
PRE-ENDOSCOPY MANAGEMENT OF ANTITHROMBOTIC AGENTS
(ANTIPLATELET AGENTS AND ANTICOAGULANTS)

PATIENT RISK STRATIFICATION

NONVARICEAL UPPER GASTROINTESTINAL
HEMORRHAGE

RED BLOOD CELL (RBC) TRANSFUSION STRATEGY

Hemodynamically stable patients with no
history of cardiovascular disease

hemoglobin threshold of ≤ 7 g/dL
prompting RBC transfusion. 
A post-transfusion target hemoglobin
concentration of 7–9 g/dL is desired

History of acute or chronic cardiovascular
disease

a hemoglobin threshold of ≤8g/dL
prompting RBC transfusion. 
A post-transfusion target hemoglobin
concentration of ≥ 10 g/dL is desired.

INTRODUCTION

This ESGE Guideline focuses on the pre-
endoscopic, endoscopic, and post-endoscopic
management of patients presenting with acute
nonvariceal upper gastrointestinal hemorrhage
(NVUGIH), specifically peptic ulcer hemorrhage.

Pre-endoscopy management : Initial patient
evaluation and hemodynamic resuscitation

PRE-ENDOSCOPY PROTON PUMP INHIBITOR (PPI) THERAPY

high dose intravenous proton pump inhibitor
(PPI) therapy be considered in pa- tients
presenting with acute UGIH, to downstage
endo- scopic stigmata and thereby reduce
the need for endo- scopic therapy;

SOMATOSTATIN AND SOMATOSTATIN ANALOGUES

not recommend the use of somatostatin, or
its analogue octreotide, in patients with
NVUGIH.

PROKINETIC MEDICATIONS

pre-endoscopy administration of intra-
venous erythromycin in selected patients
with clinically severe or ongoing active UGIH.



ENDOSCOPIC MANAGEMENT

INJECTION THERAPY
Diluted epinephrine (1:10 000 or 1:20 000 with
normal saline injec- ted in 0.5–2-ml aliquots in
and around the ulcer base) 
Endoscopic injection is performed using needles
which consist of an outer sheath and an inner
hollow-core needle (19–25 gauge)

THERMAL THERAPY

MECHANICAL THERAPY



POST-ENDOSCOPY MANAGEMENT

PROTON PUMP INHIBITOR THERAPY

High dose proton pump inhibitor (PPI) therapy
for patients who 

receive endoscopic hemostasis
for patients with FIIb ulcer stigmata
(adherent clot) not treated endoscopically.

(a) PPI therapy should be administered as an
intravenous bolus followed by continuous infusion
(e.g., 80mg then 8mg/hour) for 72 hours post
endoscopy.
(b) High dose PPI therapies given as intravenous
bolus dosing (twice-daily) or in oral formulation
(twice-daily) can be considered as alternative
regimens.

HELICOBACTER PYLORI

Patients with NVUGIH secondary to peptic
ulcer, investigation for the presence of
Helicobacter pylori in the acute setting (at
index endoscopy)

initiation of appropriate antibiotic therapy
when H. pylori is detected.

Re-testing for H. pylori in those patients with
a negative test at index endoscopy.

MANAGEMENT OF RECURRENT BLEEDING

Repeat upper endoscopy, including
hemostasis if indicated.
failure of this second attempt at endoscopic
hemostasis

transcatheter angiographic embolization
(TAE) should be considered. 
Surgery is indicated when TAAE is not
locally avail- able or after failed TAE. 

Recurrent peptic ulcer hemorrhage
Capmounted clip should be considered. 
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