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Agenda	

n 吐血をみて考えること	  
n 吐血の鑑別疾患	  
n 吐血のマネジメントの原則	  
n 内視鏡検査後に考えること	



症例：70歳代男性	

n 主訴：	  5日前からの黒色便	  
n 現病歴：5日前から黒色便あり.	  来院当日朝黒色の

嘔吐1回あり,	  当院受診となる.	  血痰,	  失神,	  腹痛なし.	  
n 既往歴	  

-‐  胃潰瘍	  12年前,	  ピロリ除菌歴なし	  
-‐  肝疾患の既往なし	  

n 内服	  
-‐	  アムロジピン2.5mg　朝食後1錠,	  抗血小板薬また
鎮痛薬の使用歴なし.	  

n アレルギー	  
-‐  なし	  

n 喫煙歴：1パック×30年,	  6年前から禁煙	  



臨床経過	

n 来院時点でショックバイタルであり直ちに緊急内視
鏡検査を実施されStage	  A2の球部後壁十二指腸潰
瘍と診断された.	  

n 翌日2回目の内視鏡検査を行い止血を確認された
後,	  重湯から摂取開始し第6病日に退院となった.	  
H.pylori抗体陽性であり外来で除菌することとした.	  



Clinical	  ques,on	

n 吐血患者で内視鏡前の注意点は？	  
	  
n 内視鏡検査後の注意点は？	  
-‐  食事開始のタイミング	  
-‐  抗血小板薬/凝固薬再開のタイミング	  
-‐  セカンドルックのタイミング	  
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 Ulcers are the most common cause of hospitalization for upper 
gastrointestinal bleeding (UGIB), and the vast majority of clini-
cal trials of therapy for nonvariceal UGIB focus on ulcer disease.  
Th is guideline provides recommendations for the management 
of patients with overt UGIB due to gastric or duodenal ulcers.  
“Overt” indicates that patients present with symptoms of he-
matemesis, melena, and/or hematochezia.  We fi rst discuss the 
initial management of UGIB in patients without known portal 
hypertension, including initial assessment and risk stratifi cation, 
pre-endoscopic use of medications and gastric lavage, and tim-
ing of endoscopy.  We then focus on the endoscopic and medical 
management of ulcer disease, including endoscopic fi ndings and 
their prognostic implications, endoscopic hemostatic therapy, 
post-endoscopic medical therapy and disposition, and preven-
tion of recurrent ulcer bleeding. 

 Each section of the document presents the key recommenda-
tions related to the section topic, followed by a summary of the 
supporting evidence. A summary of recommendations is provided 
in  Table 1 . 

 A search of MEDLINE via the OVID interface using the 
MeSH term  “ gastrointestinal hemorrhage ”  limited to  “ all clinical 

trials ”  and  “ meta-analysis ”  for years 1966 – 2010 without lan-
guage restriction as well as review of clinical trials and reviews 
known to the authors were performed for preparation of this 
document. Th e GRADE system was used to grade the strength 
of recommendations and the quality of evidence ( 1 ). Th e quality 
of evidence, which infl uences the strength of recommendation, 
ranges from  “ high ”  (further research is very unlikely to change 
our confi dence in the estimate of eff ect) to  “ moderate ”  (further 
research is likely to have an important impact on our confi dence 
in the estimate of eff ect and may change the estimate) to  “ low ”  
(further research is very likely to have an important impact on 
our confi dence in the estimate of eff ect and is likely to change the 
estimate), and  “ very low ”  (any estimate of eff ect is very uncer-
tain). Th e strength of a recommendation is graded as strong 
when the desirable eff ects of an intervention clearly outweigh 
the undesirable eff ects and is graded as conditional when uncer-
tainty exists about the trade-off s ( 1 ). In addition to quality of 
evidence and balance between desirable and undesirable eff ects, 
other factors aff ecting the strength of recommendation include 
variability in values and preferences of patients, and whether an 
intervention represents a wise use of resources ( 1 ).  

                                     Management of Patients With Ulcer Bleeding    
  Loren       Laine, MD   1   ,   2         and     Dennis M.       Jensen, MD   3 – 5               

 This guideline presents recommendations for the step-wise management of patients with overt upper gastrointestinal 
bleeding. Hemodynamic status is fi rst assessed, and resuscitation initiated as needed. Patients are risk-stratifi ed 
based on features such as hemodynamic status, comorbidities, age, and laboratory tests. Pre-endoscopic 
erythromycin is considered to increase diagnostic yield at fi rst endoscopy. Pre-endoscopic proton pump inhibitor 
(PPI) may be considered to decrease the need for endoscopic therapy but does not improve clinical outcomes. Upper 
endoscopy is generally performed within 24 h. The endoscopic features of ulcers direct further management. Patients 
with active bleeding or non-bleeding visible vessels receive endoscopic therapy (e.g., bipolar electrocoagulation, 
heater probe, sclerosant, clips) and those with an adherent clot may receive endoscopic therapy; these patients then 
receive intravenous PPI with a bolus followed by continuous infusion. Patients with fl at spots or clean-based ulcers 
do not require endoscopic therapy or intensive PPI therapy. Recurrent bleeding after endoscopic therapy is treated 
with a second endoscopic treatment; if bleeding persists or recurs, treatment with surgery or interventional radiology 
is undertaken. Prevention of recurrent bleeding is based on the etiology of the bleeding ulcer. H. pylori is eradicated 
and after cure is documented anti-ulcer therapy is generally not given. Nonsteroidal anti-infl ammatory drugs (NSAIDs) 
are stopped; if they must be resumed low-dose COX-2-selective NSAID plus PPI is used. Patients with established 
cardiovascular disease who require aspirin should start PPI and generally re-institute aspirin soon after bleeding 
ceases (within 7 days and ideally 1 – 3 days). Patients with idiopathic ulcers receive long-term anti-ulcer therapy.  

   Am J Gastroenterol  2012; 107:345–360;  doi: 10.1038/ajg.2011.480; published online 7 February 2012        
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International Consensus Recommendations on the Management of
Patients With Nonvariceal Upper Gastrointestinal Bleeding
Alan N. Barkun, MD, MSc (Clinical Epidemiology); Marc Bardou, MD, PhD; Ernst J. Kuipers, MD; Joseph Sung, MD; Richard H. Hunt, MD;
Myriam Martel, BSc; and Paul Sinclair, MSc, for the International Consensus Upper Gastrointestinal Bleeding Conference Group*

Description: A multidisciplinary group of 34 experts from 15 coun-
tries developed this update and expansion of the recommendations
on the management of acute nonvariceal upper gastrointestinal
bleeding (UGIB) from 2003.

Methods: The Appraisal of Guidelines for Research and Evaluation
(AGREE) process and independent ethics protocols were used.
Sources of data included original and published systematic reviews;
randomized, controlled trials; and abstracts up to October 2008.
Quality of evidence and strength of recommendations have been
rated by using the Grading of Recommendations Assessment, De-
velopment, and Evaluation (GRADE) criteria.

