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Xudt huyét tiéu hdéa (XHTH) trén ld mdt tinh trang cp cdu ndi khoa
thudng gdp, doi hdi tiép cdn diéu tri cé hé théng vd phdi hop da
chuyén khoa nhdm gidm thiéu bién chidng vd t& vong. Bdi trinh bday
cung cdp téng quan cdp nhdt vé nguyén tdc diéu tri, thdi diém va chi
dinh ndi soi, cing nhu cdc ky thudt can thiép ndi soi hién dai trong xu
tri XHTH trén.

H&i stc ndi khoa la uu tién hang dau vaéi cdc bién phdp co bdan nhu
n&dm ddau thép, thd oxy, nhin &n va bdi hodn thé tich tuén hodn. Sau
khi 8n dinh huyét déng, ndi soi tiéu hoa trén la cong cu then chbt dé
chdn dodn va can thiép diéu tri. Noi soi nén dudc thuc hién trong
vong 24 gid sau khi nhdp vién, ddc biét ld trong vong 12 gid & cdc
trudng hop nghi ngd va gidn tinh mach thuc qudan hodc bénh nhéan cé
rbi loan huyét déng. Tuy nhién, Lgi ich clia ndi soi khdn <6 gid chua
dugc khdng dinh ré rang trén dién réng. Cdc hudng dan hién tai chua
dd bdng chiing dé khuyén cdo ndi soi cép clu cho tét cd bénh nhan.
Ngoai L& ld nhédm bénh nhan c6 huyét dong khong 6n dinh, trong dé
mot s& nghién cliu cho thdy ndi soi <6 gid sau khi dd 8n dinh huyét
déng cé thé lam gidm ty L& td vong.

Pdng chu vy, khéng cdn thiét phai diéu chinh INR vé muc binh thudng
trudc khi ndi soi cdp clu. Viéc tri hodn ndi soi dé dat INR tdi uu khdng
cdi thién tién lugng va cé thé lam chdm tré xd tri. Chi dinh d&t noi khi
qudn nén dudc can nhdc chon loc, ddc biét trong cdc trudng hgp rbi
loan tri gidc, nén mdu luong nhiéu, mdu dong trong da ddy hodc khi
can thay déi tu thé bénh nhéan dé xdc dinh vi tri xudt huyét. Noi khi
qudn nén dugc ddnh gid rat sém sau can thiép khi diéu kién cho
phép.



Ky thudt ndi soi diéu tri cdn dudc cd thé hoa theo nguyén nhdan va
ddc diém tén thuong. Bbi véi gidn tinh mach thuc qudn va gidn tinh
mach da day kiéu GOV1, phuong phdp thdt tinh mach thuc qudn L&
lua chon uu tién. V&i cdc dang gidn tinh mach da day khdc, tiém keo
Cyanoacrylate dugc khuyén cdo. Trong XHTH khéng do t&ng dp tinh
mach cla, kep cdm mdau don cuc st dung dong dién dp thdp ld mbt
lua chon hiéu qud thay thé cdc phuong phdp co hoc hodc nhiét déng
truyén théng, ddc biét trong cdc tén thuong khé tiép cén hodc cd nén
loét xa héa. Bdt cdm mdu lad phuong phdp nédi soi khéng tiép xdc hiu
ich trong cdc tinh hudng chdy mdu & at gdy han ché tdm nhin. Clip
loai "over-the-scope" (OTSC) nén dugc can nhdc nhu bién phdp clu
van khi cdc ky thudt cdm mdu thudng quy thdt bai hodc du kién
khéng hiéu qua.

Tém Lai, viéc quan ly XHTH trén hiéu quda doi héi ddnh gid ladm sang
nhanh chéng, lua chon thdi diém ndi soi thich hdp, phdi hap hédi stic
va& can thiép kip thdi. Su tién bd cua ky thudt ndi soi hién dai déng vai
trd quan trong trong viéc kiém sodt chdy mdu va cdi thién két cuc
l&m sang cho ngudi bénh
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Upper gastrointestinal bleeding (UGIB) is a common medical
emergency requiring a systematic approach and multidisciplinary
collaboration to reduce complications and mortality. This presentation
provides an updated overview of treatment principles, optimal timing
and indications for endoscopy, as well as advances in therapeutic
endoscopic techniques in the management of UGIB.

Initial resuscitation remains the cornerstone of management,
including head-low positioning, oxygen supplementation, fasting, and
fluid or blood volume replacement. Once hemodynamic stability is
achieved, upper endoscopy serves as a critical tool for both diagnosis
and therapeutic intervention. Endoscopy is recommended within 24
hours of hospital admission and should be performed within 12 hours
in patients suspected of having variceal bleeding or those presenting
with hemodynamic instability. However, the benefit of endoscopy
performed within 6 hours remains uncertain. Current guidelines do not
universally support emergent endoscopy for all cases. Notably,
patients with unstable hemodynamics may benefit from emergent
endoscopy {<6é hours), which has been associated with a reduction in
mortality once volume resuscitation is completed.

Importantly, correction of coagulation parameters, such as INR, to
normal levels prior to urgent endoscopy is not necessary. Delaying
endoscopy for this purpose has not demonstrated improved
outcomes and may postpone definitive care. Elective endotracheal
intubation should be considered selectively for patients with altered
mental status, massive hematemesis, significant gastric blood
pooling, or when positional changes are needed to locate the
bleeding source. Early reassessment and extubation post-procedure
are encouraged when clinically feasible.



Endoscopic treatment should be tailored to the etiology and
characteristics of the bleeding lesion. For esophageal varices and
GOVltype gastric varices, endoscopic variceal ligation (EVL) is
preferred. For other gastric varices, injection with cyanoacrylate glue is
recommended. In non-variceal UGIB, monopolar hemostatic forceps
using low-voltage current may be an effective alternative to
conventional thermal or mechanical methods, especially in fibrotic or
difficult-to-reach ulcers. Hemostatic powders are a valuable non-
contact option in cases of diffuse or brisk bleeding that Llimit
endoscopic visibility. Over-the-scope clips (OTSC) should be considered
as a rescue modality in patients with refractory bleeding or when
conventional techniques are predicted to be ineffective.

In conclusion, effective management of UGIB requires prompt clinical
assessment, appropriate timing of endoscopy, and coordinated
resuscitation and intervention strategies. Advances in modern
endoscopic technigues play a pivotal role in achieving hemostasis
and improving patient outcomes.



