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Abstract:
Background: Endoscopy is routinely recommended as a diagnostic procedure in patients presenting with upper gastrointestinal
tract bleeding (UGIB). An example being, instances where patients with liver cirrhosis present with UGIB stemming from
probable esophageal varices. However, among many contraindication for the procedure, acute ST elevation myocardial
infarction is perhaps the most absolute (whose, post-PCI adjuvant pharmaceutical treatment too may result in UGIB). Since
comorbidities are common among chronic liver disease patients, instances of such contraindications are becoming common.
Objective: This study hopes to assess the efficacy and safety of diagnostic endoscopy v/s non-invasive markers of probable causes
of UGIB in patients with a history of liver cirrhosis and acute ST elevation myocardial infarction.
Methodology: This retrospective analysis was conducted upon a total of 43 cases presenting with UGIB and a history of liver
cirrhosis and acute STEMI to the medical out-patient department of Liaquat University Hospital, Hyderabad. Data was derived
from patient files in the hospital record. The data obtained was analyzed using MS. Excel 2017 and SPSS v. 21.0.
Results: The safety of non-invasive markers and efficacy of diagnostic endoscopy are gold-standard. And hence the efficacy of
the former and safety of the later where in question in this research. Out of the total cases co-presenting with liver cirrhosis and
acute STEMI, only 43 had a complete work-up to yield ample information meriting inclusion in this study. 23 of the
endoscopically evaluated cases encountered side-effects ranging from mild to severe, while 3 faced eventual mortality. The
efficacy neither of the non-invasive markers for diagnosing a probable cause of upper gastro-intestinal bleeding, rose above
50%.
Conclusion: Safe and effective predictors (invasive and non-invasive) of probable cause of UGIB must be identified to act as a
substitute in cases where diagnostic endoscopy is absolutely contraindicated. Unfortunately neither of the tested markers yielded
satisfactory effects, thus more research is needed.
Keywords: Upper Gastro-Intestinal Bleeding, Liver Cirrhosis, Acute ST Elevation Myocardial Infarction, iagnostic Endoscopy,
Therapeutic Endoscopy and Non-Invasive Markers.
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INTRODUCTION:
Upper gastrointestinal bleeding (UGIB) is a medical
situation that is common-found nowadays. The
history of medical advancements beholds important
changes that have occurred to influence the etiology
and incidence of UGIB. [1] While the incidence has
risen considerably [2] and the etiology has become
more diverse and complex, [3] the outcome however,
has not changed much. [2]
Widespread infection with Helicobacter pylori (H.
pylori) hiked the incidence in 1983 [2] but it was
brought down with the advent of proton pump
inhibitors in 1988. [4] PPIs not only prevented h.
pylori induced ulcer recurrence and complications,
but also brought down UGIB associated with
concomitant nonsteroidal anti-inflammatory drug use
[5] and/or use of aspirin. [6]
Aspirin is also used alongside clopidogrel, inhibitors
of glycoprotein IIb/IIIa and agents of anticoagulation
namely (but not limited to), low molecular weight or
unfractionated heparin, as part of therapy among
patients of acute ST elevation myocardial infarction.
Hence UGIB is also common among the patients
taking aforementioned therapy. [7] In this regard,
every 7 among 100 patients receiving the
aforementioned therapy may encounter major
hemorrhage following administration [8]. Although a
great deal of said episodes are ultimately proven to be
brought about by hemorrhage at vascular access sites
[9], 2 out of every 100 patients on said therapy,
provably experience gastrointestinal bleeding. [8]
As stated earlier, UGIB has many manifestations,
among which, esophageal varices (secondary to liver
cirrhosis) is common. [9] It is estimated that more
than half of all patients with liver cirrhosis are found
to have esophageal varices upon presentation to the
hospital. Furthermore, an additional fifteen to twenty
percent of patients with liver cirrhosis develop UGIB
every year, owing to varices in their esophagus. In
addition to that, twenty to thirty percent of the said
patients encounter eventual mortality within the first
four to six weeks because of this bleeding. [10]
Endoscopy is routinely advised as a diagnostic
procedure to patients presenting with upper
gastrointestinal tract bleeding. [11] An example
being, instances where patients with liver cirrhosis
present with UGIB stemming from probable
esophageal varices. However, among many
contraindication for the procedure, acute STEMI is
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perhaps the most absolute (whose, post-PCI adjuvant
pharmaceutical treatment too may result in UGIB).