Recommendations: Recommendations emphasize early risk strati-
fication, by using validated prognostic scales, and early endoscopy
(within 24 hours). Endoscopic hemostasis remains indicated for
high-risk lesions, whereas data support attempts to dislodge clots
with hemostatic, pharmacologic, or combination treatment of the
underlying stigmata. Clips or thermocoagulation, alone or with epi-
nephrine injection, are effective methods; epinephrine injection

alone is not recommended. Second-look endoscopy may be useful
in selected high-risk patients but is not routinely recommended.
Preendoscopy proton-pump inhibitor (PPI) therapy may downstage
the lesion; intravenous high-dose PPI therapy after successful en-
doscopic hemostasis decreases both rebleeding and mortality in
patients with high-risk stigmata. Although selected patients can be
discharged promptly after endoscopy, high-risk patients should be
hospitalized for at least 72 hours after endoscopic hemostasis. For
patients with UGIB who require a nonsteroidal anti-inflammatory
drug, a PPI with a cyclooxygenase-2 inhibitor is preferred to reduce
rebleeding. Patients with UGIB who require secondary cardiovascu-
lar prophylaxis should start receiving acetylsalicylic acid (ASA) again
as soon as cardiovascular risks outweigh gastrointestinal risks (usu-
ally within 7 days); ASA plus PPI therapy is preferred over clopi-
dogrel alone to reduce rebleeding.

Ann Intern Med. 2010;152:101-113. www.annals.org
For author affiliations, see end of text.
* For a list of voting participants, see Appendix 1, available at www.annals.org.

Upper gastrointestinal bleeding (UGIB) represents a
substantial clinical and economic burden, with re-

ported incidence ranging from 48 to 160 cases per 100 000
adults per year (1–5), and mortality generally from 10% to
14% (5, 6). For patients with and without complications
of nonvariceal UGIB in the United States, mean lengths of
stay were 4.4 and 2.7 days and hospitalization costs were
$5632 and $3402 (2004 US dollars), respectively (7).

Some data (2, 4, 5) suggest a decreasing annual incidence
of UGIB amid an unchanging (3, 5) or decreasing (8) inci-
dence of peptic ulcer bleeding, which is increasingly related to
the use of nonsteroidal anti-inflammatory drugs (NSAIDs) or
low-dose acetylsalicylic acid (ASA). Mortality from UGIB has
decreased by 23% in the United States (1998 to 2006) (4)
and by 40% in the United Kingdom (1993 to 2007) (6), but
has remained unchanged in Canada (1993 to 2003) (2) and
the Netherlands (1993 to 2003) (5).

Recent national data suggest that previous recommenda-
tions, although still not optimally adhered to, may result in
improved patient outcomes (9–13). Furthermore, new data
have become available since the 2002 British Society of
Gastroenterology guidelines (14) and the 2003 consensus
guidelines (15) that warrant an update of the previous rec-
ommendations. A multidisciplinary group developed inter-
national guidelines to help clinicians make informed deci-
sions regarding the management of patients who present
with nonvariceal UGIB, which reflect the 2009 state of
the art.

METHODS

The participants developed these recommendations
according to the Appraisal of Guidelines for Research and
Evaluation (AGREE) process for the development of clin-
ical practice guidelines (16, 17).
Scope and Purpose

These guidelines provide an international update to
the 2003 consensus recommendations for the management
of patients with nonvariceal UGIB. The participants deter-
mined issues to be covered by consensus, on the basis of a
review of the 2003 guidelines (15) and subsequent pub-
lished literature.
Stakeholder Involvement

A national survey of needs and barriers to the imple-
mentation of guidelines on UGIB identified target users
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吐血をみて考えること.	  

n 本当に吐血か？	  
-‐喀血ではないか.	  
	  
n 吐血の鑑別疾患は何か？	  
-‐頻度と重症疾患を覚える.	  
	  
n 止血困難疾患を覚える.	



鑑別疾患：必ず原因は同定する.	

Common	 Less	  common	  but	  important	
●Gastric	  and/or	  duodenal	  ulcers	  
●Esophagogastric	  varices	  
●Esophagi,s	  
●Severe	  or	  erosive	  gastri,s/
duodeni,s	  
●Portal	  hypertensive	  gastropathy	  
●Angiodysplasia	  
●Gastric	  antral	  vascular	  ectasia	  
(GAVE)	  
●Mass	  lesions	  (polyps/cancers)	  
●Mallory-‐Weiss	  syndrome	  
●Dieulafoy's	  lesion	  
●No	  lesion	  iden,fied	

●Hemobilia	  
●Hemosuccus	  pancrea,cus	  
●Aortoenteric	  fistula	  
●Cameron	  lesions	  
●Arterio	  venous	  malforma,on	  
●Aneurysm	  rupture	  (splenic,	  gas,c)	  
●Systemic	  Disease	  
-‐Gastrinoma	  
-‐Systemic	  mastocytosis	  
-‐Carcinoid	  syndrome	

Uncommon	  causes	  of	  upper	  gastrointes,nal	  
bleeding	  in	  adults：Up	  To	  Date	

Duodenal	  ulcerは後壁に多い.	
赤文字疾患は止血困難になること多い．  	



マネジメントの原則	

初期対応と評価・原因検索	



最も重要なのは血行動態の安定	



初期対応	

n ABCの安定	  
-‐Airway,	  Breathing,	  Circula,on	  を保つ.	  

n バイタルチェック	  
-‐shock	  indexの確認する(HR/収縮期血圧)	  
n 酸素,	  モニター,	  静脈ルート20-‐16G×2本	  
n 制酸剤投与	  
-‐内視鏡時ですでに止血割合増加,	  再出血
率の低下する.	  

Am	  J	  Gastroenterol.	  2012	  Mar;107(3):345-‐60	

NEJM	  2007;356:1631	



出血源の特定	

n 「何がいつから、どれくらい？」	  

n 何：部位の推定	  
ー吐血,	  下血,	  血便　色は？	  
	  

n いつから：期間の推定	  
ー急性	  or	  慢性	  



Rule	  of	  five　症状と出血量の予測	

n 5ml	  in	  occult	  blood	  

n 50ml	  melena	  

n 500ml	  bright	  red	  blood	  in	  stool	

Am	  J	  Gastroenterol.	  1998	  Mar;93(3):336-‐40.	



便の性状はあてになるか.	

n 便の性状は鮮血か黒色便	  
n 鮮血＝下部消化管出血,	  黒色便＝上部消化管出血	  

n 感度,	  特異度いずれもそれほど高くない.	

感度	 特異度	 LR＋	 LR−	
鮮血	 46%	 90%	 4.6	 0.6	
黒色便	 71%	 88%	 5.9	 0.3	

Dig	  Dis	  Sci	  1995:40;1614-‐21	



原因検索　病歴	

n 「薬,	  酒,	  既往歴」	  

n 既往歴　	  
-‐潰瘍の既往,	  心不全,	  腎不全,	  肝炎	  

n 薬　	  
-‐NSAIDs,	  PPI,	  H2RA,	  抗血小板,	  抗凝固薬	  

n アレルギー歴　	  
-‐内視鏡前処置	  

n 家族歴　	  
-‐肝疾患,	  悪性腫瘍	

Med	  Clin	  N	  Am	  92	  (2008)	  491–509Ini,al	



原因検索　身体所見	

n バイタルサイン	  
n 血圧低下でショックの認識では遅い.	  
n Orthosta,c	  test（判定は右括弧）	  

n 腹部	  
n 腸蠕動音確認,	  圧痛の有無を確認	  
n 消化管穿孔を見逃さない.	  

n 皮膚	  
n クモ状血管腫,	  手掌紅斑,	  mogled	  skin	  

n 直腸診	  
n 便の性状を必ず確認.	

sBP	  20以上低下	  
Or	  	  

HR	  30以上増加	  
Or	  	  

ふらつきなど症状	

JAMA.	  1999	  Mar	  17;281(11):1022-‐9.	



