Emergency endoscopy for upper
gastrointestinal bleeding in patients
.@ﬁi ygoronary artery disease
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Introduction

. "UcIB> hypotension, tachycardia=> compromise

CV function
Endoscopy —>diagnostic therapeutic tool in
managing UGIB:

Identify the bleeding source

Hemostasis

Limit the need for surgical intervention
Endoscopy-> CV complication: arrhythmia,
Myocardial ischemic, MI. (0.005-0.5%)
(catecholamine release—> oxygen demand)
CAD: increase risk of UGIB: anti-platelet agent
Dilemma with stable CAD with UGIB
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;,1, Goals of this investigation
N )

Using a comprehensive evaluation of
cardiac indices >to examine the
cardiovascular responses:

Preclinical cardiac arrhythmias

Ischemia

Autonomic derangements
At different stages of Emergency
endoscopy in patients with stable CAD and
UGIB.

Methods-- Population

__isfc;épective study: endoscopy department of a
tertiary university hospital : April 2005- November
2006

CAD v.s. non CAD group
UGIB: melena, coffee-ground vomitus, hematemesis
CAD: > 50% stenosis in one cronary artery

positive treadmill exercise test

History of MI

Exclusion: acute MI, shock unresponsive to
resuscitation, underlying advanced malignancy,
pregnancy, diagnosed liver cirrhosis, active lung
disease requiring ventilator support.

Methods—study protocol

Before endoscopy~> stabilized via fluid
resuscitation
Emergency endoscopy —>within 24hrs
Lab: CBC, cardiac enzyme, ECG
MI criteria:
angina, ECG changes, elevation cardiac enzymes
-> close monitor
3-channel ambulatory continuous ECG
recorder: 30 mins before and 2 hours after
endoscopy.

Methods-Endoscopy

Premedication: limited to butyl
scopolamine and oropharyngeal topical
anesthesia.

3L/min nasal oxygen
Continue monitor O2saturation, BP
Forrest classification:
Endoscopic hemostasis:
Epinephrine injection,
Heater probe thermocoagulation,
Hemoclipping, or a combination approach.




+ Endoscopic appearance of a bleeding
& ‘Wer Forrest classification (grade I1A~111)
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sk High-risk lesions:
grade IA: spurt blood
grade IB: ooze blood
grade 11A: nonbleeding
visible vessel
grade 11B: adherent clot
% Low-risk lesions:
grade IIC: flat, pigmented
grade IlI: clean base
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Methods—ECG

ECG —>standard analysis system:
Cardiac arrhythmia:
ventricular ectopy (VE): PVC
Supraventricular ectopy (SVE):PAC
Ischemic ST changes:

ST-segment elevation or depression of more than
1 mm for at least 1 minute.

Heart rate variability (HRV).

Methods--Autonomic nervous
function

Heart rate variability—> autonomic
nervous function

Transferred to:
Low-frequency (LF) power (reflecting
sympathetic and parasympathetic tones
High-frequency (HF) power (indicating
parasympathetic tone).
These HRV indices were calculated and
compared in the before, during, and after
endoscopy periods,respectively

.',‘:’ Methods--Clinical outcome
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Clinical outcomes:

Successful primary hemostasis: cessation of
bleeding for at least 1 minute

In-hospital recurrent bleeding:

Hematemesis/melena persisting for more than 48
hours, and/or a decrease in Hb>2 g/dL

Duration of hospital stay
Cardiovascular events during hospitalization.

Result--population

104 patients recruited into this study
—100 patients (50CAD, 50 non-CAD)
completed the examination
Reasons for withdrawing:

Intolerance to endoscopy (n = 1)

Failed ECG recording (n = 1)

Refusal for further evaluation (n = 2).
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Y Claradcrists: CAD Nen-CAD P nen 13 (26) &34
in = S0y (n = S0y vomitus (m
7T Melema (n [%]) o) 42084 n
LLLE11S G11e 113 Lowest SBP, 10945217 11864257 058
5 g
T m— MY e e o
30 (40) 30 (40) |l mean & SO {mm Hg)
Fastest HR, G604 183 9524 209 £33
28 (50} 18 (36) 157 mcam & SO hpm)
%) A1) 30(60) oise Hemoglobis, 98231 97:28  m9
e el (Y 1 wie mem £ 5D (L)
Obesity (BMI 2 9 (18) LTIEN 10 Troposin I, 017405 003an) o0
n (%)
Heart faibare (n [%]) 14(28)  244) w1 R 2908 s
Adrial fibsi llation (10} 0 0z
38201 17221 a3
5 (I6) 1) LiL) g
Bis®)  10@H)  <o0e A6 45 (96)
2 (58) 1@) <o *
NSAID (s [ T(14) 10 (200 24

Warfari 4 (%) 040 ng
3 19 (38) 3 i6) <0l *®
Calcinsm channel 27 (84) 10 (20) <01 *
Blocker in [%])




DI e

after endoscapy, and comparisons between the 2 groups

Endoscopic hemostasis

Table 2 Endoscopic blecders, hemostatic methods, outcomes

Parameters CAD Non-CAD

P

(n=50) {n=30)

Peptic ulcer 43 (86) 39 (78) ]
Ulger size, mean (cm) 081 082 967
Foest | [ 24 ) 22

36 7(14) 318
6112} 12 (24) 130
s 12 2(4) 1.000
Foerest lle (n [*]) B (18} 418) i)
Fomest 111 {n [*]) 23 (46) 14 (28) 51

