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Abstract

Aim: Upper gastrointestinal (UGI) bleed can be a life-threatening condition commonly seen in the emergency department (ED). Hence, to efficiently allot
resources, optimize care, and ascertain the disposition of the patient, it is important to determine the severity of UGI bleeding. The objective of the study is
to compare patients presenting with UGI bleeding with both the AIMS-65 and GBS to determine most appropriate score in prognosticating clinical outcomes
and to identify high-risk patients needing transfusion of blood, endoscopic intervention, and admission to an intensive care unit (ICU) from the ED.

Materials and Methods: A prospective, observational study of patients presenting with an UGI bleed from April 2014 to June 2015. All patients above 18
years of age presenting to the ED with hematemesis, melena, or having blood on nasogastric aspirate are enrolled into the study. Patients aged less than 18
years with hemoptysis, hematochezia, or traumatic oral bleeding were excluded. The AIMS-65 and GBS were calculated for all patients and correlated with
the duration of their stay in the hospital, mortality, the need for blood transfusion and endoscopy.

Results: Of the 138 UGl bleeding patients, 37% had esophageal varices and 23% had peptic ulcer disease. The GBS was better than the AIMS-65 in predict-
ing the need for blood transfusion. Compared with the GBS, the AIMS-65 score was statistically significant in prognosticating mortality in-hospital and the
patient’s disposition to the ward or an intensive care unit.

Conclusion: The AIMS-65 score is a simple, appropriate, non-endoscopic risk score that can be employed in patients with acute UGI bleeding, aiding in
triage, early decision-making, and proper disposition from the ED.

Keywords: Upper gastrointestinal bleed, gastrointestinal hemorrhage, UGI bleed, Glasgow-Blatchford Score, AIMS-65, endoscopic intervention, ICU Care,

blood transfusion, disposition from ED, emergency department

Introduction

Upper gastrointestinal (UGI) bleed is a common life-threatening
condition seen in the emergency department (ED) (1-3). A careful as-
sessment is mandatory to determine the risk of re-bleeding or death
(3). The incidence of UGI bleeding is 50-170 per 100,000 people per
year (4). The American College of Gastroenterology practice guide-
line (5) advises that risk assessment should be done to aid the clini-
cian in making the all-important decision regarding the disposition
of the patient (6).

Not all UGI bleeds require an emergency intervention (7, 8). Even
though patients with UGI bleed are admitted and managed with in-
patient care and endoscopy, this approach is controversial due to the
use of a substantial number of resources. Various risk scoring meth-
ods for UGI bleeding have been generated and used to predict the

need for intervention or survival and to develop a standard manage-
ment strategy (7, 9-14). An endoscopy-based triage is suggested to
reduce cost and stay in hospitals (15), but it is rarely practiced due to
the regular unavailability of emergency endoscopy. In such places, a
scoring system dependent on clinical features would be desirable for
the ED physician (16, 17).

The Glasgow-Blatchford risk score (11) (GBS) and the pre- and
post-endoscopic Rockall score (7) have been compared to predict
clinical outcomes such as 30-day mortality, the need for hospi-
tal-based intervention, blood transfusion, the likelihood of re-bleed-
ing, surgical intervention and, the suitability for early discharge. De-
spite its limitations, the GBS (11, 18) is still comparable or better than
the Rockall score (19-23), and encouraging GBS use in routine risk
stratification.

The AIMS-65 score was derived from a comprehensive database
and validated to predict inpatient mortality (14). The AIMS-65 is sim-
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pler, as it is not weighted and does not require endoscopic findings,
thus making it easier to remember and use AIMS-65 score (24). The
AIMS-65 does not rely on medical history. Only laboratory investiga-
tions commonly performed in an ED and the mental health status of
the patient are required.

The objective of this study is to compare patients presenting with
UGI bleeding with both the AIMS-65 and GBS to determine the most
appropriate score used in prognosticating clinical outcomes and to
identify high-risk patients needing transfusion of blood, endoscopic
intervention, and admission to an intensive care unit (ICU) from the
ED.

Materials and Methods

A prospective, observational study of all patients presenting with
UGl bleeding, registered in the ED of a tertiary care university teach-
ing hospital in Chennai, India, which has an annual input of 30,000
patients. The study was conducted over a period of 15 months from
April 2014 to June 2015. All patients above the age of 18, presenting
to the ED with complaints of hematemesis, melena or having blood
on nasogastric aspirate were enrolled in the study.

Patients aged less than 18 years with a history of hemoptysis, he-
matochezia, and traumatic oral bleeding were excluded.

Methodology

Once a patient was identified as having UGI bleeding, the treat-
ing emergency physician would enter the details of the patients
into a preformatted questionnaire. The patient’s demographic data,
comorbid illness, Glasgow Coma Scale (GCS) score, previous history
of surgery/bleeding, history of melena, syncope, vital signs, and the
initial investigation values were entered in the questionnaire. The
disposition and the clinical outcomes of the patients were also re-
corded.

