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Abstract
Hackgmund: To study eliology of upper gastro-
intestinal [G1] haemorrhage with flexible upper GI

endoscopy.

Methods: 2454 patients who were endoscoped at DHQ
Teaching Hospital, Rawalpindi, from October to
December 2003, for evaluation of upper GI haemorrhage
were included. Record of these patients that included
patient characteristics, endoscopic diagnosis etc was
analyzed using statistical program, SP°S5 version &,
Results: Of the 2484 patients, 68% were female and
32% male. Mean patient age was 38.8 + 12,6 years, Erosive
gastritis  [15.6"], esophago/gastrof/duodenitis  [15.3%],
duodenitis [14.7%], wvarices [12.9%)], and peptic ulcer
disease |8.3%] were commaonest endoscopic diagnosis. 24%
patients had normal upper Gl endoscopy.

Conclusion: Erosive gastritis, esophago/zastro/
duodenitis, duodenitis, varices, and peptic ulcer disease
are common causes of upper Gl haemoerrhage in our
patients,

Introduction
Upper gastrointestinal haemorrhage is a
common  medical  problem. [t s defined as Gl

haemorrhage from a source proximal to the ligament
of Treitz. Incidence of upper GI haemorrhage varies
from 47 to 150 per 100,000 of the population.-2 Higher
figures are noted in socio-economically deprived
areas.!:* Upper Gl bleed related hospital mortality is
about 10%.!  Bleeding peptic ulcer, varices, gastritis
including erosive disease, vascular malformation, and
Mallory-Weiss tear are common causes of upper GI
haemorrhage?  Helicobacter pylori [HP] infection,
non-steroidal  anti-inflammatory  drugs  [NSAIDs),

alcohal, and chronic liver disease are risk factors for
upper Gl haemorrhage.*7

Endoscopy unit DHQ Teaching Hospital is
functional for last 11 years. While working on a
recently published audit of upper GI endascopic

procedures we noted number of deviations from
standard text book findings.® This sub audit was done
primarily to focus on eliclogy of upper Gl
haemorrhage in our patients, which was different from
that described in literature.

Patients and Methods

This descriptive study was conducted at
Department of Medicine, DHQ Teaching Hospital,
Rawalpindi from October to December 2003, We
reviewed the record of all upper GI endoscopic
procedures done since start of this service at this
hospital e, 1990, Data of patients who underwent
upper Gl endoscopy for evaluation of upper Gl
haemorrhage was collected. Upper GI haemorrhage
was defined as a haematemesis or passage of melena
or other firm clinical or laboratory evidence of bload
loss from the upper G tract.

Each patient’s record contained information
regarding  age, gender, address, and endoscopic
diagmosis. Details about predisposing factors [uptake
of NSAIDs, HP infection based on histopathology of
biopsy specimens, alcohol, chronic liver disease] were
also available in some cases. This data was converted
inte variables that were analyzed using frequency and
cross table function of computer-based program 5PSS
[statistical package for social sciences] version 8

Results

Of the 2484 patients who underwent upper GI
endoscopy 68% [n=1687] were female and 32% [n=797]
were male. Mean patient age was 38.8 + 12,6 years.
Age range is detailed in Table 1.
esophago-gastro-duodenitis, ducdenitis, and varices
[esophageal mainly| were the commonest endoscopic
diagnoses (Table 2). Patients with diagnosis of peptic
ulcer included those with gastric ulcer alone [n=116, 31
male, 85 female], gastric and ducdenal ulcer [n=48, 45

Erosive pastritis,
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male, 3 female], and duodenal ulcer alone [n=42, 13
male, 29 female]. 124% [n=309] pabtents were
cirrhotic. 11.3% [n=281] patients had history of
NSAIDs uptake. History of alcohol uptake was
positive in 0.4% [n=10] patients. Gastric biopsy reports
of B.8% [n=220] patient were available. HEP was
demonstrated in 90.9% [n=200] of these biopsies.

Table 1: Age Distribution

Ape (years) Number " age
11-20 313 12.6
21-30 376 15.1
31-40 522 21
41-50 599 36.2
51-60 349 14
H1-70 22 0.9
J1-80 3 0.1

TOTAL 2484 100
Discussion

Peptic ulcers are considered commanest cause
of upper GI haemorrhage, accounting for about 50%
casesl 7 Gastroesophageal variceal haemorrhage is
responsible for 5-30% cases, while esophagitis causes
up to 2-10% of upper Gl haemorrhages.? ¥ Other
common causes include gastroduodenal erosions
[3-11%], Mallory Weiss tears [5%], and neoplasms
[4%]0 Erosive gastritis, esophago-gastro-duodenitis,
duodenitis, varices, esophagitis, and peptic ulcer
_disease were causes of upper GI haemorrhage in our
patients,

Somewhat  related upper Gl
haemorrhage have been noted in other studies as well,
Frosive disease accounted for 12.3% cases of upper GI
bleed in a similar French study of 2133 patients. Peptic
uleer, and varices were however commonest diagnosis
in this study.® Similar results were noted in a
prospective study of 1534 patients from Greece!?
Peptic ulcer and gastroduodenal erosions were most
frequent causes of upper GI haemorrhage in a
Croatian study of 5955 patients’® Gastroduodenitis

causes of

accounted for 21.9% cases of upper Gl haemorrhage in
a Malaysian study.® Gastroduodenitis and pephic
ulcer commonest  causes  of  upper Gl
haemorrhage in a study from [ran% Ina related study
from Saudi-Arabia, bleeding varices were commones]
[38.23%] cause of upper Gl haemorrhage®  Most
commen causes of haemorrhage in a Mexican study of
6784 patients were ruptured esophageal varices
[33.85%], and gastritis [31.12%]Y Duodenal ulcer
[31.5%], erosive mucosal disease [30.8%], esophageal
varices [31.5%] and gastric ulcer [6.2%] were major
causes in an Indian study. ™

