European guidelines on the management of upper gastrointestinal bleeding: where are emergency physicians?

In the last two years, the European Society of Gastrointestinal Endoscopy have updated it guidelines on the diagnosis and management of nonvariceal upper gastrointestinal bleeding (UGIB) and adapted the Baveno VI guideline on the management of variceal UGIB. [START_REF] Gralnek | Endoscopic diagnosis and management of nonvariceal upper gastrointestinal hemorrhage (NVUGIH): European Society of Gastrointestinal Endoscopy (ESGE) Guideline -Update 2021[END_REF]2] These guidelines encompass the endoscopic and post-endoscopic patient's management, but a large part of these reports also describe the pre-endoscopic management of these patients.. But before being referred to our colleagues from gastroenterology, endoscopy and/or intensive care, patients with an UGIB generally present to an emergency department (ED) or call emergency medical services (i.e. 15, 112, 911, 999). [3] 

Patients presentating symptoms, triage, risk stratification and treatment initiation

UGIB is common medical emergency, with an estimated incidence ranging from 65 to 134 per 100,000 individuals. [3][4][5] At initial assessment, patients can present with a large variety of symptoms ranging from hematochezia, anemia or shock for most severe patients, to hematemesis and/or melena. These symptoms can be caused by numerous potentially serious lesions, including, but not limited to, peptic ulcers and/or varices. [3,4,6].

Therefore, patients' managements entry point is the initial complaint (bleeding) and rarely the bleeding aetiology (peptic ulcers or varices). From the emergency department perspective, the first step when facing a patient presenting for a bleeding that could be due to an UGIB is initial triage. Depending on the used triage scales, and regardless of their vitals, these patients are considered as urgent to very urgent [7].

Patients with a suspected UGIB require a rapid initial evaluation and must be revaluated on a regular basis. Clinicians can use the Glasgow-Blatchford Score (GBS) or the pre-endoscopy Rockall Score to stratify patients risk [START_REF] Gralnek | Endoscopic diagnosis and management of nonvariceal upper gastrointestinal hemorrhage (NVUGIH): European Society of Gastrointestinal Endoscopy (ESGE) Guideline -Update 2021[END_REF], but both these scores are probably more useful to stratify the immediate or delayed need for endoscopy rather than the magnitude of ED based care. In an ED setting, we are more concerned by the patient that could deteriorate in the next hours and we will therefore initially focus on formalized or unformalized clinical assessment, looking repeatedly for severity signs. Warning scores as the National Early Warning Score (NEWS), the Modified Early Warning Score (MEWS) or even the Quick Sepsis-related Organ Failure Assessment (Q-SOFA) are used on a regular basis [5]. In patients presenting with low early warning scores, adding patient comorbidities appears to increase the ability of these score to predict unfavourable outcome, as it has been suggested in some of the recently developed triage scales [7,8] If the patient is hemodynamically unstable, and requires continuous active resuscitation even after prompt intravascular volume replacement one could consider initiating inotropic support as well as major haemorrhage protocols. The principles of permissive hypotension or hypotensive resuscitation could be employed in the patient with a UGIB induced haemorrhagic shock, as it is the case in patients with a trauma induced haemorrhagic shock. [START_REF] Kudo | Permissive hypotension/hypotensive resuscitation and restricted/controlled resuscitation in patients with severe trauma[END_REF] 

A common set of recommendations and larger panel of experts

Management entry point, triage, severity assessment or treatment of unstable patients are just mere examples of areas in which the guidelines could benefit from a multi-disciplinary approach.

Patients' managements will start with the patients' complaint and not with a diagnosis, but recommendations are often dichotomized between variceal and nonvariceal bleeding. [START_REF] Gralnek | Endoscopic diagnosis and management of nonvariceal upper gastrointestinal hemorrhage (NVUGIH): European Society of Gastrointestinal Endoscopy (ESGE) Guideline -Update 2021[END_REF]2,[START_REF] Barkun | Management of Nonvariceal Upper Gastrointestinal Bleeding: Guideline Recommendations From the International Consensus Group[END_REF][START_REF] Laine | ACG Clinical Guideline: Upper Gastrointestinal and Ulcer Bleeding[END_REF] This classification is historical and widespread, however UGIB origin, even if it can be suspected, is at least ambiguous during initial management of these patients. As an example, in 20% of patients with a history of cirrhosis, UGIB was due to a bleeding peptic ulcer in a series of patients that have presented to French EDs in 2013. [3] Therefore, to avoid moving from a recommendation to the other depending on the initial suspected aetiology or diagnosis, it would be preferable to have a common set of recommendations (or a common section in each guideline) for the initial management of patients presenting with a suspected UGIB.

In the nonvariceal UGIB guidelines, 18 out of 49 (37%) recommendations focus on the preendoscopic management of patients [START_REF] Gralnek | Endoscopic diagnosis and management of nonvariceal upper gastrointestinal hemorrhage (NVUGIH): European Society of Gastrointestinal Endoscopy (ESGE) Guideline -Update 2021[END_REF]. The quality of the available evidence was low for 10 of them, moderate for 4 and high for only the remaining 4. That means that the vast majority of recommendations on the initial management of patients with UGIB is based on gastroenterologists' experts' opinions. These experts should have included emergency physicians, as well as critical care specialists, as they are very much involved in the early management of UGIB patients. In most European health care systems, these patients are the responsibility of emergency physicians. Gastroenterologists, hepatologists and endoscopists are rarely the primary health care provider in these situations.

Our colleagues from the British Society of Gastroenterology have recently led a multi-society consensus process and published a care bundle for the early clinical management of UGIB. [5] And a few years ago the French Society of Intensive Care, with the participation of the French Language Group of Paediatric Intensive Care and Emergencies, the French Society of Emergency Medicine, the French Society of Gastroenterology, and the French Society of Digestive Endoscopy have published common recommendations for the management of severe gastrointestinal bleeding in adults and children. [START_REF] Osman | Management by the intensivist of gastrointestinal bleeding in adults and children[END_REF] It is now time for the European scientific societies to collaborate in order to avoid such pitfalls in the design, conduct and drafting of future recommendations on upper gastrointestinal bleeding. Emergency medicine specialists must take an active part in these recommendations, as patients will continue to come to our EDs for suspected UGIB. We will be the ones assessing and treating them first, as this is emergency medicine, and emergency medicine is what we do.
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