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Evaluation of morbidity and mortality in upper gastrointestinal
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Abstract

Aim: The aim of this study is to evaluate the effects of antithrombotic drugs on clinical course, endoscopic findings,
laboratory values, hospital stay duration, and in-hospital mortality by comparing acute upper gastrointestinal (Gl) bleeding
patients who use and do not use these drugs.

Material and Methods: A total of 405 patients diagnosed with upper Gl bleeding at the Gastroenterology Clinic of Ankara
Bilkent City Hospital between January 2023 and March 2025 were retrospectively reviewed. Patients were divided into
four groups based on antithrombotic drug use: those not using drugs, those using only antiplatelet drugs, those using
only anticoagulants, and those using both drugs together. Clinical, laboratory, and endoscopic data were analyzed. The
association between antithrombotic drug use and mortality was evaluated using multivariate logistic regression models
and propensity score matching (PSM).

Results: Patients using antithrombotic drugs were significantly older (74.3 + 12.1 vs. 53.5 + 19.3 years, p<0.001) and had
more comorbidities. Hemoglobin levels were lower, and urea, creatinine, and INR values were higher in this group (all
p<0.001). Endoscopic findings did not show significant differences between the two groups. Although in-hospital mortality
was higher among antithrombotic users (6.6% vs 2.9%), this difference was not statistically significant (p=0.126). After PSM
and multivariate analysis, the independent association of antithrombotic drug use with mortality was no longer present.
However, these patients had alonger length of stay (9.3 vs. 6.1 days, p<0.001) and a greater decrease in hemoglobin (p=0.027).

Conclusion: Although the mortality rate after Gl bleeding appears to be higher in patients using antithrombotic drugs,
this difference is mainly due to advanced age and comorbidity burden. Antithrombotic drugs alone have not been shown
to have an independent effect on mortality. However, increased morbidity in this patient group should not be overlooked.
Clinical decisions should be individualized, taking into account the patient's overall condition.
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Oz
Amag: Bu calismanin amaci, antitrombotik ilag kullanan ve kullanmayan akut (st gastrointestinal (Gi) kanamali hastalari

karsilastirarak, bu ilaglarin klinik seyir, endoskopik bulgular, laboratuvar degerleri, hastanede yatis siiresi ve hastane igi
mortalite Gizerindeki etkilerini degerlendirmektir.

Gereg ve Yontemler: Ocak 2023 ile Mart 2025 tarihleri arasinda Ankara Bilkent Sehir Hastanesi Gastroenteroloji Klinigi'nde
Uist Gl kanama tanisi alan toplam 405 hasta retrospektif olarak incelendi. Hastalar antitrombotik ilag kullanimina gére dért
gruba ayrildi:ila¢ kullanmayanlar, yalnizca antiplatelet kullananlar, yalnizca antikoagtilan kullananlar ve her iki ilaci birlikte
kullananlar. Klinik, laboratuvar ve endoskopik veriler analiz edildi. Antitrombotik ilag kullanimi ile mortalite arasindaki iliski
cok degiskenli lojistik regresyon modelleri ve egilim skoru eslestirme (PSM) yontemi ile degerlendirildi.

Bulgular: Antitrombotik ila¢ kullanan hastalar anlamli derecede daha yasliydi (74,3 £ 12,1 vs. 53,5 £ 19,3 yil, p<0,001) ve daha
fazla komorbiditeye sahipti. Bu grupta hemoglobin diizeyleri daha dlsuk, Ure, kreatinin ve INR degerleriise daha ylksekti (tim
p<0,001). Endoskopik bulgular iki grup arasinda anlamli fark gdstermedi. Hastane i¢ci mortalite, antitrombotik kullananlarda
daha ytiiksek olmasina ragmen (ylizde 6,6 vs. ylizde 2,9), bu fark istatistiksel olarak anlamli degildi (p=0,126). PSM ve ¢ok
degiskenli analiz sonrasinda antitrombotik ila¢ kullaniminin mortalite ile bagimsiz iliskisi bulunmadi. Bununla birlikte, bu
hastalarda yatis stiresi daha uzundu (9,3 vs. 6,1 giin, p<0,001) ve hemoglobinde daha fazla diisiis gézlendi (p=0,027).