経鼻胃管の役割	

n 適応：黒色便認めるが吐血なしや上部消化管出血
疑う時	  

-‐新鮮血で活動性出血疑い.	  
-‐内視鏡開始までの時間を短縮,	  予後変えない.	  

n 陰性でも,	  上部消化管出血は否定できない.	  

n 食道狭窄,	  静脈瘤破裂疑い時は相対的禁忌.	

Med	  Clin	  N	  Am	  92(2008)	  491-‐509	

Gastrointerest	  Endsc.2011	  Nov:74(5):971-‐80	



Risk	  stra,fica,on	

n 患者を低リスクか高リスクに分類する.	  

n 臨床症状と内視鏡所見で評価.	  
-‐臨床症状:	  Blatchford	  score,	  Rockall	  score	  
-‐内視鏡所見:	  Forrest分類	



Risk	  stra,fica,on:	  	  scoring	  system	

	  
n Pre	  endoscopic	  Rockall　score	  
　　　評価項目に過去の内視鏡所見を含む.	  

n Blatchford	  score	  
	  	  	  　　評価項目に過去の内視鏡所見は不要.	  

Lancet.	  1996;347(9009):1138.	

Lancet.	  2000;356(9238):1318.	



Risk	  stra,fica,on	

n 再出血の因子	  

-‐血行動態不安定	  
-‐Hb<10g/L	  
-‐内視鏡時点での活動性出血	  
-‐大きな潰瘍病変	  1-‐3cm	  
-‐十二指腸後壁ないし胃小弯側に潰瘍底あり.	

Aliment	  Pharmacol	  Ther	  2011;	  34:888.	



消化管出血の合併症	

貧血,	  虚血性心疾患,	  消化管穿孔	



合併症：貧血：輸血の適応	

n 消化管出血全患者で輸血の同意書を取得する.	  

n 適応は全身状態と数字で決定.	  

n 輸血の適応	  
-‐Hb<7	  or	  <9	  

-‐50kg	  でRCC2単位でHb1.5g/dL上昇と予測する.	  
-‐Plt<50000	  
-‐PT-‐INR>1.5	  

ーINR<3以下で内視鏡実施可能.	  



合併症：虚血性心疾患	

n  消化管出血の患者は必ずECG確認.	  

n  対応：	  
-‐ICU入室する.	  
-‐モニター管理と逸脱酵素評価行う.	  

n  治療	  
-‐酸素投与.	  
-‐出血源のコントロールとHt>30%目標に輸血.	  

n  カテーテル検査は相対的禁忌.	  



合併症：消化管穿孔	

n CT検査を優先しないといけない状態	  

n 消化管穿孔疑い時	  
	  ないし	  

n 活動性出血を評価する場合	  
-‐血管造影と比較して感度90%,	  特異度99％.	  

Ann	  Intern	  Med.	  2010	  Jan	  19;152(2):101-‐13.	



内視鏡検査	

n 適応	  
-‐上部消化管出血患者全例	  

n ３項目の目的あり	  
-‐診断：出血場所と病変の確認.	  
-‐再出血のリスク評価：Forrest分類	  
-‐治療	

International Consensus Recommendations on the Management of
Patients With Nonvariceal Upper Gastrointestinal Bleeding
Alan N. Barkun, MD, MSc (Clinical Epidemiology); Marc Bardou, MD, PhD; Ernst J. Kuipers, MD; Joseph Sung, MD; Richard H. Hunt, MD;
Myriam Martel, BSc; and Paul Sinclair, MSc, for the International Consensus Upper Gastrointestinal Bleeding Conference Group*

Description: A multidisciplinary group of 34 experts from 15 coun-
tries developed this update and expansion of the recommendations
on the management of acute nonvariceal upper gastrointestinal
bleeding (UGIB) from 2003.

Methods: The Appraisal of Guidelines for Research and Evaluation
(AGREE) process and independent ethics protocols were used.
Sources of data included original and published systematic reviews;
randomized, controlled trials; and abstracts up to October 2008.
Quality of evidence and strength of recommendations have been
rated by using the Grading of Recommendations Assessment, De-
velopment, and Evaluation (GRADE) criteria.

Recommendations: Recommendations emphasize early risk strati-
fication, by using validated prognostic scales, and early endoscopy
(within 24 hours). Endoscopic hemostasis remains indicated for
high-risk lesions, whereas data support attempts to dislodge clots
with hemostatic, pharmacologic, or combination treatment of the
underlying stigmata. Clips or thermocoagulation, alone or with epi-
nephrine injection, are effective methods; epinephrine injection

alone is not recommended. Second-look endoscopy may be useful
in selected high-risk patients but is not routinely recommended.
Preendoscopy proton-pump inhibitor (PPI) therapy may downstage
the lesion; intravenous high-dose PPI therapy after successful en-
doscopic hemostasis decreases both rebleeding and mortality in
patients with high-risk stigmata. Although selected patients can be
discharged promptly after endoscopy, high-risk patients should be
hospitalized for at least 72 hours after endoscopic hemostasis. For
patients with UGIB who require a nonsteroidal anti-inflammatory
drug, a PPI with a cyclooxygenase-2 inhibitor is preferred to reduce
rebleeding. Patients with UGIB who require secondary cardiovascu-
lar prophylaxis should start receiving acetylsalicylic acid (ASA) again
as soon as cardiovascular risks outweigh gastrointestinal risks (usu-
ally within 7 days); ASA plus PPI therapy is preferred over clopi-
dogrel alone to reduce rebleeding.

Ann Intern Med. 2010;152:101-113. www.annals.org
For author affiliations, see end of text.
* For a list of voting participants, see Appendix 1, available at www.annals.org.

Upper gastrointestinal bleeding (UGIB) represents a
substantial clinical and economic burden, with re-

ported incidence ranging from 48 to 160 cases per 100 000
adults per year (1–5), and mortality generally from 10% to
14% (5, 6). For patients with and without complications
of nonvariceal UGIB in the United States, mean lengths of
stay were 4.4 and 2.7 days and hospitalization costs were
$5632 and $3402 (2004 US dollars), respectively (7).

Some data (2, 4, 5) suggest a decreasing annual incidence
of UGIB amid an unchanging (3, 5) or decreasing (8) inci-
dence of peptic ulcer bleeding, which is increasingly related to
the use of nonsteroidal anti-inflammatory drugs (NSAIDs) or
low-dose acetylsalicylic acid (ASA). Mortality from UGIB has
decreased by 23% in the United States (1998 to 2006) (4)
and by 40% in the United Kingdom (1993 to 2007) (6), but
has remained unchanged in Canada (1993 to 2003) (2) and
the Netherlands (1993 to 2003) (5).