As part of the acute care and resuscitation, all UGI bleeding pa-
tients received intravenous proton pump inhibitor therapy as a stan-
dardized treatment, and patients with variceal hemorrhage received
vasoactive therapy with octreotide or somatostatin. A medical gas-
troenterologist admitted these patients and decided the need for
endoscopy, the timing of endoscopy, and the disposition to the ICU
or ward.

Patients who were admitted to the ICU or required blood trans-
fusion were considered high-risk patients. All causes of death during
hospitalization were considered mortality, while morbidity was relat-
ed to the number of days of hospitalization. Only the patient data
recorded at the time of presentation to the ED were utilized for the
study analysis.

Both the AIMS-65 and GBS were calculated for all patients in-
cluded in the study, based on the original study criteria (11, 14). The
indication for blood transfusion was defined as 30-40% blood loss
(1500-2000 mL). The admission criteria was defined as (a) age =60
years, (b) witnessed hematemesis or hematochezia (suspected con-
tinued bleeding), (c) hemodynamic disturbance (SBP <100 mmHg or
heart rate >100 bpm), and (d) patients with a known liver disease or
varices. The exact study definition for the need of endoscopy, admis-
sion to the ICU, and the time for endoscopy was not defined as it was
at the discretion of the treating gastroenterologist.

The GBS is derived using the patient’s hemoglobin and blood
urea nitrogen levels; vital signs like systolic blood pressure and heart

rate; and history of syncope, melena, cardiac failure, or hepatic dis-
ease (11). The score ranges from 0 to a maximum of 23 (Table 1). The
GBS had previously been validated with a suitable cutoff of less than
2 for low-risk patients (8, 25, 26).

The AIMS-65 score is derived using the patient’s age (>65 years),
blood pressure, GCS score, INR, and albumin levels (14). Each criteri-
on is given a point, and the score ranged from 0 to a maximum of 5
(Table 2). Only a few validation studies have previously been done
for the AIMS-65.

Statistical analysis

The data collected in the preformatted questionnaire were en-
tered into a spreadsheet (Microsoft Office Excel 2007; Microsoft Cor-
poration, Redmond, WA, USA). For categorical variables, descriptive
analysis like frequency and percentage were calculated. Moreover,
for continuous data, the mean and standard deviation were derived.
The sensitivity, specificity, positive predictive value (PPV), and neg-

Table 1. Glasgow-Blatchford score for assessing the severity of UGI
bleeding

Admission Risk Marker Score
Blood Urea (mmol/L) <6.5-7.9 2
899 3
10-24.9 4
=25 6
Hemoglobin-Men (g/dL) =12 1
10-11.9 3
<10 6
Hemoglobin-Women (g/dL) >10 1
<10 6
Systolic Blood Pressure (mmHg) =100 1
90-99 2
<90 3
Other Markers Pulse =100 1
Melena 1
Syncope 2
Liver Disease 2
Heart Failure 2
Table 2. The AIM65 score for assessing the severity of UGI bleeding
Feature Score
Albumin less than 3.0 g/dL (30 g/L) 1 Point
INR greater than 1.5 1 Point
Altered mental status (Glasgow Coma score
less than 14, disorientation, lethargy, stupor, or coma) 1 Point
Systolic blood pressure of 90 mmHg or less 1 Point
Age older than 65 years 1 Point
Total Score: 0-5
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Figure 1. A flowchart Comparing AIMS-65 Vs GBS Scores against five outcomes

ative predictive value (NPV) were analyzed to assess the predictive
accuracy of the study outcome using the area under the receiver-op-
erating characteristic (ROC) curve. A p-value of 0.05 was considered
as a significant level. Statistical analysis was done using statistical
software (IBM SPSS version 23.0; Armonk, NY, USA). This study was
approved by the institutional ethics committee, and a written con-
sent was taken from each patient or his/her attendant in both English
and his/her mother tongue.

Results

A total of 138 patients were included in the study (Figure 1).
Eighty-three percent of the patients in the study were male, with
42% of the patients aged between 61 and 80 years, with ages rang-
ing from 18 to 89 years. Systolic blood pressure <120 mmHg was ob-
served in 70% of the patients, diastolic blood pressure <80 mmHg
was observed in 74% of the patients, and tachycardia was present in
62% of the patients. Among the 138 patients with UGI bleeding, 89%
presented with a history of melena, 26% presented with the history
of syncope, and 15.2% had associated hepatic diseases. Seventy-two
percent of patients presented with a GCS of 15. Abnormal BUN levels
were observed in 58% of the patients, 61.6% had abnormal albumin
levels, and 71% had elevated INRs of more than 1.2 (Table 3). The
data of performance (sensitivity and specificity) were calculated in
our study with a cut off score of 1.5 for the AIMS-65 score and 8.5 for
the GBS.