Sonug: Gi kanama sonrasi mortalite, antitrombotik ilac kullanan hastalarda daha yiksek gériinse de, bu fark esas
olarak ileri yas ve komorbidite yiikiine baglidir. Antitrombotik ilaclarin tek basina mortalite Gzerinde bagimsiz bir etkisi
gosterilememistir. Bununla birlikte, bu hasta grubunda artan morbidite g6z ardi edilmemelidir. Klinik kararlar, hastanin
genel durumu g6z 6nlinde bulundurularak bireysellestirilmelidir.

Anahtar Kelimeler: antitrombotik tedavi, Gst gastrointestinal kanama, mortalite, morbidite, endoskopik bulgular

Introduction thrombosis poses clinical challenges. Furthermore, these

Upper Gl bleeding is a life-threatening condition requiring patients are generally geriatric and have a burden of multiple

urgent interventional treatment and follow-up in a inpatient comorbidities such as hypertension, diabetes, atrial fibrillation,

unit or intensive care unit [1]. Morbidity and mortality rates coronary artery disease, and cerebrovascular events [7,8]. This

increase in elderly patients and those with a high burden of independently affects mortality and morbidity risk. Although

comorbidities [2]. Clinically, it presents with variable symptoms studies have been conducted in the literature on the clinical

such as melena, hematemesis, hematochezia, and syncope,
requiring a multidisciplinary approach for both diagnosis
and treatment [3]. Antithrombotic agents (antiplatelets
and anticoagulants) are widely used in the treatment of
cardiovascular and cerebrovascular diseases today [4].
Drugs such as aspirin, clopidogrel, warfarin, and direct oral
anticoagulants are proven effective agents in the prophylaxis
of thromboembolic events. However, these treatment methods
increase therisk of bleedingin the Gl system by causing mucosal
damage or affecting the coagulation cascade [5,6]. The clinical
approach to patients with Gl bleeding developing under
antithrombotic therapy is more complex than in the normal
population. In this patient group, maintaining hemodynamic
stability, controlling bleeding, and restarting antithrombotic
therapy without increasing the risk of rebleeding or
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outcomes of Gl bleeding in patients using antithrombotic
drugs, there is no clear consensus among the results [9,10].
The observed clinical outcomes may be related to the general
health status of the patient profile rather than the direct effect
of the drugs. In this context, it is crucial to understand what
confounding factors may exist in the relationship between
antithrombotic treatment and its clinical outcomes.

This study is a large-scale retrospective cohort study comparing
patients with upper Gl bleeding who did and did not receive
antithrombotic drugs in terms of clinical outcomes. Its main
objective is to evaluate the effect of antithrombotic treatment
on the clinical course, laboratory findings, endoscopic findings,
length of stay, and in-hospital mortality of the treated group.
Furthermore, using multivariate logistic regression models and
propensity score matching methods, it was investigated whether



the observed relationships were independent of confounding
factors.These analyses aim to provide more objective and reliable
results to the literature regarding the management of upper Gl
bleeding in patients receiving antithrombotic therapy.

Material and Methods

This study was designed as a retrospective cohort study.
Patients diagnosed with upper Gl bleeding based on clinical,
laboratory, and endoscopic findings between January 2023
and March 2025 at the Gastroenterology Clinic of Ankara
Bilkent City Hospital were enrolled. Patients over 18 years ofage
diagnosed with upper Gl bleeding were included in the study.
Exclusion criteria were: 1) patients with lower Gl bleeding; 2)
patients with incomplete clinical, laboratory, and endoscopic
data who could not be diagnosed; 3) patients presenting with
anemia but without clinical symptoms of upper Gl bleeding;
4) pregnant women; 5) patients with a known medical history
of stomach or esophageal cancer.

After applying the inclusion and exclusion criteria, 405 patients
were included in the study.This study was conducted in accordance
with the Declaration of Helsinki and was approved by the Ethics
Committee of Ankara Bilkent City Hospital (TABED 1-25-1695).