Recent national data suggest that previous recommenda-
tions, although still not optimally adhered to, may result in
improved patient outcomes (9–13). Furthermore, new data
have become available since the 2002 British Society of
Gastroenterology guidelines (14) and the 2003 consensus
guidelines (15) that warrant an update of the previous rec-
ommendations. A multidisciplinary group developed inter-
national guidelines to help clinicians make informed deci-
sions regarding the management of patients who present
with nonvariceal UGIB, which reflect the 2009 state of
the art.

METHODS

The participants developed these recommendations
according to the Appraisal of Guidelines for Research and
Evaluation (AGREE) process for the development of clin-
ical practice guidelines (16, 17).
Scope and Purpose

These guidelines provide an international update to
the 2003 consensus recommendations for the management
of patients with nonvariceal UGIB. The participants deter-
mined issues to be covered by consensus, on the basis of a
review of the 2003 guidelines (15) and subsequent pub-
lished literature.
Stakeholder Involvement

A national survey of needs and barriers to the imple-
mentation of guidelines on UGIB identified target users
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内視鏡所見	

n 再出血　高リスク群	  
	  内視鏡中のac,ve	  bleeding:	  90%,	  露出血管:	  50%,	  凝血塊
	  あり:	  25-‐30%.	  

n 低リスク群：きれいな潰瘍底,	  色素沈着あり.	  

n  Forrest分類	
分類	内視鏡評価	

Ⅰa	 噴出性出血	

Ⅰb	 湧出性出血	

Ⅱa	 露出血管	  
Ⅱb	   付着血栓	

Ⅱc	 平坦な色素沈着	

Ⅲ	 きれいな潰瘍低	

Forest	  et	  al,	  Endoscopy	  in	  gastrointes,nal	  bleeding.	  Lancet	  II	  Aug.	  17,1974	



内視鏡のタイミング	  

n 全例24時間以内の待機的内視鏡を行う.	  
-‐低リスク者：早期退院,	  高リスク者：予後改善	  

n 緊急内視鏡（12時間以内）	  
-‐明確なコンセンサスなし.	  
-‐血行動態不安定,	  NG	  tubeから新鮮血,	  Hb<8g/dL,	  
WBC	  >12000/μl	  

Eur	  J	  Gastroenterol	  Hepatol.	  2003;15:	  381-‐7.	  	

Ann	  Intern	  Med.	  2003;139:	  843-‐57	

International Consensus Recommendations on the Management of
Patients With Nonvariceal Upper Gastrointestinal Bleeding
Alan N. Barkun, MD, MSc (Clinical Epidemiology); Marc Bardou, MD, PhD; Ernst J. Kuipers, MD; Joseph Sung, MD; Richard H. Hunt, MD;
Myriam Martel, BSc; and Paul Sinclair, MSc, for the International Consensus Upper Gastrointestinal Bleeding Conference Group*

Description: A multidisciplinary group of 34 experts from 15 coun-
tries developed this update and expansion of the recommendations
on the management of acute nonvariceal upper gastrointestinal
bleeding (UGIB) from 2003.

Methods: The Appraisal of Guidelines for Research and Evaluation
(AGREE) process and independent ethics protocols were used.
Sources of data included original and published systematic reviews;
randomized, controlled trials; and abstracts up to October 2008.
Quality of evidence and strength of recommendations have been
rated by using the Grading of Recommendations Assessment, De-
velopment, and Evaluation (GRADE) criteria.

Recommendations: Recommendations emphasize early risk strati-
fication, by using validated prognostic scales, and early endoscopy
(within 24 hours). Endoscopic hemostasis remains indicated for
high-risk lesions, whereas data support attempts to dislodge clots
with hemostatic, pharmacologic, or combination treatment of the
underlying stigmata. Clips or thermocoagulation, alone or with epi-
nephrine injection, are effective methods; epinephrine injection

alone is not recommended. Second-look endoscopy may be useful
in selected high-risk patients but is not routinely recommended.
Preendoscopy proton-pump inhibitor (PPI) therapy may downstage
the lesion; intravenous high-dose PPI therapy after successful en-
doscopic hemostasis decreases both rebleeding and mortality in
patients with high-risk stigmata. Although selected patients can be
discharged promptly after endoscopy, high-risk patients should be
hospitalized for at least 72 hours after endoscopic hemostasis. For
patients with UGIB who require a nonsteroidal anti-inflammatory
drug, a PPI with a cyclooxygenase-2 inhibitor is preferred to reduce
rebleeding. Patients with UGIB who require secondary cardiovascu-
lar prophylaxis should start receiving acetylsalicylic acid (ASA) again
as soon as cardiovascular risks outweigh gastrointestinal risks (usu-
ally within 7 days); ASA plus PPI therapy is preferred over clopi-
dogrel alone to reduce rebleeding.

Ann Intern Med. 2010;152:101-113. www.annals.org
For author affiliations, see end of text.
* For a list of voting participants, see Appendix 1, available at www.annals.org.

Upper gastrointestinal bleeding (UGIB) represents a
substantial clinical and economic burden, with re-

ported incidence ranging from 48 to 160 cases per 100 000
adults per year (1–5), and mortality generally from 10% to
14% (5, 6). For patients with and without complications
of nonvariceal UGIB in the United States, mean lengths of
stay were 4.4 and 2.7 days and hospitalization costs were
$5632 and $3402 (2004 US dollars), respectively (7).

Some data (2, 4, 5) suggest a decreasing annual incidence
of UGIB amid an unchanging (3, 5) or decreasing (8) inci-
dence of peptic ulcer bleeding, which is increasingly related to
the use of nonsteroidal anti-inflammatory drugs (NSAIDs) or
low-dose acetylsalicylic acid (ASA). Mortality from UGIB has
decreased by 23% in the United States (1998 to 2006) (4)
and by 40% in the United Kingdom (1993 to 2007) (6), but
has remained unchanged in Canada (1993 to 2003) (2) and
the Netherlands (1993 to 2003) (5).

Recent national data suggest that previous recommenda-
tions, although still not optimally adhered to, may result in
improved patient outcomes (9–13). Furthermore, new data
have become available since the 2002 British Society of
Gastroenterology guidelines (14) and the 2003 consensus
guidelines (15) that warrant an update of the previous rec-
ommendations. A multidisciplinary group developed inter-
national guidelines to help clinicians make informed deci-
sions regarding the management of patients who present
with nonvariceal UGIB, which reflect the 2009 state of
the art.