Nearly one percent of all patients undergoing
diagnostic endoscopy within thirty days of an acute
episode of STEMI face untimely mortality associated
with the procedure. [12] When compared to the
mortality rates of 0.1% following this procedure
normally for evaluation of UGIB (and in absence of a
history of such cardiac mal-events), there is a stark
difference. [13]
The decision of whether to perform endoscopy in a
patient with recent AMI must consider these factors
against the potential diagnostic and therapeutic yield
of endoscopy. Since comorbidities, such as chronic
liver disease are common among cardiac patients,
instances of such contraindications are becoming
common. This study hopes to assess the efficacy and
safety of diagnostic endoscopy v/s non-invasive
markers of probable causes of UGIB in patients with
a history of liver cirrhosis and acute ST elevation
myocardial infarction.
METHODOLOGY:
This retrospective analysis was conducted upon a
total of 43 cases presenting with and a history of liver
cirrhosis and acute STEMI to the medical out-patient
department of Liaquat University Hospital,
Hyderabad. The subjects were then referred and
endoscopy was performed at the Liaquat University
Teaching Hospital, Jamshoro. Data, such as the
patients’ diagnosis, time elapsed since development
of liver cirrhosis and acute STEMI, in addition to the
pharmaceutical therapy details that they were being
administered and details pertaining to presenting
complaint, history of presenting complaint, general
health condition and others, was derived from patient
files in the hospital record from January 2016 to
March 2016. The data obtained was analyzed using
MS. Excel 2017 and SPSS v. 21.0.
RESULTS:
The safety of non-invasive markers and efficacy of
diagnostic endoscopy are gold-standard. And hence
the efficacy of the former and safety of the later
where in question in this research. Out of the total
cases co-presenting with liver cirrhosis and acute
STEMI, only 43 had a complete work-up to yield
ample information meriting inclusion in this study.
32 among the subjects were males, while 11 were
females. The mean age of the sample stood at 54
years.
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23 of the endoscopically evaluated cases encountered side-effects ranging from moderate to severe, while 3 faced
eventual mortality.
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The accuracy of neither of the non-invasive markers for diagnosing a probable cause of upper gastrointestinal
bleeding, rose above 50%.

DISSCUSION:
All evidence based guidelines recommend the use of
endoscopy as the prime diagnostic criteria for UGIB,
especially the UGIB suspected due to esophageal
varices among chronic liver disease patients. [14]
These evidence based guidelines, however, are not
feasible in the event of an acute ST elevation
myocardial infarction. Thus, researchers have strived
continuously to unearth different noninvasive
markers for detecting the probable cause of UGIB.
[15, 16] Our research put the following noninvasive
markers to the test – platelet count, portal vein
diameter, splenic diameter, platelet count: splenic
diameter, blood urea nitrogen, blood urea nitrogen:
creatinine level.
The pool of evidence based literature has abundant
proof of a linear relationship of thrombocytopenia
with the extent and severity of esophageal varices.
[17 - 19] Thus, in addition to the markers
investigated in abundance, we also took into the
account, non-invasive markers such as PT, APTT and
INR. Among the prominent examples, Jamil et al,
found that thrombocytopenia is a good indicator of
existing esophageal varices. [9].
Usage of transabdominal ultrasound to determine the
diameter of portal vein, as a predictor for probable
cause of UGIB, is debatable. According to Jamil at
al, it yield unreliable results. Others too show similar
findings with ultrasound assisted variables such as
vessel diameter. [18] A few, however, report findings
that contract those of Jamil et al, and suggest
ultrasound assisted markers to be useful predictors
for probable causes (such as esophageal varices) of
UBIB. [20, 21]
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Although mentioned earlier, the effects of aspirin,
clopidogrel, inhibitors of glycoprotein IIb/IIIa and
agents of anticoagulation namely (but not limited to),
low molecular weight or unfractionated heparin, as
part of therapy among patients of acute ST elevation
myocardial infarction, merit further discussion
because UGIB is also common among the patients
taking aforementioned therapy. [7] Up to 7% of
patients may experience major hemorrhage following
administration of this therapy [8]. Thus markers such
as, PT, APTT and INR too are important indicators of
a probable cause of UGIB. Thus is these markers are
significantly deranges, it may be feasible to start with
adjusting the pharmaceutical therapy to maintain a
suitable INR in cases of minor UGIB. If the UGIB
halts with these measures, it is safe to postpone, if not
altogether cancel diagnostic endoscopy till it
becomes safe to perform the procedure in acute
STEMI cases.
CONCLUSION:
Safe and effective predictors (invasive and noninvasive) of probable cause of UGIB must be
identified to act as a substitute in cases where
diagnostic endoscopy is absolutely contraindicated.
Unfortunately neither of the tested markers yielded
satisfactory effects, thus more research is needed.
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