Forrest

| a b Il'a
(récidive ~ 80-100%) (récidive ~ 60%) (récidive ~ 50%)

Forrest JA, Lancet 1974



Sclérose adrénalinée

Vaisseaux
se comprimant
sous l'effet
de l'adrénaline



Clips hémostatiques



http://pictures.doccheck.com/fr/photo/9482/size/m

Coagulation (Thermo/électro/Plasma-argon)

Blood vessel
coagulation,
hemorrhage halted

Circumferential
thermo-coagulation




Regle 10 — en cas d’échec du traitement de l'ulcere

* Retraitement endoscopique +++

e Facteur d’échec d’un traitement
endoscopique:

— Diametre de l'ulcere >2 cm
— Etat de choc



Regle 10 — en cas d’échec du traitement de 'ulcere

/N

Chirurgie Embolisation




rectomy
{removal of the antrum)

/ (antrectonmy)

13 études
NEIN
- Retrospectives

- Pas d’IPP a forte posologie
- Population hétérogene...

=> RCT en cours...




Transcatheter arterial embolization versus
surgery for refractory non-variceal upper
gastrointestinal bleeding: a meta-analysis

Tarasconi et al. World Journal of Emergency Surgery
httpsy/doiorg/10.1186/513017-019-0223 8

A TAE Surgery Odds Ratio Odds Ratio
Study or Subgroup  Evenis Total Evenis Total Weight M-H, Fixed, 95% Cl  Year M-H, Fixed, 95% CI
Ripoll 2004 a 31 9 39 12.2% 1,36 [0.47, 4.00] 2004 I e —
Langner 2008 3 11 2 12 3.0 183 [0.25 14.08] 2008 —
Erikssan 2008 10 40 9 51 12.8% 1.56 [0.56, 4.29] 2008 —_ T
Defreyne 2008 20 46 17 51 19.6% 1.54 [0.67, 3.51] 2008 T
Venclauskas 2010 3 20 B 50 4.2% 203 [0.41, 10.02] 2010 T
Wong 2011 14 32 i 56 6.2%  5.44 [1.89, 15.65] 2011 e
Ang 2012 14 30 8 63 5.9%  b.02[2.14, 16.88] 2012 . —
Jallanl 2014 El 24 6 21 B.6% 150 [0.43, 5.27] 2014 I
Laursen 2015 18 a5 11 73 10.8% 3.76 [1.57, 9.02] 2015 - =
Criffiths 2016 10 24 15 79 B.B% 3.05[1.14, 5.18] 2016 e
Mylkanen 2017 & 24 7 43 B.1% 1.71 [0.50, 5.86] 2017 -
Total (95% CIy 327 538 100.0% 2.44 [1L.77, 3.36] *
Total events 116 a5
Heterogeneity: Chi® = 10,38, df = 10 (P = 0.41); I = 4% — } t {
Test for overall effect: Z = 5.44 (F < 0.00001) 001 ﬂFI:-.-uur;. Tﬁ.ElFamurb Sulrr;lr:r's' o
Fg. 4 Rebdeading rates — Cormparison of sebieding mies bebwesn e tao study geoups (e eflecn ] a Fomes) ghot of compasison b Funne
el all cowrgiEon
-
TAE Surgery Odds Ratio Odds Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Random, 95% Cl  Year M-H, Random, 95% Cl
Ripoll 2004 B 31 B & B.2% 1.35 [0.44, 4.13] 2004 -
Eriksson 2008 1 A0 7 51 1.3% 016 [0.02, 1.37] 2008 ™
Langner 2008 3 11 z 17 3.7TR 2.81 [0.39, 20.46] 2008 -
Defreyne 2008 18 46 14 51 10, 7% 1.70[0.72, 3.99] 2008 T
Larssan 2008 7 36 7 10 5.2% 0,10 [0.02,0.50] 2008 ———
Venclauskas 2010 5 24 11 50 7.6% 0,93 [0.28, 3.07] 2010 . —
Wong 2011 8 i2 17 50 9.4% .76 [0.29, 2.04] 2011 =
Ang 2012 q 30 18 &3 9.7% 1.07 [0.41, 2.78] 2012 e
Jairath 2012 6 [y 28 a7 97" 27 (0,11, 0.71] 2012 I —
Jailan: 2014 7 24 7 21 7.1% (.82 [0.23, 2.82] 2014 I —
Laursen 2015 13 45 22 73 11.1% 0.94 [0.42, 2.13] 2015 I —
Griffiths 2016 5 24 13 749 7.9% 1.34 [0.42, 4,22] 2018 I e E—
MNykdnen 2017 3 24 11 43 6.3% .42 [0.10, L.67] 2017 I —
Taotal (95% CI) 427 650 100.0% 0.77 [0.50, 1.18] -
Total events a3 165
Heterageneity: Tau® = 0,25 Chi® = 21,12, df = 12 (P = 0.05); I* = £3% } f t t
Test for overall effect; Z = 1,20 (P = 0.23) (I]'m ol Favors T.'\FJFavnrs Surgil?,' 5"':
Fig. 3 Irrhospital allcause maortality — Comparison of mortality rates rates between the two study groups, forest plat of comparison (mndom effects)