It was observed that 51% of the patients (71/138) received a
blood transfusion (Table 4). The AIMS-65 score predicted that 42
patients required a blood transfusion, whereas the GBS predicted
that 43 patients needed blood transfusions (p=0.001). The GBS is the
optimal choice, even though both the AIMS-65 score and the GBS
have an acceptable prediction rate for classifying a patient’s need for
blood transfusion (Figure 2).

In our study, 66.7% of patients (92/138) were stable enough
to be admitted to the ward, whereas 33.3% required admission
to the ICU (46/138). A comparison of both scoring systems was
made to predict the need for admission to the ICU (Figure 3).
The AIMS-65 score predicted that 31 patients required admis-
sion to the ICU; however, the GBS predicted that only 26 pa-
tients required admission to the ICU (p=0.001) (Table 5, 6). The
in-hospital mortality was 13.2% (18 patients). The AIMS-65 and
GBS were compared to predict mortality (Figure 4). The AIMS-
65 score with a high predictive power (AUC=0.672; p=0.019)
is significantly better with a sensitivity 72% and NPV of 90%.
However, the GBS (AUC=0.601; p=0.166) had a sensitivity of
56% and NPV 88%. We thus suggest that the AIMS-65 is the
optimal choice for predicting the need for admission to the ICU
and in-hospital mortality.

Endoscopy was performed for 79% of the patients (109/138),
32.1% (35/109) of whom required endoscopic intervention such as
banding, endotherapy, and adrenaline injection. The AIMS-65 score
predicted that 20 patients required intervention during endoscopy,
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Table 3. Demographic and clinical characteristic features of patients presenting with UGI bleeding

Frequency
No Feature (n=138) %
1. Age Up to 40 years 22 15.9
41-60 years 47 341
61-80 years 58 42
>80 years 1 8
2. Gender Male 115 83.3
Female 23 16.7
3. Systolic blood pressure <120 mmHg 96 69.6
>120 mmHg 42 304
4. Diastolic blood pressure <80 mmHg 102 739
>80 mmHg 36 26.1
5. Heart rate (beats per minute [bpm]) HR >100 bpm 86 623
HR <100 bpm 52 37.7
6. Melena Positive 123 89.1
Negative 15 10.9
7. Syncope Positive 36 26.1
Negative 102 739
8. Hepatic disease Positive 21 15.2
Negative 117 84.8
9. Cardiac disease Positive 13 9.4
Negative 125 90.6
10. Glasgow Coma Scale (GCS) Score 8orless 5 3.6
9to 14 33 239
15 100 725
1. Hemoglobin (Hb) <8 26 18.8
8-10 74 536
10.1-12 25 18.1
>12 13 94
12. Blood Urea Bitrogen (BUN) level Normal 58 42
Abnormal 80 58
13. INR Normal 40 29
Elevated 98 71
14. Albumin Normal 53 384
Abnormal 85 61.6

but the GBS predicted that 17 patients required intervention during
endoscopy (Figure 5). In our study, 73.9% had less than a seven-day
stay at the hospital, and 26.1% stayed more than seven days. The
AIMS-65 and GBS were used to predict the length of hospital stay
(Figure 6). The AIMS-65 score predicted that 18 patients required
more than seven days of hospital stay compared with the GBS of
14 patients. Neither score was statistically significant (p=0.277 and
p=0.474, respectively).

Discussion

A few EDs utilize risk stratification tools for managing UGI bleeds,
and no standard scoring system has been adopted, even though it
has been recommended in many guidelines and consensus state-
ments. The risk stratification scores should be simple, and accurate.
They should also be easy to remember, calculate, and apply at the
bedside by using clinical data obtained from the patient at presen-
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Table 4. Investigation and outcomes in patients presenting with UGI bleeding

Frequency
No Feature (n=138) %
1. Endoscopy performed Yes 109 79
No 29 21
2. Endoscopic findings Esophageal varices 42 37
Gastritis 18 16
Gastric ulcer 13 1
Esophagitis 12 1
Duodenal ulcer 10 9
Duodenitis 6 5
Esophageal ulcers 4 3
Other 9 8
3. Endoscopic intervention Yes 35 254
No 103 74.6
4. Endoscopic intervention Banding 30 85.7
Endotherapy 2 5.71
Adrenaline injection 3 857
5. Blood transfusion No 67 48.6
Yes 71 514
6. Disposition Ward 92 66.7
ICU 46 333
7. Days of stay in hospital <7 days 102 73.9
> days 36 26.1
8. Mortality Dead 18 13
Recovered 120 87