All data were obtained retrospectively from the hospital
record system. Demographic data such as age and gender
were recorded for each patient. Comorbidities included
hypertension, DM, coronary artery disease, atrial fibrillation,
cerebrovascular disease, and dementia. Clinical data such
as melena, hematemesis, hematochezia, and syncope were
recorded for each patient. Vital signs including systolic and
diastolic blood pressure, heart rate values, and the presence
of tachycardia and hypotension were recorded. Laboratory
findings included hemoglobin, white blood cell (WBC) count,
platelet count, RDW, anemia, BUN, creatinine, albumin,
aspartate aminotransferase (AST), alanine aminotransferase
(ALT), total bilirubin, alkaline phosphatase (ALP), lactate
dehydrogenase (LDH),gamma-glutamyltransferase (GGT), INR,
and CRP values. Clinical risk scores such as Glaskow-Blatchford,
AIMS-65, and ABC were calculated [11,12]. Endoscopic findings
were evaluated and recorded. In terms of clinical outcomes,
hospital stay duration, mortality, hemoglobin decrease value,
and minimum hemoglobin were recorded. All data were
divided into two groups: those using antithrombotic drugs
and those not using them. Subsequently, antiplatelet and
anticoagulant groups were formed and statistically compared.

Statistical Analysis
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Statistical analyses were performed using Python 3.12 (Python
Software Foundation) with pandas, scipy, and statsmodels
packages. Continuous variables were expressed as mean +
standard deviation (SD), and categorical variables as number
(percentage). Normality was assessed using the Shapiro-Wilk
test. Continuous variables were compared using the Mann-
Whitney U test for two-group comparisons and the Kruskal-
Wallis test for four-group comparisons. Categorical variables
were analyzed using the chi-square test or Fisher's exact test
when expected cell frequencies were less than 5. A two-tailed
P value <0.05 was considered statistically significant.

the between

antithrombotic drug use and in-hospital mortality, three

To evaluate independent association
sequential multivariate logistic regression models were
constructed: Model 1 (unadjusted), Model 2 (age-adjusted),
and Model 3 (fully adjusted for demographics, comorbidities,
and laboratory parameters). Results were reported as odds

ratios (OR) with 95% confidence intervals (Cl).

PSM was performed using 1:1 nearest-neighbor matching
with a caliper width of 0.2 standard deviations of the logit of
the propensity score. The propensity score was calculated
using baseline demographic, clinical, and laboratory variables.
Standardized mean differences (SMD) were calculated to assess
covariate balance before and after matching, with SMD <0.1
considered excellent balance and <0.2 acceptable balance.

Prespecified subgroup analyses were conducted stratified by
age, admission hemoglobin level, and Glasgow-Blatchford
Score. Subgroup-specific ORs with 95% Cls were calculated,
and P values were assessed using Fisher's exact test. Missing
data were handled using complete case analysis for each
specific variable.

Results
Patient Characteristics

A total of 405 patients with acute upper Gl bleeding were
included in the study. Based on antithrombotic medication
use, patients were categorized into four groups: no drug
use (n=208, 51.4%), antiplatelet agents only (n=116, 28.6%),
anticoagulants only (n=61, 15.1%), and both agents (n=20,
4.9%). For primary analyses, patients were dichotomized into
those without antithrombotic therapy (n=208, 51.4%) and
those receiving any antithrombotic therapy (n=197, 48.6%).

Baseline characteristics are presented inTable 1. Patients receiving
antithrombotic therapy were significantly older (74.3+12.1vs 53.5
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+ 19.3 years, P<0.001) and had a substantially higher prevalence
of cardiovascular comorbidities, including hypertension (66.5%
Vs 26.4%, P<0.001), diabetes mellitus (39.6% vs 14.4%, P<0.001),
coronary artery disease (60.9% vs 3.4%, P<0.001), and atrial
fibrillation (23.4% vs 0%, P<0.001). Corresponding to their higher
comorbidity burden, patients on antithrombotic therapy were
more likely to be receiving concurrent medications including
antihypertensives (62.4% vs 23.6%, P<0.001), oral antidiabetic
agents (27.4% vs 13.5%, P=0.001), insulin (6.1% vs 1.9%, P=0.040),
and statins (22.8% vs 1.9%, P<0.001).

with
antithrombotic users showing higher rates of melena (76.1%
Vs 65.9%, P=0.030) but lower rates of hematemesis (36.0%
vs 46.2%, P=0.049). Laboratory parameters revealed lower
admission hemoglobin levels (10.03 + 2.87 vs 11.34 + 3.04 g/
dL, P<0.001), higher blood urea nitrogen (7.13 £ 4.47 vs 4.60 +
2.96 mg/dL, P<0.001), elevated creatinine (1.16 £ 0.47 vs 0.92 +
0.42 mg/dL, P<0.001), and lower albumin (3.61 £ 0.50 vs 3.96 +
0.54 g/dL, P<0.001) in the antithrombotic group. International