METHODS

The participants developed these recommendations
according to the Appraisal of Guidelines for Research and
Evaluation (AGREE) process for the development of clin-
ical practice guidelines (16, 17).
Scope and Purpose

These guidelines provide an international update to
the 2003 consensus recommendations for the management
of patients with nonvariceal UGIB. The participants deter-
mined issues to be covered by consensus, on the basis of a
review of the 2003 guidelines (15) and subsequent pub-
lished literature.
Stakeholder Involvement

A national survey of needs and barriers to the imple-
mentation of guidelines on UGIB identified target users
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内視鏡結果に合わせた治療選択	
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351 Management of Patients With Ulcer Bleeding 

  14. Endoscopic therapy may be considered for patients with an adher-
ent clot resistant to vigorous irrigation. Benefi t may be greater in 
patients with clinical features potentially associated with a higher risk of 
rebleeding (e.g., older age, concurrent illness, inpatient at time bleeding 
began) (Conditional recommendation, moderate-quality evidence).  
 15. Endoscopic therapy should not be provided to patients who have 
an ulcer with a clean base or a fl at pigmented spot (Strong recom-
mendation, high-quality evidence) .    

  Summary of evidence   .   Meta-analysis of trials of endoscopic ther-
apy vs. no endoscopic therapy for patients with an actively bleed-
ing ulcer (spurting and oozing combined) shows a signifi cant 
decrease in further bleeding (RR    =    0.29, 0.20 – 0.43) with an NNT 
of only 2 ( 64 ). Th e need for urgent intervention and surgery is 
also signifi cantly decreased. Meta-analysis of patients with a non-
bleeding visible vessel in an ulcer reveals a signifi cant decrease in 
further bleeding (RR    =    0.49, 0.40 – 0.59; NNT    =    5) as well as urgent 
intervention and surgery ( 64 ). 

 Although spurting and oozing bleeding are combined in most 
randomized trials and meta-analyses, as discussed above the rate 
of further bleeding appears to be substantially lower with oozing. 
Nevertheless, the 39 %  pooled rate of rebleeding in patients who 
were treated conservatively does support performing endoscopic 
therapy for oozing. Better effi  cacy may be expected aft er endo-
scopic therapy in patients with oozing than in those with other 
high-risk stigmata. In a cohort of patients within the placebo arm 
of a randomized trial of high-dose PPI vs. placebo aft er endoscopic 
therapy, the rates of further bleeding at 72   h were lower with oozing 
(4.9 % ) than with spurting (22.5 % ), clots (17.7 % ), or non-bleeding 
visible vessels (11.3 % ) ( 65 ). 

 Meta-analysis of randomized trials in patients with an adherent 
clot does not show a signifi cant benefi t (RR    =    0.31, 0.06 – 1.77) ( 64 ). 
However, signifi cant heterogeneity is present among the studies. 
Two US trials reported signifi cant benefi t of endoscopic hemosta-
sis, with pooled rebleeding rates for endoscopic vs. medical therapy 
of 3 vs. 35 %  ( 61,66 ). Th e other studies, from Europe and Asia, 
showed no suggestion of any benefi t. Th e one study using therapy 
matching current recommendations (vigorous irrigation; bolus 
and continuous infusion of PPI following endoscopy) reported 

(63 % ) vs. 7 / 35 (20 % )) ( 50,51 ). In a study restricted to UGIB patients 
requiring intensive care unit admission, transfusion-requiring 
further bleeding occurred in 23 / 24 (88 % ) with spurting and 3 / 28 
(11 % ) of those with oozing ( 52 ). Data from eight prospective trials 
including UGIB patients with oozing treated conservatively with-
out endoscopic therapy reveal a pooled rate of further bleeding of 
39 %  (range, 10 – 100 % ) ( 50,51,53 – 58 ) and further bleeding requir-
ing emergency surgery in 26 %  (range, 20 – 38 % ) ( 50,51,55,56 ). 

 Marked diff erences can be seen across diff erent reports in the rela-
tive proportions of SRH and may relate to several factors. One poten-
tial explanation is the timing of the endoscopy, as discussed above, 
with more high-risk SRH identifi ed with earlier endoscopy. Another 
potential explanation is inter-observer disagreement among endo-
scopists. Considerable variability has been reported among endo-
scopists in classifying SRH from photographs or video clips ( 59,60 ). 
Improvements in agreement may be achieved with training (e.g., 
instruction with review of photographs or videos, atlases) ( 49,59,61 ). 
It is also possible that diff ering patient characteristics (e.g., severity 
of comorbidities) may infl uence the prevalence of SRH. 

 Another potential diff erence in reported proportions of SRH 
may relate to variability in irrigation of clots. Vigorous irrigation 
with a water pump device will wash away overlying clot and reveal 
underlying SRH in a substantial portion of patients. Syringe irriga-
tion followed by only 10   s of water pump irrigation removed clots 
in 33 %  of patients in one study ( 62 ). In another study water pump 
irrigation for up to 5   min removed clots in 43 %  of patients, reveal-
ing high-risk stigmata mandating endoscopic therapy in 30 %  and 
low-risk stigmata in 13 % ; no therapy was provided to the 57 %  with 
adherent clots and the rebleeding rate was only 8 %  ( 63 ). Th us, vig-
orous irrigation of clots on an ulcer base is recommended to more 
accurately determine underlying SRH and more accurately assess 
the risk of rebleeding.     

 ENDOSCOPIC THERAPY  
 Who should receive endoscopic therapy? 
   Recommendations   .  
       13. Endoscopic therapy should be provided to patients with 
active spurting or oozing bleeding or a non-bleeding visible vessel 
(Strong recommendation, high-quality evidence) ( Figure 1 ) . 

Active bleeding 
or non-bleeding
visible vessel

Endoscopic 
therapy

IV PPI
bolus + infusion

Adherent clot

May consider 
endoscopic 

therapy 

IV PPI
bolus + infusion

Flat spot or
clean base

No endoscopic
therapy

Oral PPI

   Figure 1 .         Recommended endoscopic and medical management based on 
stigmata of hemorrhage in ulcer base. IV, intravenous; PPI, proton pump 
inhibitor.  

  Table 3 .    Stigmata of recent hemorrhage and average rates (with 
ranges) of further bleeding, surgery, and mortality in prospective 
trials without endoscopic therapy ( 45 ) 

    Stigmata  
  Further bleeding 

( N  =2,994)  

  Surgery for 
bleeding 

( N  =1,499)  
  Mortality 

( N  =1,387)  

   Active bleeding  55 %  (17 – 100 % )  35 %  (20 – 69 % )  11 %  (0 – 23 % ) 

   Non-bleeding 
visible vessel 

 43 %  (0 – 81 % )  34 %  (0 – 56 % )  11 %  (0 – 21 % ) 

   Adherent clot  22 %  (14 – 36 % )  10 %  (5 – 12 % )  7 %  (0 – 10 % ) 

   Flat pigmented 
spot 

 10 %  (0 – 13 % )  6 %  (0 – 10 % )  3 %  (0 – 10 % ) 

   Clean ulcer base  5 %  (0 – 10 % )  0.5 %  (0 – 3 % )  2 %  (0 – 3 % ) 
Am	  J	  Gastroenterol.	  2012	  Mar;107(3):345-‐60	



内視鏡検査後	

n 食事再開はいつ行うか？	  
n セカンドルックの適応はあるか？	  
n 最低入院期間はいつまでか？	  
n 抗血小板薬/抗凝固薬はいつ再開するか？	  



食事再開を行うタイミング	

n リスク別で異なる.	  

n 高リスク患者	  
-‐2日以内は清澄流動食．	  
	  
n 低リスク患者	  
-‐直ちに通常の食事開始.	

nature publishing group 345
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 ACG PRACTICE GUIDELINES 

 Ulcers are the most common cause of hospitalization for upper 
gastrointestinal bleeding (UGIB), and the vast majority of clini-
cal trials of therapy for nonvariceal UGIB focus on ulcer disease.  
Th is guideline provides recommendations for the management 
of patients with overt UGIB due to gastric or duodenal ulcers.  
“Overt” indicates that patients present with symptoms of he-
matemesis, melena, and/or hematochezia.  We fi rst discuss the 
initial management of UGIB in patients without known portal 
hypertension, including initial assessment and risk stratifi cation, 
pre-endoscopic use of medications and gastric lavage, and tim-
ing of endoscopy.  We then focus on the endoscopic and medical 
management of ulcer disease, including endoscopic fi ndings and 
their prognostic implications, endoscopic hemostatic therapy, 
post-endoscopic medical therapy and disposition, and preven-
tion of recurrent ulcer bleeding. 