Figure 2. ROC comparing AIMS-65 and GBS scores predicting need  Figure 3. ROC comparing AIMS-65 and GBS scores predicting need
for blood transfusion in UGI Bleeding patients for ICU in UGI Bleeding patients
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Table 5. Comparison of sensitivity, specificity, PPV, and NPV for five different study outcome criteria between the AIMS-65 and GBS in UGI

bleeding patients

Accuracy | Sensitivity| Specificity PPV NPV Positive Negative

Study outcome criteria (%) (%) (%) (%) (%) likelihood likelihood
Disposition AIMS-65 63 67 60 46 79 1.7 0.6

GBS 56 56 55 39 72 13 0.8
Blood transfusion AIMS-65 60 59 61 62 58 1.5 0.7

GBS 63 61 64 64 61 1.7 0.6
Endoscopic intervention AIMS-65 55 57 53 29 79 1.2 0.8

GBS 51 49 51 25 75 1 1
Duration of hospital stay AIMS-65 51 50 51 26 74 1 1

GBS 46 40 48 21 70 0.8 1.2
In-hospital mortality AIMS-65 68 71 55 25 920 1.6 0.5

GBS 57 67 55 24 88 1.5 0.6
PPV: positive predictive value; NPV: negative predictive value.

Table 6. Comparison of ROC analysis for five different study outcome criteria between the AIMS-65 and GBS in UGI bleeding patients

Asymptotic 95% confidence interval

Study outcome criteria AUC* Std. error® Asymp. sig.* Lower bound Upper bound
ICU admission AIMS-65 0.668 0.050 0.001% 0.570 0.765
GBS 0.583 0.055 0.111 0475 0.692
Blood transfusion AIMS-65 0611 0.048 0.025° 0.517 0.705
GBS 0.660 0.046 0.001% 0.569 0.751
Endoscopic intervention AIMS-65 0.533 0.056 0.560 0.423 0.643
GBS 0.526 0.055 0.649 0419 0.633
Duration of hospital stay AIMS-65 0.460 0.054 0.474 0.354 0.566
GBS 0.439 0.054 0.277 0.333 0.545
In-hospital mortality AIMS-65 0.672 0.064 0.019% 0.547 0.798
GBS 0.601 0.064 0.166 0475 0.727

The cut-off points for the AIMS-65 and GBS were 1.5 and 8.5, respectively.

cally significant as p<0.05

*AUC: area under the curve; ': standard error (under the nonparametric assumption); *: asymptotic significance (null hypothesis: true area = 0.5); : statisti-

tation to the ED and give independent predictive knowledge if they
must be adopted widely (27, 28).

The most validated risk scores for UGI bleeding are the GBS and
the Rockall score. However, these scores are poorly implemented by
emergency physicians, as they have various limitations that include
the need for endoscopic data, complex calculations, and weighting.
The use of the AIMS-65 could help overcome the above limitations
and help standardize the management of patients with UGI bleed-
ing. The AIMS-65 is simple, acronym-based, easy to remember and
calculate, highly accurate, and non-weighed and uses parameters
easily and routinely collected in the ED (14). Like previous studies,
this study validates the AIMS-65 score as an accurate risk stratifica-
tion score in patients presenting with UGI bleeding.

Of the 138 patients included in this study, the majority of patients
(42%) were aged between 61 to 80 years, with a median age of 67

years. In their studies, Cheng et al. (29) and Nakamura et al. (30) had
a similar median age of 56 years and 66 years, respectively. In our
study, 83% of males were affected with UGI bleeding compared with
17% of females. Similarly, Hyett et al. (5) and Nakamura et al. (30) also
suggested that males presented to the ED with UGI bleeding more
often than females did.

In our study, 15.2% of patients suffered from hepatic disease, and
9.4% of patients suffered from the cardiac disease. In contrast, in the
retrospective study by LeCleire et al. in France (31), 21.9% of patients
with UGI bleeding had hepatic disease. However, in the retrospective
study by Dicu et al. in Romania, 58% of patients with UGI bleeding
had cardiac disorders. Our study sample had fewer patients with he-
patic disease than the above two studies, which can be a limitation
in our findings. This difference between our study and the findings
of Dicu et al. (3) and LeCleire et al. (31) may be due to the difference



Venkat et al.
76 AIMS-65 vs. GBS in UGI Bleed

Eurasian J Emerg Med 2017; 16: 70-8

Figure 4. ROC comparing AIMS-65 and GBS scores predicting morta-
lity in UGI Bleeding patients

Figure 5. ROC comparing AIMS-65 and GBS scores predicting endos-
copic intervention in UGI Bleeding patients

in the geographical location and food and lifestyle habits of the pa-
tients.

In our study, endoscopy was performed on 78.9% of patients, with
a few patients being unstable or unwilling to undergo the procedure.
Esophageal varices (37%) were the most common finding, followed
by gastritis (16%), among those who had endoscopy for UGI bleed-
ing. Similarly, Alema et al. (32), in their study of 224 patients, recorded
that 40.6% suffered from esophageal varices, and Yaka et al. (17), in
their study of 254 patients, showed that 16.5% of their patients had
gastritis. However, Dicu et al. (3) also revealed that 41.4% of patients
had gastric/duodenal ulcers and that only 27.9% had esophageal
varices. Yaka et al. (17) observed that 34.6% of patients had gastric/
duodenal ulcers and that only 9.4% had esophageal varices.

