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• If patient takes low-dose aspirin for secondary prevention of vascular events, continue once bleeding stopped

• Stop any other NSAIDs (including COX-2 inhibitors) during admission; endoscopist will advise on future use

• If patient takes clopidogrel (or any other thienopyridine antiplatelet drugs), discuss risks and benefits of continued use once 

bleeding stopped with a cardiologist or stroke specialist (as applicable) and with the patient

Version 64

*

R
e-

ap
p
ro

v
ed

 b
y
 E

D
 g

u
id

e
li

n
es

 c
o
m

m
it

te
e 

ch
ai

r,
 0

4
A

p
r2

0

R
ev

ie
w

 d
u
e 

O
ct

2
3
  

 .
  
 T

ru
st

 R
ef

 C
1
8
8
/2

0
1
6

*

http://insitetogether.xuhl-tr.nhs.uk/pag/pagdocuments/Massive%20Haemorrhage%20UHL%20Guideline.pdf


Dear Doctor,

Your patient attended our ED with an episode of acute upper gastrointestinal bleeding.

Risk stratification using the Glasgow Blatchford Score (see box 2 on reverse) deemed your patient to be at low risk of death 

or needing intervention as a result of this episode. [1] Inpatient endoscopy or specialist review was therefore not required. As 

no   other indication for hospital admission was found your patient was discharged home from the ED.

Many patients in this situation will not require any further specialist follow-up. Please consider the guidance below [2]  to 

decide if referral for outpatient upper gastrointestinal endoscopy (OGD) may be appropriate at a later stage.

History in

a sentence:

Please don’t hesitate to contact any of the ED consultants if you have any questions about our management of this case.

ED Clinician Print Name Signature Role

Date

• Patients aged 55 years and older with unexplained and persistent recent-onset dyspepsia

• Patients of any age with dyspepsia who present with any of the following:

• chronic gastrointestinal bleeding

• progressive dysphagia

• progressive unintentional weight loss

• persistent vomiting

• iron deficiency anaemia

• epigastric mass

• suspicious barium meal result

• Patients presenting with any of the following, even in the absence of dyspepsia:

• dysphagia

• unexplained upper abdominal pain and weight loss, with or without back pain

• upper abdominal mass

• obstructive jaundice (depending on clinical state)

Consider also patients with

• Iron deficiency anaemia

• Unexplained weight loss

• Persistent vomiting and weight loss in the absence of dyspepsia

• Worsening of their dyspepsia known to have any of the following risk factors:

• Barrett's oesophagus

• dysplasia

• atrophic gastritis (pernicious anaemia)

• intestinal metaplasia

• peptic ulcer surgery more than 20 years ago

• Post-treatment follow-up for gastric ulcer or bleeding duodenal ulcer (6 to 8 weeks)

• Follow-up of oesophageal ulcer (8 weeks)

• Barrett's oesophagus (for surveillance)

• Patients with liver disease (to detect oesophageal varices)

• Patients with resistant H.pylori infection who have worsening of dyspepsia

• Patients with coeliac disease (for confirmatory biopsy)

2-week referral

Routine referral
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