A

(2019) 14:3
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om0 o (|
A Vagolomy
prevents
e nerve
‘\ stimulation
of the
stomach

Billroth 1
(antrectomy)

Chez 'adulte, en cas de Forrest la et Ib, il faut probablement proposer en
premiere intention une embolisation arteérielle sélective par voie radiologique
lors de I'échec primaire du traitement endoscopique (accord faible).

Chez I'adulte, en cas de Forrest la et Ib et d’hémorragie cataclysmique, il faut

probablement proposer en premiéere intention un traitement chirurgical
d’hémostase lors de I’échec primaire endoscopique si les conditions locales
ne permettent pas de réaliser une artérioembolisation (accord fort).




Prophylactic angiographic embolisation after
endoscopic control of bleeding to high-risk peptic
ulcers: a randomised controlled trial

Lau, Gut 2019

-forest 1 ou 2a + >15mm
ou hb <9 ou choc

-22 patients dans le groupe
embolization n'ont pas eu le traitement

Overall (n=219)
Age. years
=70 (n=105)
<70 (n=114)
Forrest class
[a (n=38)
Ib (n=82)
IIa (m=99)
*High risk ulcer
No (n=194)
Yes (n=25)
Shock
No (n=187)
Yes (n=32)
Ulcer size, mm
=15 (n=96)
<15 (n=123)

0.154

010+

0.057

Probability of Recurrent Bleeding

0.00

o
n-

Hazard ratio (95%CTI)

Standard Treatment group

T 1 T T
10 15 20 5
Follow up period (days)
Hazard ratio (95%CI) P interaction

1.89(0.73,4.92)

| 3.3(0.91,12.01) 0.195
. 0.88(0.20, 3.95)
4.15(0.46,37.10) 0.171
4.93(0.61,40.05)
0.61(0.14.2.73)
ol e o 2.49(0.81,7.65) 0.307
0.63(0.06.6.90)
R R 0.94(0.32,2.79) 0.075
> 9.23(1.21,%)
5.56(1.24.24.87) 0.018
0.37(0.07.2.00)
0.02 0.1 1 10 50

Favours standard treatment

Favours embolisation

30

NS
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Over-the-scope clip as salvage therapy in refractory bleeding from esophageal
variceal band ligation-induced ulcer

Endoscopic variceal band ligation (EVBL)-
induced ulcer bleeding is aknown serious
complication of banding, with a preval-
ence of 2.8%-15% and a mortality rate
up to 52% [1-3]. Treatment options are
limited. Several modalities have been
reported including EVBL, cyanoacrylate
injection, argon plasma coagulation,
Sengstaken-Blakemore tube, and hemo-
static spray, with variable treatment suc-
cess [2,4]. Herein, we present a case

¥ Thieme

Over-the-scope clip used to treat duodenal ulcer can cause damage to ulcer base and
massive bleeding

using an over-the-scope clip (OTSC) as » Fig.1 Upper endoscopy showed a visi- >Fi
salvage therapy in a patient with refrac- ble vessel at the base of the band ulcer. :’

tory bleeding from EVBL-induced uker

decnite ctandard endncennic treatment

The efficacy of the over-the-scope clip
(OTSC; Ovesco, Tiibingen, Germany) to
achieve primary hemostasis and prevent
rebleeding has been demonstrated in the
treatment of gastroduodenal ulcers [1].
Recent data have shown technical suc-
cess and hemostasis rates of almost
100% [1-3]. We present the case of
technical failure of an OTSC used for a
rebleeding duodenal ulcer, leading to
massive bleeding when the clip was re-
leased (» Video 1).

A 61-year-old man was admitted for
hematemesis, anemia, and hypotension.
A Forrest 11b ulcer located on the poste-




En cas d’heémorragie inexpliquee
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= Vidéo capsule




En cas d’hemorragie du gréle

= Enteroscopie double ballon
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