A total of 71 patients (51%) received blood transfusion either in
the ED, the ICU, or wards. Previous studies have shown that for pre-
dicting the need for a blood transfusion, the GBS was better than

Figure 6. ROC comparing AIMS-65 and GBS scores predicting length
of hospital stay in UGI Bleeding patients

other scores (3, 17, 20). A comparison of both scores for prognosti-
cating the need for transfusion shows that the GBS has a higher pre-
dictive power than the AIMS-65 score (AUC=0.660 vs. AUC=0.611;
p=0.001). The GBS is the optimal choice, even though both the scores
have an acceptable prediction rate for classifying a patient’s need for
blood transfusion. Yaka et al. (17), in their study of 254 patients, also
suggested that the GBS was better than the AIMS-65 in prognosti-
cating the need for a blood transfusion (AUC=0.904 vs. AUC=0.796;
p<0.001). Similarly, the results of our study also confirmed the supe-
riority of the GBS. Because the levels of hemoglobin at presentation
to the ED are included in the GBS, it is a superior predictor of need for
blood transfusion.

We found that 92 patients (66.7%) were stable enough to be ad-
mitted to the ward, whereas 46 patients (33.3%) required admission
to the ICU. A comparison of both scoring systems was made to pre-
dict the need for admission to the ICU. Our study established that the
AIMS-65 is better than the GBS (AUC=0.668 vs. AUC=0.583; p=0.001)
in predicting the need for admission to the ICU. Robertson et al. (24),
in their study of 424 patients, also demonstrated that the AIMS-65
is better than the GBS in prognosticating the need for admission to
the ICU (AUC=0.74 vs. AUC=0.70; p=0.001). Similarly, Hyett et al. (5)
ascertained that the AIMS-65 is better than the GBS (AUC=0.69 vs.
AUC=0.63; p=0.35) in predicting the need for admission to the ICU.

The in-hospital mortality was 18 patients (13.2%) in our study. It
was observed that there were no deaths in patients with an AIMS-65
score of 0, and the number of fatalities rose with increasing AIMS-
65 scores when both scores were compared to predict mortality. The
AIMS-65 score with a high predictive power is significantly better
than the GBS (AUC=0.672 vs. AUC=0.601; p=0.019). Similarly, Than-
dassery et al. (33) (AUC=0.74; p<0.001) and Hyett et al. (5) (AUC=0.93
vs AUC=0.68; p<0.001) observed that the AIMS-65 score was superior
to the GBS in prognosticating in-hospital mortality.

Of the 109 patients (79%) who had an endoscopy, 35 required
endoscopic intervention (32.1%) such as banding, endotherapy,
and adrenaline injection. A comparison to prognosticate the need
for intervention during endoscopy found the AIMS-65 has a superi-
or specificity (52%), whereas the GBS has a higher sensitivity (57%)
and a lower specificity 43%. Bryant et al. (34) suggested that the GBS
predicted the need for endoscopic intervention in their study of 888
patients in which 80% of patients had an endoscopy and 40.3% re-
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quired endoscopic therapy. Similarly, Yaka et al. (17), in their study of
254 patients, 83.1% of whom had an endoscopy and 19.3% of whom
required endoscopic intervention, found that the GBS had a better
prognosticating ability in ascertaining the need for an endoscopic
intervention. The difference between the findings of Yaka et al. (17)
and Bryant et al. (34) and those of our study may be explained by
the fact that esophageal varices were the predominant etiology of
UGl bleeding in our study population due to the different lifestyles of
patients in our part of the world.

In our study, 102 patients (73.9%) had less than a seven-day
stay at the hospital, and 36 patients (26.1%) stayed more than sev-
en days. The AIMS-65 score has a superior predictive value than the
GBS (AUC=0.460 vs. AUC=0.439) in predicting the length of hospital
stay. However, in predicting the duration of hospital stay, there was
no difference between the two scores (p=0.277 and p=0.474, respec-
tively). Hyett et al. (5) found that both scores could prognosticate the
duration of stay with higher scores predicting the longer length of
stay (AUC = 0.15 [range 0.06-0.23] for the AIMS-65 and AUC = 0.17
[range 0.07-0.26] for the GBS). However, in predicting the outcomes,
there was no difference between the AIMS-65 and GBS (p=0.151 and
p=0.67, respectively). This difference may be due to the late presenta-
tion of patients or the physician’s choice of management and timing
of discharge.

Neither the AIMS-65 or GBS could predict the need for endo-
scopic intervention and the duration of hospital stay. This may be ex-
plained by the fact that our study population had fewer patients with
chronic hepatic disease; the predominant etiology being esophageal
varices. This can be attributed to the late presentation of patients to
the ED due to lack of awareness. The need for endoscopy and the
time for endoscopy were not defined as they were at the discretion
of the treating gastroenterologist.