 Each section of the document presents the key recommenda-
tions related to the section topic, followed by a summary of the 
supporting evidence. A summary of recommendations is provided 
in  Table 1 . 

 A search of MEDLINE via the OVID interface using the 
MeSH term  “ gastrointestinal hemorrhage ”  limited to  “ all clinical 

trials ”  and  “ meta-analysis ”  for years 1966 – 2010 without lan-
guage restriction as well as review of clinical trials and reviews 
known to the authors were performed for preparation of this 
document. Th e GRADE system was used to grade the strength 
of recommendations and the quality of evidence ( 1 ). Th e quality 
of evidence, which infl uences the strength of recommendation, 
ranges from  “ high ”  (further research is very unlikely to change 
our confi dence in the estimate of eff ect) to  “ moderate ”  (further 
research is likely to have an important impact on our confi dence 
in the estimate of eff ect and may change the estimate) to  “ low ”  
(further research is very likely to have an important impact on 
our confi dence in the estimate of eff ect and is likely to change the 
estimate), and  “ very low ”  (any estimate of eff ect is very uncer-
tain). Th e strength of a recommendation is graded as strong 
when the desirable eff ects of an intervention clearly outweigh 
the undesirable eff ects and is graded as conditional when uncer-
tainty exists about the trade-off s ( 1 ). In addition to quality of 
evidence and balance between desirable and undesirable eff ects, 
other factors aff ecting the strength of recommendation include 
variability in values and preferences of patients, and whether an 
intervention represents a wise use of resources ( 1 ).  

                                     Management of Patients With Ulcer Bleeding    
  Loren       Laine, MD   1   ,   2         and     Dennis M.       Jensen, MD   3 – 5               

 This guideline presents recommendations for the step-wise management of patients with overt upper gastrointestinal 
bleeding. Hemodynamic status is fi rst assessed, and resuscitation initiated as needed. Patients are risk-stratifi ed 
based on features such as hemodynamic status, comorbidities, age, and laboratory tests. Pre-endoscopic 
erythromycin is considered to increase diagnostic yield at fi rst endoscopy. Pre-endoscopic proton pump inhibitor 
(PPI) may be considered to decrease the need for endoscopic therapy but does not improve clinical outcomes. Upper 
endoscopy is generally performed within 24 h. The endoscopic features of ulcers direct further management. Patients 
with active bleeding or non-bleeding visible vessels receive endoscopic therapy (e.g., bipolar electrocoagulation, 
heater probe, sclerosant, clips) and those with an adherent clot may receive endoscopic therapy; these patients then 
receive intravenous PPI with a bolus followed by continuous infusion. Patients with fl at spots or clean-based ulcers 
do not require endoscopic therapy or intensive PPI therapy. Recurrent bleeding after endoscopic therapy is treated 
with a second endoscopic treatment; if bleeding persists or recurs, treatment with surgery or interventional radiology 
is undertaken. Prevention of recurrent bleeding is based on the etiology of the bleeding ulcer. H. pylori is eradicated 
and after cure is documented anti-ulcer therapy is generally not given. Nonsteroidal anti-infl ammatory drugs (NSAIDs) 
are stopped; if they must be resumed low-dose COX-2-selective NSAID plus PPI is used. Patients with established 
cardiovascular disease who require aspirin should start PPI and generally re-institute aspirin soon after bleeding 
ceases (within 7 days and ideally 1 – 3 days). Patients with idiopathic ulcers receive long-term anti-ulcer therapy.  

   Am J Gastroenterol  2012; 107:345–360;  doi: 10.1038/ajg.2011.480; published online 7 February 2012        
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2回目の内視鏡検査行いますか.	

n セカンドルックの適応	  
-‐全例には24時間以内の再検査は不要.	  

n 高リスク患者でかつ再発性出血し止血処置を行わ
れた患者は行う.	  

n 手術療法,	  TAEは2回目以降でも出血遷延している
場合に検討．	 N	  Engl	  J	  Med	  1999	  ;	  340	  :	  751	  –	  6	  .	

A	  meta	  analysis.	  Gastrointest	  Endosc	  2003	  ;	  57	  :	  62	  –	  7	  .	

International Consensus Recommendations on the Management of
Patients With Nonvariceal Upper Gastrointestinal Bleeding
Alan N. Barkun, MD, MSc (Clinical Epidemiology); Marc Bardou, MD, PhD; Ernst J. Kuipers, MD; Joseph Sung, MD; Richard H. Hunt, MD;
Myriam Martel, BSc; and Paul Sinclair, MSc, for the International Consensus Upper Gastrointestinal Bleeding Conference Group*

Description: A multidisciplinary group of 34 experts from 15 coun-
tries developed this update and expansion of the recommendations
on the management of acute nonvariceal upper gastrointestinal
bleeding (UGIB) from 2003.

Methods: The Appraisal of Guidelines for Research and Evaluation
(AGREE) process and independent ethics protocols were used.
Sources of data included original and published systematic reviews;
randomized, controlled trials; and abstracts up to October 2008.
Quality of evidence and strength of recommendations have been
rated by using the Grading of Recommendations Assessment, De-
velopment, and Evaluation (GRADE) criteria.

Recommendations: Recommendations emphasize early risk strati-
fication, by using validated prognostic scales, and early endoscopy
(within 24 hours). Endoscopic hemostasis remains indicated for
high-risk lesions, whereas data support attempts to dislodge clots
with hemostatic, pharmacologic, or combination treatment of the
underlying stigmata. Clips or thermocoagulation, alone or with epi-
nephrine injection, are effective methods; epinephrine injection

alone is not recommended. Second-look endoscopy may be useful
in selected high-risk patients but is not routinely recommended.
Preendoscopy proton-pump inhibitor (PPI) therapy may downstage
the lesion; intravenous high-dose PPI therapy after successful en-
doscopic hemostasis decreases both rebleeding and mortality in
patients with high-risk stigmata. Although selected patients can be
discharged promptly after endoscopy, high-risk patients should be
hospitalized for at least 72 hours after endoscopic hemostasis. For
patients with UGIB who require a nonsteroidal anti-inflammatory
drug, a PPI with a cyclooxygenase-2 inhibitor is preferred to reduce
rebleeding. Patients with UGIB who require secondary cardiovascu-
lar prophylaxis should start receiving acetylsalicylic acid (ASA) again
as soon as cardiovascular risks outweigh gastrointestinal risks (usu-
ally within 7 days); ASA plus PPI therapy is preferred over clopi-
dogrel alone to reduce rebleeding.