Angiodysplasia {n [*e]) 1 1(2) ]

Therapautic hemostansis 13 (26) 1(42) m3
n [*])

Epimephaine injection 12 (24} 16 (32) A78
o [%])

Fpinephrine volsme, L1 i8 1
mean (ml)

Heater probe 6(12) 6(12) 1
thermacosgulation

Endoscopy duration, &6 we |3
mean (i)

Swcorwsful initial 50 {10 50 {10 ]
hemostasss (= [%])

In-hospital recusrere 240 3(6) £
bleedig in [*])

Hospital stay (&) B04177 53455 306

In-hospial candine 1i2) o -
death (= [%])
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Clinical outcomes

Both groups : no angina or MI before,
during ,or after endoscopy.
Successful primary hemostasis was
achieved in all patients.
2 patients in the CAD group and 3 in the
non-CAD group —>recurrent bleeding

4 patients via conservative treatment

1 with CAD-> angiography
One CAD(3-VD)-> angina 5 days later, and
die of VF.

Table 3

stratificd by CAD and pon-CAID groups

|- abnormatitics befose, during, and afler emergency erdoseopy,

Parameters CAD Non-CAD P
n =30 in=50)

SVE total susnber 1 (= [%])

Befors 32 (64) 2 {61y Lo

During 23 46) 13 (26) 035

After 34 68) 41 52) R

SVE frogecncy 2 Limin { [%])

Before 4% 4% Lo

During 8 (16) 142 D14

After 448 38 el

VE total number 1 {n [%])

Bcfore 25 (30} 6 (32) 067

During 21 (42) 8 (16) D04+

After 32 (64) 15 (30} o01*

VE froquency = Umin (s [%])

Before 9(18) 2% 023+

During 10.20) 24 014

After 10 (20) 0 001+

Ischemic ST changes (n [%])

efore 6 (12) 1 a2

During 9 (18) 1) o6

After 9(18) 1 o6

Cardiac arrhythmia and
ischemic

ST change

Maximal HE, mean 1268 1317 ]
{bpm)

Minimal HR, mem 605 69 AT

(bpm)

SBE, mess + SD (= Hg)

Before 1330 £ 25,0

After 1404 4 2.0

DBP, mean & SO (mm Hg)

Beifore T34 146 684

Adter TS 4 166

HE, meas & S (bpem)

Before 9T£IST BS2219 210

Adter 9004 155 10634194 041°

Spoz, mean = 5D (%)

Before 985415 9R3alT 7

Adter CSRAA L6 RSALY M

LF, mean £ 513 (In e’/ Hz)

Beioee V4008 3414008 389

Dhssing 3152035 3162023 928

After W07 3M2037 K0

HF, mean & $1 {In msec”/Hz}

Before 2 480

Duwring 956

Adter 2 734

LF/HF ratio (mean = S0

Beiore 41 607

Dhating 413 £31

After 4 145
* P 03 with the Wicoum r ar o
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e ‘y Hemodynamic fluctuations
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Ischemic ST changes

More episodes were
detected in the CAD
group during and after
endoscopy (P .016)
Fluctuation was not
significant different (P
= .1ig)8
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'y Autonomic nervous function

The LF and HF
[ 20| powers decreased
significantlyduring
T the endoscopy period
v (P < .01).
No significant
. difference between
the baseline functions

o and follow-up
7 autonomic nervous
functions.
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3 q’ Risk factor assessment

With the outcome variable of VE
frequency during endoscopy, the presence
of CHF was identified as a significant risk
factor

No other risk factor showed significant
association with the increase of cardiac
events of SVE, ischemic ST change, or
autonomic nervous derangement.

G q’ Discussion

« The first prospective study.
Advisers effect of UGIB on CV function:

Blood loss=> hypovolemia, hypoperfusion,
hypoxemia.

Increase HR-> excessive workload
More difficult hemostasis , and increae
re-bleeding rate for CAD patient: due to
antiplatelet agent

No different in our study

;,1, Discussion

--Srystemic absorption of epinephrine:
12 CAD patients: received epinephrine
injection with an average volume of 9.9 mL
(range, 3-20 mL).
Compared to alternate hemostatic techniques.
The incidence of arrhythmia and MI: No
different
The higher incidences of subclinical
myocardial ischemia and cardiac
arrhythmias in our study deserve special
attention.

W& 1, Discussion
}'31: he presence of autonomic imbalance is
associated with the development of CV

complications after endoscopy.

Insignificant difference in autonomic

function between the CAD and non-CAD:
Relative short Holter recording(3-4hrs)
Small group (n=50)

CAD with MI or coronary revascularization -
alter HRV

Medication: CCB, beta-block>HRV

& 1, Discussion

The strength of the study:
Comprehensive and detailed recording
of ECG abnormalities before,
during,after endoscopic procedures
Establish the risk factors = predicting
clinical outcomes before performing
endoscopic assessment.

Enrolled a control group

G 1, Limitation

No assess the use of sedation:
Non-CAD patients had occult CAD
Small sample size

Diagnosis of CHF = clinical history
taking—> not reflect the true cardiac
function before endoscopy.

Echocardiography for LVEF - preendoscopy
evaluation for these high-risk patients with
CAD in future practice.




s a, Conclusion

Emergency endoscopy —>higher
incidence of subclinical arrhythmia and
ischemic changes in patients with stable
CAD and UGIB.

For patients with CAD and CHF, it would
be imperative to consider potential risks
and benefits before making a decision.
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Thanks for your attention!!!!