Study limitations

There were a few limitations in this study. The AIMS-65 was origi-
nally designed to predict mortality, whereas the GBS aimed to predict
the need for emergent endoscopy and blood transfusion. Evaluating
both scores on different outcomes is one of the major limitations.
Another limitation is that there were fewer chronic hepatic disease
patients in our study than in other studies. Moreover, this might be
the reason for very low AUROC values compared with other studies
discussed above. Not every patient with UGI bleeding underwent
endoscopy, as the individual medical gastroenterologist made the
decision on the need for an endoscopy and the type of intervention
required for each patient. The severity of the disease was not the only
factor that influenced the length of stay; patient’s financial condition,
and the physician’s judgment could have played a role in deciding
the length of hospital stay. The study was conducted in a single cen-
ter with protocols for the management of the ED, but the decisions
taken by the medical gastroenterologist such as time for endoscopy,
blood transfusion, and length of stay may not have been uniformly
protocol-driven. This may have influenced the results of predicting
the need for endoscopic intervention and the duration of residence
at the hospital equally in both the AIMS-65 and GBS.

Conclusion

In our study, in-hospital mortality was the primary outcome; ICU
disposition, the need for blood transfusion, endoscopic intervention,

and the length of stay were secondary outcome measures. On com-
paring the AIMS-65 score with the GBS in patients with UGI bleeding,
the AIMS-65 score was better in prognosticating the disposition of
patients either to the ward or an ICU and in predicting in-hospital
mortality. The GBS was only superior in prognosticating the need for
transfusion of blood in patients with UGI bleeding. However, both
scores could not predict the need for endoscopic intervention and
the duration of stay at the hospital.

The AIMS-65 score had higher accuracy for predicting ICU or
ward disposition and in-patient mortality. In conclusion, the AIMS-65
score is a simple, appropriate, non-endoscopic risk score that can be
employed in patients with acute UGI bleeding, aiding in triage, early
decision-making, and proper disposition from the ED. Therefore, the
AIMS-65 score can be effectively applied in the ED. However, further
studies may be required in multiple centers with a larger study pop-
ulation to validate the AIMS-65 score for the overall management of
patients with UGI bleeding.

Ethics Committee Approval: Ethics committee approval was received for
this study from the ethics committee of Sri Ramachandra University- Chennai
(Ref: CSP-MED/14/FEB/12/29).

Informed Consent: Written informed consent was obtained from all the pa-
tients who participated in this study.

Peer-review: Externally peer-reviewed.
Conflict of Interest: No conflict of interest was declared by the authors.

Financial Disclosure: The authors declared that this study has received no
financial support.

References

1. Meltzer AC, Burnett S, Pinchbeck C, Brown AL, Choudhri T, Yadav K, et al.
Pre-endoscopic Rockall and Blatchford scores to identify which emer-
gency department patients with suspected gastrointestinal bleed do not
need endoscopic hemostasis. J Emerg Med 2013; 44: 1083-7. [CrossRef]

2. Leerdam ME, Vreeburg EM, Rauws EA, Geraedts AA, Tijssen JG, Reitsma
JB, et al. Acute upper Gl bleeding: did anything change?. Time trend
analysis of incidence and outcome of acute upper Gl bleeding between
1993/1994 and 2000. Am J Gastroenterol 2003; 98: 1494-9. [CrossRef]

3. Dicu D, Pop F, lonescu D, Dicu T. Comparison of risk scoring systems in
predicting clinical outcome at upper gastrointestinal bleeding patients
in an emergency unit. Am J Emerg Med 2013; 31: 94-9. [CrossRef]

4.  Vreeburg EM, Snel P, De Bruijne JW, Bartelsman JF, Rauws EA, Tytgat GN.
Acute upper gastrointestinal bleeding in the Amsterdam area: incidence,
diagnosis, and clinical outcome. Am J Gastroenterol 1997; 92: 236-43.

5. Hyett BH, Abougergi MS, Charpentier JP, Kumar NL, Brozovic S, Claggett
BL, et al. The AIMS65 score compared with the Glasgow-Blatchford score
in predicting outcomes in upper Gl bleeding. Gastrointest Endosc 2013;
77:551-7. [CrossRef]

6. Laine L, Jensen DM. Management of patients with ulcer bleeding. Am J
Gastroenterol 2012; 107: 345-60. [CrossRef]

7.  Rockall TA, Logan RF, Devlin HB, Northfield TC. Risk assessment after acute
upper gastrointestinal haemorrhage. Gut 1996; 38: 316-21. [CrossRef]