Ann Intern Med. 2010;152:101-113. www.annals.org
For author affiliations, see end of text.
* For a list of voting participants, see Appendix 1, available at www.annals.org.

Upper gastrointestinal bleeding (UGIB) represents a
substantial clinical and economic burden, with re-

ported incidence ranging from 48 to 160 cases per 100 000
adults per year (1–5), and mortality generally from 10% to
14% (5, 6). For patients with and without complications
of nonvariceal UGIB in the United States, mean lengths of
stay were 4.4 and 2.7 days and hospitalization costs were
$5632 and $3402 (2004 US dollars), respectively (7).

Some data (2, 4, 5) suggest a decreasing annual incidence
of UGIB amid an unchanging (3, 5) or decreasing (8) inci-
dence of peptic ulcer bleeding, which is increasingly related to
the use of nonsteroidal anti-inflammatory drugs (NSAIDs) or
low-dose acetylsalicylic acid (ASA). Mortality from UGIB has
decreased by 23% in the United States (1998 to 2006) (4)
and by 40% in the United Kingdom (1993 to 2007) (6), but
has remained unchanged in Canada (1993 to 2003) (2) and
the Netherlands (1993 to 2003) (5).

Recent national data suggest that previous recommenda-
tions, although still not optimally adhered to, may result in
improved patient outcomes (9–13). Furthermore, new data
have become available since the 2002 British Society of
Gastroenterology guidelines (14) and the 2003 consensus
guidelines (15) that warrant an update of the previous rec-
ommendations. A multidisciplinary group developed inter-
national guidelines to help clinicians make informed deci-
sions regarding the management of patients who present
with nonvariceal UGIB, which reflect the 2009 state of
the art.

METHODS

The participants developed these recommendations
according to the Appraisal of Guidelines for Research and
Evaluation (AGREE) process for the development of clin-
ical practice guidelines (16, 17).
Scope and Purpose

These guidelines provide an international update to
the 2003 consensus recommendations for the management
of patients with nonvariceal UGIB. The participants deter-
mined issues to be covered by consensus, on the basis of a
review of the 2003 guidelines (15) and subsequent pub-
lished literature.
Stakeholder Involvement

A national survey of needs and barriers to the imple-
mentation of guidelines on UGIB identified target users
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最低いつまで入院継続するか.	

n 高リスク患者	  
-‐入院期間は3日間.	  
-‐再出血する患者のうち７割が72時間以内.	  

n 低リスク患者	  
-‐内視鏡検査後以下の項目該当で退院可能.	  
-‐ただし，血行動態安定，貧血進行なし，他の問題なし,	  
経過をみれる人がいることが条件	

Ann	  Coll	  Surg	  H-‐K.	  2003;7:106-‐15.	

Lancet	  2009	  ;	  373	  :	  42	  –	  7	  .	

Am	  J	  Gastroenterol.	  2012	  Mar;107(3):345-‐60	



潰瘍再発予防を行う	
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  Summary of evidence   .        Patients with bleeding ulcers have an 
unacceptably high rate of recurrent bleeding if no strategy is 
employed to reduce this risk. For example, in patients with du-
odenal ulcer bleeding ( H. pylori  not assessed, no NSAID use) 
followed in a double-blind trial aft er ulcer healing, bleeding 
recurred within 1 year in nearly 40 %  ( 104 ). In a systematic review of 
randomized trials of patients with  H. pylori -associated bleeding 
ulcers ( 105 ), the rate of recurrent bleeding in studies with 12-month 
follow-up was 26 %  ( 106 – 109 ). In  H. pylori -positive NSAID users 
with bleeding ulcers followed for 6 months aft er ulcer healing, 
recurrent bleeding ulcers occurred with resumption of NSAIDs 
in 19 %  of those given only  H. pylori  therapy ( 110 ), while in 
 H. pylori -positive low-dose aspirin users who presented with 
ulcer complications and were followed for a median of 12 months 
aft er ulcer healing and  H. pylori  eradication, recurrent bleeding 
ulcers occurred with resumption of low-dose aspirin in 15 %  ( 111 ). 
Finally, in a prospective cohort of patients with idiopathic bleed-
ing ulcers ( H. pylori  negative, no NSAID use) followed for 7 years, 
the incidence of recurrent ulcer bleeding was 42 %  ( 112 ).   

  H. pylori  ulcers 
 Biopsy-based  H. pylori  testing is recommended by ACG  H. pylori  
guidelines in patients presenting with a bleeding ulcer ( 113 ). 
Because some studies suggest sensitivity may be decreased with 
acute UGIB, confi rmation of a negative test with a subsequent non-
endoscopic test has also been recommended ( 113,114 ). However, if 
histological examination of the biopsy specimens shows no mucosal 
mononuclear cell infi ltrate, the predictive value for absence of 
 H. pylori  approaches 100 % , while a neutrophilic infi ltrate has     >    95 %  
positive predictive value for  H. pylori  infection ( 115 ). 

 A meta-analysis of randomized trials showed that  H. pylori  
eradication therapy for prevention of recurrent ulcer bleeding is 
signifi cantly more eff ective than short-term antisecretory therapy 
alone (rebleeding 4.5 vs. 23.7 % ; OR    =    0.18, 0.10 – 0.35) ( 105 ). 
Furthermore,  H. pylori  eradication was also more eff ective 
than long-term maintenance antisecretory therapy with PPI or 
histamine-2 receptor antagonist (H2RA) (although most patients 
received H2RA: 1.6 vs. 5.6 % ; OR    =    0.24, 0.09 – 0.67) ( 105 ). A sys-
tematic review of studies assessing rebleeding in patients with 
documented  H. pylori  eradication revealed a 1.3 %  incidence of 
rebleeding over mean follow-up periods of 11 – 53 months ( 105 ). 

( ~  ≥  95 % ) occurred within 3 days ( 43,99 – 101 ). More recent results 
of randomized trials suggest that a substantial minority of patients 
may have recurrent bleeding aft er 3 days — most oft en occurring 
within 7 days ( 49,102,103 ). For example, in a recent large rand-
omized trial of patients with higher risk bleeding ulcers treated 
with endoscopic therapy, 24 %  of the 82 patients with rebleeding in 
the 30-day study rebled beyond 3 days, with equal proportions in 
the group receiving continuous infusion PPI and those receiving 
placebo aft er endoscopic therapy ( 49 ). Six percent of rebleeding 
occurred aft er 7 days ( 49 ). 

 Although patients should be educated about symptoms of UGIB 
and the need to return to hospital if these symptoms develop, we do 
not recommend hospital stays be routinely extended beyond 3 days 
in patients without further bleeding or other medical problems.   

