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Téng quan: P&i v8i bénh nhdn xo gan xudt huyét tiéu hod (XHTH) do
v8 gian tinh mach thuc qudn (GTMTQ), hdu hét cdc hudng ddn hién
hanh khuyén cdo thuc hién ndi soi trong vong 12 gid va mét vai hudng
ddn khuyén cdo tu 12-24 gid. Tuy nhién, thdi diém ndi soi tdi uu dé dat
hiéu qud diéu tri cao nhét van con nhiéu tranh cdi, va cac nghién cliu
hién nay dua ra két qud chua thdng nhét.

Muc tiéu: Danh gid thdi diém can thiép ndi soi tdi uu dbi véi XHTH do
v3 GTMTQ théng qua so sdnh ty & that bai diéu tri trong 5 ngdy, tu
vong tai bénh vién, nhu cdu chdm séc taqi ICU, tdng don vi mdu truyén,
va& thdi gian ndm vién gita hai nhém ndi soi sém (<12 gid) va ndi soi tri
hodn (>12 gid).

Dbéi tugng va phudng phdp nghién ciu: Nghién cliu hdi clu dugc
thuc hién trén 265 bénh nhén xo gan XHTH do v& GTMTQ da dugc EVL
tU thdng 1/2022 dén thang 12/2024 tai bénh vién Ba N&ng. Bénh nhan
dudgc phan chia thanh hai nhém nédi soi sém va ndi soi tri hodn dua
vao thdi diém ndi soi can thiép tU khi nhdp vién. SU dung phdan tich
ghép cdp 1:1 theo diém xu hudng (Propensity Score Matching - PSM) dé
gidm thiéu sai léch va ddm bdo su tuong ddng vé ddc diém nén, ldm
sang, va cdn ldm sang gitda hai nhém. Sau khi thuc hién 1:1 PSM, cé 90
bénh nhén thuéc nhém ndi soi sém va 90 bénh nhdn thuéc nhém noi
soi tri hoan da dudgc lua chon.



Két quad: Trong sb 265 bénh nhan du diéu kién, 109 (41,1%) bénh nhan
dudgc ndi soi trudc 12 gid va 156 (58,9%) bénh nhé&n dugc ndi soi sau 12
gid. DU nhém bénh nhdn dugc ndi soi tri hodn cho thdy két cuc tbt
hon nhom dugc ndi soi sém, tuy nhién, khéng co su khdc biét co y
nghia thdng k& gita hai nhéom véi ti 1& that bai diéu tri trong 5 ngdy
(10,1% va 9%, p=0,759), t& vong trong bénh vién (10,1% va 7,1%, p=0,377),
nhu cdu chdm séc tai ICU (13,8% va& 10,9%, p=0,481), téng don vi mdu
truyén (p=0,585), vd1 thdi gian ndm vién (p=0,35). Tuong tu, sau 1:1 PSM,
khéng ghi nhdn su khdc biét gita 2 nhém. Cu thé, ti lé that bai diéu tri
trong 5 ngady (11,1% va 6,7%; p=0,295), t& vong trong bénh vién (11,1% va
44%; p=0,095), nhu cdu ch&m sdc tai ICU (15,6% va 10%, p=0,264), tdng
don vi mdu truyén (p=0,688), v&1 thdi gian ndm vién (p=0,187). Ngodi ra,
qua phén tich héi quy don bién va da bién logistic, huyét dp tdm thu
thdp (OR=0,964; Cl 0,933-0,996), nbng dd creatinine mdau cao (OR=1,032;
Cl 1,010-1,056), diém Child-Pugh cao (OR = 2,422; CI 1,354-4,331) luc nh&p
vién la cdc yéu t6 nguy ca ddc lép du dodn td vong tai bénh vién &
bé&nh nhan xag gan xudt huyét do vd GTMTQ.

Két luan: Thdi diém noi soi (trudc hodc sau 12 gid) khéng anh hudng
dang ké dén két cuc ldm sdng 3 bénh nhan XHTH do v& GTMTQ. Viéc
quyét dinh thdi diém ndi soi nén dua trén tinh trang bénh nhén va
ddnh gid clia bdc si ldm sang. Cac yéu td nguy co ddc Llap du bdo td
vong trong bénh vién gébm huyét dp tdm thu thép, creatinine mdu
cao, va diém Child-Pugh cao lic nhdp vién.

TU khod: xo gan, xudt huyét tiéu hod, gian tinh mach thuc quan, thsi
diém ndi soi.
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Introduction: In cirrhotic patients with esophageal variceal bleeding
(EVB), most current guidelines recommend performing an endoscopy
within 12 hours and some recommend between 12-24 hours. However,
the optimal timing of endoscopy to achieve the highest treatment
efficacy remains controversial, and current studies provide
inconsistent results.

Objective: To evaluate the optimal timing of endoscopic intervention
for EVB by comparing 5-day treatment failure, in-hospital mortality, the
need for ICU care, total blood transfusion units, and length of hospital
stay between early endoscopy {<12 hours) and delayed endoscopy (>12
hours) groups.

Subjects and Methods: A retrospective study was conducted on 265
cirrhotic patients with EVB who underwent endoscopic variceal ligation
(EVL) at Da Nang Hospital from January 2022 to December 2024.
Patients were divided into early and delayed endoscopy groups based
on the timing of endoscopic intervention since admission. 1.1
Propensity Score Matching {(PSM} was employed to minimize bias and
ensure baseline comparability between the two groups. After 1.1 PSM,
90 patients in the early and 90 in the delayed endoscopy groups were
selected.



Results: Among the 265 eligible patients, 109 (41.1%) underwent
endoscopy within 12 hours, while 156 (58.9%) underwent after 12 hours.
There were no statistically significant differences between the early
and delayed endoscopy groups regarding 5-day treatment failure
(10.1% vs. 9%, p=0.759), in-hospital mortality (10.1% vs. 7.1%, p=0.377), the
need for ICU care (13.8% vs. 10.9%, p=0.481), total blood transfusion
units {(p=0.585), and the length of hospital stay (p=0.35). Similarly, after
11 PSM, no significant differences were observed between the two
groups: 5-day treatment failure (11.1% vs. 6.7%, p=0.295)}, in-hospital
mortality (11.1% vs. 4.4%, p=0.095), the need for ICU care (15.6% vs. 10%,
p=0.264), total blood transfusion units (p=0.688), and the length of
hospital stay (p=0.187). Moreover, univariate and multivariate logistic
regression analysis identified low systolic blood pressure ((OR=0,964; CI
0,933-0,996), elevated serum creatinine levels (OR=1,032; Cl 1,010-1,056),
and high Child-Pugh scores (OR=2,422; Cl 1,354-4,331) at admission as
independent predictors for in-hospital mortality in cirrhotic patients
with EVB.

Conclusion: The timing of endoscopy (before or after 12 hours) does
not significantly impact clinical outcomes in patients with EVB. The
decision on endoscopy timing should depend on the patient’s
condition and the physician's discretion. Independent predictors for in-
hospital mortality include low systolic blood pressure, elevated serum
creatinine levels, and high Child-Pugh scores at admission.
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