8. MasaokaT, SuzukiH, Hori S, Aikawa N, Hibi T. Blatchford scoring system is
a useful scoring system for detecting patients with upper gastrointesti-
nal bleeding who do not need endoscopic intervention. J Gastroenterol
Hepatol 2007; 22: 1404-8. [CrossRef]


https://doi.org/10.1016/j.jemermed.2012.11.021
https://doi.org/10.1111/j.1572-0241.2003.07517.x
https://doi.org/10.1016/j.ajem.2012.06.009
https://doi.org/10.1016/j.gie.2012.11.022
https://doi.org/10.1038/ajg.2011.480
https://doi.org/10.1136/gut.38.3.316
https://doi.org/10.1111/j.1440-1746.2006.04762.x

78

Venkat et al.
AIMS-65 vs. GBS in UGI Bleed

Eurasian J Emerg Med 2017; 16: 70-8

20.

21.

22.

Barkun AN, Bardou M, Kuipers EJ, Sung J, Hunt RH, Martel M, et al. Inter-
national consensus recommendations on the management of patients
with nonvariceal upper gastrointestinal bleeding. Ann Intern Med 2010;
152:101-13. [CrossRef]

Blatchford O, Murray WR, Blatchford M. A risk score to predict need for
treatment for upper gastrointestinal haemorrhage. Lancet 2000; 356:
1318-21. [CrossRef]

Saeed ZA, Winchester CB, Michaletz PA, Woods KL, Graham DV. A scoring
system to predict rebleeding after endoscopic therapy of nonvariceal
upper gastrointestinal hemorrhage, with a comparison of heat probe
and ethanol injection. Am J Gastroenterol 1993; 88: 1842-9.

Almela P, Benages A, Peiré S, Aidn R, Pérez MM, Pefa A, et al. A risk score
system for identification of patients with upper-Gl bleeding suitable for
outpatient management. Gastrointest Endosc 2004; 59: 772-81. [CrossRef]
Saltzman JR, Tabak YP, Hyett BH, Sun X, Travis AC, Johannes RS. A simple
risk score accurately predicts in-hospital mortality, length of stay, and
cost in acute upper Gl bleeding. Gastrointest Endosc 2011; 74: 1215-24.
[CrossRef]

Mustafa Z, Cameron A, Clark E, Stanley AJ. Outpatient management of
low-risk patients with upper gastrointestinal bleeding: can we safely ex-
tend the Glasgow Blatchford Score in clinical practice?. Eur J Gastroen-
terol Hepatol 2015; 27: 512-5. [CrossRef]

Lee JG, Turnipseed S, Romano PS, Vigil H, Azari R, Melnikoff N, et al. En-
doscopy-based triage significantly reduces hospitalization rates and
costs of treating upper Gl bleeding: a randomized controlled trial. Gas-
trointest Endosc 1999; 50: 755-61. [CrossRef]

Stanley AJ. Update on risk scoring systems for patients with upper gas-
trointestinal haemorrhage. World J Gastroenterol 2012; 18: 2739-44.
[CrossRef]

Yaka E, Yilmaz S, Ozgir Dogan N, Pekdemir M. Comparison of the
Glasgow-Blatchford and AIMS65 scoring systems for risk stratification
in upper gastrointestinal bleeding in the emergency department. Acad
Emerg Med 2015; 22: 22-30. [CrossRef]

Jung SH, Oh JH, Lee HY, Jeong JW, Go SE, You CR, et al. Is the AIMS65
score useful in predicting outcomes in peptic ulcer bleeding. World J
Gastroenterol 2014; 20: 1846-51. [CrossRef]

Laursen SB, Hansen JM, De Muckadell OB. The Glasgow Blatchford score
is the most accurate assessment of patients with upper gastrointestinal
hemorrhage. Clin Gastroenterol Hepatol 2012; 10: 1130-5. [CrossRef]
Stanley AJ, Dalton HR, Blatchford O, Ashley D, Mowat C, Cahill A, et al.
Multicentre comparison of the Glasgow Blatchford and Rockall scores in
the prediction of clinical end-points after upper gastrointestinal haem-
orrhage. Aliment Pharmacol Ther 2011; 34: 470-5. [CrossRef]

Pang SH, Ching JY, Lau JY, Sung JJ, Graham DY, Chan FK. Comparing the
Blatchford and pre-endoscopic Rockall score in predicting the need for
endoscopic therapy in patients with upper Gl hemorrhage. Gastrointest
Endosc 2010; 71: 1134-40. [CrossRef]

Stanley AJ, Ashley D, Dalton HR, Mowat C, Gaya DR, Thompson E, et al.
Outpatient management of patients with low-risk upper-gastrointesti-

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34,

nal haemorrhage: multicentre validation and prospective evaluation.
Lancet 2009; 373: 42-7. [CrossRef]