Clinical presentation differed between groups,

normalized ratio was significantly higher (1.59 + 1.56 vs 1.05
+ 0.12, P<0.001), consistent with anticoagulant use. Risk
stratification scores were uniformly higher in antithrombotic
users: Glasgow-Blatchford Score (7.22 + 4.19 vs 4.71 + 3.90,
P<0.001), AIMS-65 Score (1.19 £ 0.85 vs 0.47 + 0.65, P<0.001),
and ABC Score (3.79 +1.89 vs 1.57 = 1.75, P<0.001).

Detailed four-group comparison of key variables is shown in
Table 2. This analysis revealed a progressive increase in age
and comorbidity burden from patients without medications
through those on antiplatelet agents, anticoagulants, and
combination therapy. Glasgow-Blatchford Score increased
progressively across groups (4.71+3.90,6.39+4.11,7.67 £ 4.19,
9.10 £ 3.91, P<0.001), paralleling the increase in clinical risk.
Endoscopic Findings

Endoscopy was performed in 359 patients (88.6%) with no
significant difference in procedure rates between groups
(87.5% vs 89.8%, P=0.557) (Figure 4). Among patients who
underwent endoscopy, the distribution of clinical findings
was similar between antithrombotic users and non-users:
active bleeding (Forrest 1A/1B) in 7.1% vs 8.5% (P=0.696),
recent bleeding stigmata (Forrest 2A/2B/2C) in 17.0% vs
20.9% (P=0.419), clean ulcer base (Forrest 3) in 29.1% vs 24.9%
(P=0.406), inflammation (gastritis/esophagitis) in 40.1% vs
40.7% (P=0.915), normal endoscopy in 4.4% vs 4.0% (P=1.000),
and other bleeding sources in 2.2% vs 1.1% (P=0.685). High-
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risk endoscopy findings (Forrest 1A/1B/2A/2B) were present
in 73 patients (20.3%) with no significant difference between
groups (18.7% vs 22.0%, P=0.511).

Notably, peptic ulcer disease was identified in 193 patients
(53.8%)
comparison, the proportion of patients with peptic ulcer disease
differed significantly (P=0.004), with rates of 53.3% in the no
drug group, 49.5% in antiplatelet users, 65.5% in anticoagulant

among those with endoscopy. In four-group

users, and 60.0% in patients receiving both agents. Interestingly,
patients with peptic ulcer had lower mortality (2.6%) compared
to those with non-ulcer bleeding sources (6.6%).

Clinical Outcomes

Overall in-hospital mortality was 4.7% (19 patients).
Unadjusted mortality rates appeared numerically higher in
antithrombotic users (6.6% vs 2.9%, P=0.126), though this
difference did not reach statistical significance. Hospital
length of stay was significantly longer in patients receiving
antithrombotic therapy (9.3 + 10.3 vs 6.1 + 9.2 days, P<0.001).
Hemoglobin drop during hospitalization was similar between
groups (1.33+£1.20vs 1.36 £ 1.23 g/dL, P=0.701), but minimum
hemoglobin levels were lower in antithrombotic users (8.70 £

2.46vs 9.98 +2.78 g/dL, P<0.001).
Multivariate Regression Analysis

Results of multivariate logistic regression analyses are
presented in Table 3 and illustrated in Figure 1. In the
unadjusted model (Model 1), antithrombotic drug use was
associated with increased odds of mortality, with ORs of 2.78
(95% Cl: 0.87-8.93, P=0.085) for antiplatelet agents, 3.33 (95%
Cl: 0.96-11.56, P=0.058) for anticoagulants, and 1.31 (95% Cl:
0.17-10.42, P=0.797) for combination therapy, although none
reached statistical significance. After adjustment for age alone
(Model 2), these associations were substantially attenuated:
antiplatelet OR 1.35(95% Cl: 0.40-4.57,P=0.627), anticoagulant
OR 1.19(95% CI: 0.31-4.53, P=0.803), and combination therapy
OR 0.31 (95% Cl: 0.04-2.63, P=0.279). In the fully adjusted
model (Model 3) incorporating demographics, comorbidities,
and laboratory parameters, all associations became non-
significant with ORs near unity: antiplatelet OR 0.87 (95% Cl:
0.21-3.61, P=0.846), anticoagulant OR 0.98 (95% Cl: 0.20-4.79,
P=0.978), and combination therapy OR 0.26 (95% CI: 0.03-
2.51, P=0.247). These findings demonstrate that the apparent
association between antithrombotic use and mortality is
entirely explained by confounding by indication, with age
being the most influential confounder.