  LONG-TERM PREVENTION OF RECURRENT 
BLEEDING ULCERS 
   Recommendations   .  
       27. Patients with H. pylori-associated bleeding ulcers should receive 
H. pylori therapy. Aft er documentation of eradication, maintenance 
antisecretory therapy is not needed unless the patient also requires 
non-steroidal anti-infl ammatory drugs (NSAIDs) or antithrom-
botics (Strong recommendation, high-quality evidence)  ( Figure 2 ). 
  28. In patients with NSAID-associated bleeding ulcers, the need for 
NSAIDs should be carefully assessed and NSAIDs should not be 
resumed if possible. In patients who must resume NSAIDs, a COX-
2-selective NSAID at the lowest eff ective dose plus daily PPI is 
recommended (Strong recommendation, high-quality evidence).  
  29. In patients with low-dose aspirin-associated bleeding ulcers, 
the need for aspirin should be assessed. If given for secondary 
prevention (i.e., established cardiovascular disease) then aspirin 
should be resumed as soon as possible aft er bleeding ceases in 
most patients: ideally within 1 – 3 days and certainly within 7 days. 
Long-term daily PPI therapy should also be provided. If given for 
primary prevention (i.e., no established cardiovascular disease), 
antiplatelet therapy likely should not be resumed in most patients 
(Conditional recommendation, moderate-quality evidence). 
   30. In patients with idiopathic (non-H. pylori, non-NSAID) ulcers, 
long-term antiulcer therapy (e.g., daily PPI) is recommended (Con-
ditional recommendation, low-quality evidence) .   

H. pylori

H. pylori therapy 

Document cure;
stop PPI/H2RA

NSAID

Stop NSAID;
if NSAID required,

use coxib+ PPI

Low-dose aspirin

Primary CV
prevention

Do not resume
aspirin in most

patients

Secondary CV
prevention

Resume aspirin soon after
hemostasis (e.g., 1–7 days)

in most patients
and start PPI

Idiopathic

Maintenance PPI

  Figure 2 .         Recommended management to prevent recurrent ulcer bleeding based on etiology of ulcer bleeding. CV, cardiovascular; H2RA, histamine-2 
receptor antagonist; NSAID, non-steroidal anti-infl ammatory drug; PPI, proton pump inhibitor.  

Am	  J	  Gastroenterol.	  2012	  Mar;107(3):345-‐60	



抗血小板薬と抗凝固薬	

n 前提として本当に抗血小板薬必要か考える.	  

n 2次予防として投与している	  
-‐1−3日以内に再開する．最高でも7日以内．	  

Am	  J	  Gastroenterol	  2008	  ;	  103	  :	  2465	  –	  73	  .	
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 ACG PRACTICE GUIDELINES 

 Ulcers are the most common cause of hospitalization for upper 
gastrointestinal bleeding (UGIB), and the vast majority of clini-
cal trials of therapy for nonvariceal UGIB focus on ulcer disease.  
Th is guideline provides recommendations for the management 
of patients with overt UGIB due to gastric or duodenal ulcers.  
“Overt” indicates that patients present with symptoms of he-
matemesis, melena, and/or hematochezia.  We fi rst discuss the 
initial management of UGIB in patients without known portal 
hypertension, including initial assessment and risk stratifi cation, 
pre-endoscopic use of medications and gastric lavage, and tim-
ing of endoscopy.  We then focus on the endoscopic and medical 
management of ulcer disease, including endoscopic fi ndings and 
their prognostic implications, endoscopic hemostatic therapy, 
post-endoscopic medical therapy and disposition, and preven-
tion of recurrent ulcer bleeding. 

 Each section of the document presents the key recommenda-
tions related to the section topic, followed by a summary of the 
supporting evidence. A summary of recommendations is provided 
in  Table 1 . 

 A search of MEDLINE via the OVID interface using the 
MeSH term  “ gastrointestinal hemorrhage ”  limited to  “ all clinical 

trials ”  and  “ meta-analysis ”  for years 1966 – 2010 without lan-
guage restriction as well as review of clinical trials and reviews 
known to the authors were performed for preparation of this 
document. Th e GRADE system was used to grade the strength 
of recommendations and the quality of evidence ( 1 ). Th e quality 
of evidence, which infl uences the strength of recommendation, 
ranges from  “ high ”  (further research is very unlikely to change 
our confi dence in the estimate of eff ect) to  “ moderate ”  (further 
research is likely to have an important impact on our confi dence 
in the estimate of eff ect and may change the estimate) to  “ low ”  
(further research is very likely to have an important impact on 
our confi dence in the estimate of eff ect and is likely to change the 
estimate), and  “ very low ”  (any estimate of eff ect is very uncer-
tain). Th e strength of a recommendation is graded as strong 
when the desirable eff ects of an intervention clearly outweigh 
the undesirable eff ects and is graded as conditional when uncer-
tainty exists about the trade-off s ( 1 ). In addition to quality of 
evidence and balance between desirable and undesirable eff ects, 
other factors aff ecting the strength of recommendation include 
variability in values and preferences of patients, and whether an 
intervention represents a wise use of resources ( 1 ).  

                                     Management of Patients With Ulcer Bleeding    
  Loren       Laine, MD   1   ,   2         and     Dennis M.       Jensen, MD   3 – 5               

 This guideline presents recommendations for the step-wise management of patients with overt upper gastrointestinal 
bleeding. Hemodynamic status is fi rst assessed, and resuscitation initiated as needed. Patients are risk-stratifi ed 
based on features such as hemodynamic status, comorbidities, age, and laboratory tests. Pre-endoscopic 
erythromycin is considered to increase diagnostic yield at fi rst endoscopy. Pre-endoscopic proton pump inhibitor 
(PPI) may be considered to decrease the need for endoscopic therapy but does not improve clinical outcomes. Upper 
endoscopy is generally performed within 24 h. The endoscopic features of ulcers direct further management. Patients 
with active bleeding or non-bleeding visible vessels receive endoscopic therapy (e.g., bipolar electrocoagulation, 
heater probe, sclerosant, clips) and those with an adherent clot may receive endoscopic therapy; these patients then 
receive intravenous PPI with a bolus followed by continuous infusion. Patients with fl at spots or clean-based ulcers 
do not require endoscopic therapy or intensive PPI therapy. Recurrent bleeding after endoscopic therapy is treated 
with a second endoscopic treatment; if bleeding persists or recurs, treatment with surgery or interventional radiology 
is undertaken. Prevention of recurrent bleeding is based on the etiology of the bleeding ulcer. H. pylori is eradicated 
and after cure is documented anti-ulcer therapy is generally not given. Nonsteroidal anti-infl ammatory drugs (NSAIDs) 
are stopped; if they must be resumed low-dose COX-2-selective NSAID plus PPI is used. Patients with established 
cardiovascular disease who require aspirin should start PPI and generally re-institute aspirin soon after bleeding 
ceases (within 7 days and ideally 1 – 3 days). Patients with idiopathic ulcers receive long-term anti-ulcer therapy.  
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Take	  home	  message	

n 最初に本当に吐血かを吟味する.	  

n マネジメントの原則は血行動態の安定.	  

n 輸血の管理,	  急性冠症候群,	  消化管穿孔を見逃さない.	  

n 内視鏡検査前後での確認事項を明確にする.	