Chen IC, Hung MS, Chiu TF, Chen JC, Hsiao CT. Risk scoring systems to pre-
dict need for clinical intervention for patients with nonvariceal upper gas-
trointestinal tract bleeding. Am J Emerg Med 2007; 25: 774-9. [CrossRef]
Robertson M, Majumdar A, Boyapati R, Chung W, Worland T, Terbah R,
et al. Risk stratification in acute upper Gl bleeding: comparison of the
AIMS65 score with the Glasgow-Blatchford and Rockall scoring systems.
Gastrointest Endosc 2016; 83: 1151-60. [CrossRef]

Schiefer M, Aquarius M, Leffers P, Stassen P, van Deursen C, Oostenbrug
L, et al. Predictive validity of the Glasgow Blatchford Bleeding Score in an
unselected emergency department population in continental Europe.
Eur J Gastroenterol Hepatol 2012; 24: 382-7. [CrossRef]

Stephens JR, Hare NC, Warshow U, Hamad N, Fellows HJ, Pritchard C, et al.
Management of minor upper gastrointestinal haemorrhage in the com-
munity using the Glasgow Blatchford Score. Eur J Gastroenterol Hepatol
2009; 21: 1340-6. [CrossRef]

Mandell LA, Wunderink RG, Anzueto A, Bartlett JG, Campbell GD, Dean
NG, et al. Infectious Diseases Society of America/American Thoracic So-
ciety consensus guidelines on the management of community-acquired
pneumonia in adults. Clin Infect Dis 2007; 44(Suppl 2): S27-72. [CrossRef]
Lim WS, Baudouin SV, George RC, Hill AT, Jamieson C, Le Jeune |, et al. BTS
guidelines for the management of community acquired pneumonia in
adults: update 2009. Thorax 2009; 64(Suppl 3):iii1-55. [CrossRef]

Cheng DW, Lu YW, Teller T, Sekhon HK, Wu BU. A modified Glasgow
Blatchford Score improves risk stratification in upper gastrointestinal
bleed: a prospective comparison of scoring systems. Aliment Pharmacol
Ther 2012; 36: 782-9. [CrossRef]

Nakamura S, Matsumoto T, Sugimori H, Esaki M, Kitazono T, Hashizume
M. Emergency endoscopy for acute gastrointestinal bleeding: prognos-
tic value of endoscopic hemostasis and the AIMS65 score in Japanese
patients. Dig Endosc 2014; 26: 369-76. [CrossRef]

Lecleire S, Di Fiore F, Merle V, Hervé S, Duhamel C, Rudelli A, et al. Acute
upper gastrointestinal bleeding in patients with liver cirrhosis and in
noncirrhotic patients: epidemiology and predictive factors of mortality
in a prospective multicenter population-based study. J Clin Gastroenter-
ol 2005; 39: 321-7. [CrossRef]

Alema ON, Martin DO, Okello TR. Endoscopic findings in upper gastroin-
testinal bleeding patients at Lacor hospital, northern Uganda. Afr Health
Sci2012; 12: 518-21.

Thandassery RB, Sharma M, John AK, Al-Ejji KM, Wani H, Sultan K, et al.
Clinical application of AIMS65 scores to predict outcomes in patients
with upper gastrointestinal hemorrhage. Clin Endosc 2015; 48: 380-4.
[CrossRef]

Bryant RV, Kuo P, Williamson K, Yam C, Schoeman MN, Holloway RH, et al.
Performance of the Glasgow-Blatchford score in predicting clinical out-
comes and intervention in hospitalized patients with upper Gl bleeding.
Gastrointest Endosc 2013; 78: 576-83. [CrossRef]


https://doi.org/10.7326/0003-4819-152-2-201001190-00009
https://doi.org/10.1016/S0140-6736(00)02816-6
https://doi.org/10.1016/S0016-5107(04)00362-1
https://doi.org/10.1016/j.gie.2011.06.024
https://doi.org/10.1097/MEG.0000000000000333
https://doi.org/10.1016/S0016-5107(99)70154-9
https://doi.org/10.3748/wjg.v18.i22.2739
https://doi.org/10.1111/acem.12554
https://doi.org/10.3748/wjg.v20.i7.1846
https://doi.org/10.1016/j.cgh.2012.06.022
https://doi.org/10.1111/j.1365-2036.2011.04747.x
https://doi.org/10.1016/j.gie.2010.01.028
https://doi.org/10.1016/S0140-6736(08)61769-9
https://doi.org/10.1016/j.ajem.2006.12.024
https://doi.org/10.1016/j.gie.2015.10.021
https://doi.org/10.1097/meg.0b013e3283505965
https://doi.org/10.1097/MEG.0b013e32831bc3ec
https://doi.org/10.1086/511159
https://doi.org/10.1136/thx.2009.121434
https://doi.org/10.1111/apt.12029
https://doi.org/10.1111/den.12187
https://doi.org/10.1097/01.mcg.0000155133.50562.c9
https://doi.org/10.5946/ce.2015.48.5.380
https://doi.org/10.1016/j.gie.2013.05.003