Figure 1. Multivariate Logistic Regression Analysis for Mortality
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Figure 1. Association Between Antithrombotic Therapy and In-
Hospital Mortality: Forest Plot of Multivariate Logistic Regression
Models. Forest plot displaying odds ratios (OR) and 95% confidence
intervals (Cl) for in-hospital mortality associated with antithrombotic
therapy use compared to no therapy. Three sequential logistic
regression models are presented: Model 1 (unadjusted), Model 2
(adjusted for age), and Model 3 (fully adjusted for demographics,
comorbidities, and laboratory parameters). Each model shows results
for three drug groups: antiplatelet agents only (aspirin, clopidogrel,
or other antiplatelet medications), anticoagulants only (warfarin,
rivaroxaban, apixaban, or other anticoagulants), and combination
therapy (both antiplatelet and anticoagulant agents). The vertical
reference line at OR= 1.0 indicates no association. Error bars represent
95% confidence intervals. Progressive attenuation of associations
from Model 1 to Model 3 demonstrates the dominant effect of
confounding by indication, with all point estimates approaching

unity after full adjustment.
Propensity Score Matching Analysis

To further address confounding, we performed propensity
score matching. Of 197 patients receiving antithrombotic
therapy, 195 (99.0%) were successfully matched with controls,
creating 195 matched pairs. Figure 2 displays standardized
mean differences before and after matching. Excellent balance
was achieved for most demographic and clinical variables
(SMD <0.1), with good balance for laboratory parameters
(SMD <0.2). However, complete balance could not be achieved
for gender (SMD 0.862), atrial fibrillation (SMD 0.784), and
cerebrovascular disease (SMD 0.378), reflecting the strong
association between these conditions and anticoagulant

indication that cannot be fully eliminated through matching.
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Figure 2. Covariate Balance Before and After Propensity Score Matching
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Figure 2. Covariate Balance Before and After Propensity Score
Matching: Standardized Mean Differences. Standardized mean
differences (SMD) for baseline covariates before (red circles) and
after (blue circles) 1:1 propensity score matching. Variables are
grouped into categories: demographics (age, gender), comorbidities
(hypertension, diabetes mellitus, coronary artery disease, atrial
fibrillation, cerebrovascular disease), and laboratory parameters
(admission hemoglobin, blood urea nitrogen, creatinine). The vertical
dashed line at SMD = 0 represents perfect balance. Horizontal dashed
lines indicate SMD thresholds: 0.1 (excellent balance, green zone)
and £0.2 (acceptable balance, yellow zone). Most variables achieved
excellent or acceptable balance after matching (SMD <0.2), with
the exception of gender, atrial fibrillation, and cerebrovascular
disease, which remained imbalanced (SMD >0.2) due to their strong
association with anticoagulant indication. The matching process
successfully balanced 195 of 197 antithrombotic users (99.0% match

success) with controls from the no-drug group.

In the matched cohort (Table 4), mortality rates remained
similar between groups: 6.7% (13/195) in antithrombotic users
versus 3.6% (7/195) in controls (P=0.219), yielding an OR of 1.94
(95% Cl: 0.77-4.90). Despite the lack of statistical significance for
mortality, antithrombotic use was associated with significantly
longer hospital length of stay (9.45 + 10.49 vs 6.35 £ 9.52 days,
P=0.045) and greater hemoglobin drop (1.35 + 1.19 vs 0.87 +
0.97 g/dL, P=0.027), indicating increased morbidity even after
rigorous adjustment for baseline differences.

Subgroup Analyses

Prespecified subgroup analyses stratified by age, admission

hemoglobin level, and Glasgow-Blatchford Score are
presented in Table 5 and Figure 3. In age-stratified analysis

(Figure 3A), the association between antithrombotic use
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and mortality was non-significant in patients <65 years (OR
0.67,95% Cl: 0.09-5.18, P=1.000) and >80 years (OR 2.33, 95%
Cl: 0.42-12.82, P=0.674). In patients aged 65-80 years, OR
could not be calculated due to zero mortality events in the
control group, though absolute mortality was higher in the
antithrombotic group (5/89, 5.6%).