Hussain and colleagues noted esophageal
varices [35.2%)], duodenal ulcer [21.6%] and reflux
esophagitis [8.1%] in 37 patients who were admitted in
a military hospital with upper Gl haemorrhage at
Rawalpindi.!? Esophageal varices [35%] and d uodenal
ulcer [20%] were common causes of upper Gl bleed in
another local study.?® Varices were noted in 54, while
peptic ulcer disease in 32 of 100 patients whe were
admitled in Mayo Hospital, Lahore with diagnosis of
upper Gl haemarrhage2 Varices [54%]. gastric
erosions [20%], peptic ulceration [12%], and
esophageal ulcer [9%] were commen causes of upper
GI haemorrhage in a similar study of 444 patients from
Rahim Yar Khan

As is evident from above mentioned local and
international  studies, upper Gl
haemorrhage varies in different areas. Peptic ulcer,
gastroduodenitis, esaphagitis, and varices are common
causes of upper Gl haemorrhage. We had similar
observations, however frequency of these causes
differs remarkably between our findings and other
studies. HP infection seems a contributor to this.
Despite the fact that HP status of few of our palients
was known, HP was demonsbrated in 90.9% of patients
in whom gastric biopsies were done. Clinical course of
HP infection is highly variable. Gastritis, peptic
ulceration, mucosal atrophy, gastric carcinoma, or
gastric lymphoma all are related with HP infection.®
Various studies have documented high prevalence of
HP infection in our country 5 24

Compared to other local studies varices were
less frequently noted in our patients, despite the fact
that 12.4% of patients were cirrhotics 202 NSAIDs
were used by 11.3% of our patients. Advanced age,
history of peptic ulcer disease and male sex are risk
factors for upper GI haemorrhage in patients taking
MEAIDsS  Although  MNSAID  use
associated with ulcer-related haemorrhage, it is also
associated  with  non upper Gl
haemorrhage.®

Were

ctiology  of

is  significantly

ulcer-related
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Table 2: Endoscopic Diagnosis, Total and

Gender Wise
frioenpic OO e et
Erosive gastrilis 389 (15.6%) 253 136
E/ g/ duodenitis* 382 (15.3%) 4 377
Duiodenitis 367 (14.7%) 110 257
WVarices 322 (12.9%) 138 1584
Esaphagitis 221 (8.8%) fr 215
Peptic ulcer 206 (8.29%) Bo 117
Normal 507 (24%) 196 4M
Total 2484 (100%:) 797 1687

* Bfeddupdentlis - Esophago-gastro-duodeniis,

Generally  ducdenal ulcers are commoner
compared to gastric ulcers. Gastric to duodenal ulcer
ratio is generally 1:2-3.2% We noted more gastric ulcers
compared to duodenal ulcers. Gastric to ducdenal
ulcer ratio in our patients was 1.8:1. Epidemiological
studies show that from 1970-1985 a marked decrease
in duodenal ulcer rate occurred, while the rate of
gastric ulcer remained stable.® HP infection, dietary
factors, and NSAIDs are responsible for this. HF
infected individuals are three times more likely to
develop jastric ulcers compared to non-infected
persons. 2

In 24% patients [n=597], we were unable to
note the cause of upper Gl haemorrhage. Currently the
site of acute upper GI haemorrhage can be
endoscopically determined in 98% patients within first
48 hours.¥ Accuracy of endoscopy in detecting cause
of haemorrhage in our study is less. The reason may be
that many patients were endoscoped 48 hours after
onset of upper Gl haemorrhage. More females
underwent upper GI endoscopy for evaluation of
upper Gl bleed compared to males [2.1:1]. In related
studies we did not find female preponderance 1%
Except for gastritis all endoscopic diagnoses were
common in females. Similarly more females had
normal upper Gl endoscopy compared to male
patients. However these findings were not statistically
significant.

a1

=1

1,
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Primary Extra Peritoneal Pregnancy

TO THE EDITOR: | read with interest the case report
by Bhopal FG et al regarding first ever reported case of
Primary Ixtra DPeritoneal Pregnancy. (Bhopal FG,
Tazeem A, Azim F, Akhtar T, Rai A, Primary Extra
Peritoneal Pregnancy. JRMC 2002; 6(2): 77-79).

I am not sure the authers were dealing with
extra peritoneal pregnancy, Once the pregnancy is
attached to the anterior abdominal wall, the placenla
will eat up the peritoneum fo infiltrate the anterior
abdominal muscles, Covering membranes of the fetus
may look like parietal peritoneum, the whole complex
creating an illusion of extra peritoneal pregnancy. The
only proof of extra peritoneal location of preghancy
would have been provided on histopathology of
covering membranes. May | ask if the authors took
appropriate  samples o prove their
histopathologically?

diagnosis

Muhammad Aslam
Professor of OB/GYMN
Rawalpindi Medical College, Rawalpindi.
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The Author’s Reply:

TO THE EDITOR: The case [ have reported, fulfils
the criteria of primary peritoneal pregnancy set by
Studdiford in 1942 and medified by Friedrich and
Bankin in 1968. The placenta was found to be
implanted in inguinal canal (through which round
ligament of uterus passes) and not on the peritoneal
surlace. Membranes were complelely necrotic, aparl
from a small rim surrounding the placenta. Parietal
peritoneum was intact. Histopathology of membranes
would have been a futile attempt as it would have
revealed nothing but necrotic material.

In the end I would say, it was not an illusion.
Case like this can occur, There is always a first time for
everything.

Iaisal G. Bhopal

Associate Professor of Surgery
Rawalpindi Medical College, Rawalpindi.
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