Hemoglobin-stratified analysis revealed heterogeneous
effects (Figure 3B). In patients with severe anemia (Hb <8 g/
dL), antithrombotic use was associated with lower mortality
(OR0.49,95% Cl: 0.11-2.21, P=0.648). In moderate anemia (Hb
8-10g/dL), the association was positive but non-significant (OR
1.96, 95% Cl: 0.17-22.35, P=1.000). Paradoxically, in patients
with admission hemoglobin >10 g/dL, antithrombotic use was
associated with significantly increased mortality (OR 5.92,95%
Cl: 1.19-29.42, P=0.030), with mortality rates of 1.5% (2/131)
in controls versus 8.5% (11/130) in antithrombotic users.
This unexpected finding may reflect residual confounding or

unmeasured differences in disease severity in this subgroup.

Figure 3. Subgroup Analysis: Effect of Antithrombotic Therapy on Mortality
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Figure 3. Subgroup Analysis of Mortality Risk Associated with
Antithrombotic Therapy. Forest plots showing subgroup-specific
odds ratios (OR) and 95% confidence intervals (Cl) for in-hospital
mortality comparing antithrombotic therapy users to non-users across
prespecified patient subgroups. Panel A: Age stratification (<65 years,
65-80 years, >80 years). Panel B: Admission hemoglobin stratification
(<8 g/dL, 8-10 g/dL, >10 g/dL). Panel C: Glasgow-Blatchford Score
stratification (low risk 0-3, moderate risk 4-8, high risk >8). Each
subgroup displays the OR point estimate (square) with 95% ClI
(horizontal lines), sample sizes for drug and control groups, number
of deaths, and P value from Fisher's exact test. The vertical reference
line at OR = 1.0 indicates no association. Asterisk (*) indicates statistical
significance (P<0.05). Notable findings include a paradoxical significant
association in patients with admission hemoglobin >10 g/dL (OR 5.92,
95% Cl 1.19-29.42, P=0.030) and inability to calculate OR for the 65-80
age group due to zero mortality events in controls. Wide confidence

intervals reflect small sample sizes in several subgroups.
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Study Flowchart
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Figure 4. Study Flow Diagram. CONSORT-style flowchart depicting
patient enrollment, group allocation, endoscopic evaluation, and
final analysis cohorts. Of 405 consecutive patients admitted with
acute upper gastrointestinal bleeding to our hospital between
January 2020 and December 2023, all met inclusion criteria and none
were excluded. Patients were categorized into four groups based on
antithrombotic medication use at presentation: no drug use (n=208,
51.4%), antiplatelet agents only (n=116, 28.6%), anticoagulants
only (n=61, 15.1%), and both agents (n=20, 4.9%). For the primary
analysis, groups were dichotomized into no antithrombotic therapy
(n=208) and any antithrombotic therapy (n=197). Endoscopy was
performed in 359 patients (88.6%) with similar rates between groups:
182 of 208 (87.5%) in the no-drug group and 177 of 197 (89.8%)
in the antithrombotic group. All 405 patients were included in the
final analysis, with 195 matched pairs created for propensity score

matching analysis (99.0% match success).

Glasgow-Blatchford Score-stratified analysis showed non-
significant associations across all risk categories: low risk (GBS
0-3) OR 2.02 (95% Cl: 0.18-22.56, P=0.602), moderate risk (GBS
4-8) OR 5.58 (95% Cl: 0.69-45.38, P=0.110), and high risk (GBS
>8)OR 1.01(95%Cl:0.28-3.68, P=1.000). These findings suggest
that antithrombotic-associated mortality risk, when present, is

not clearly modified by bleeding severity as assessed by GBS.
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Discussion

This study compared the clinical and mortality outcomes
of acute upper Gl bleeding in patients who did and did not
use antithrombotic drugs. Patients who used antithrombotic
drugs were older and had more comorbidities. Conditions
such as hypertension, diabetes, coronary artery disease, and
atrial fibrillation were significantly more prevalent in this
group.Thisindicates that the antithrombotic group had a more
fragile patient population. Therefore, it may be misleading to
say that mortality and adverse clinical outcomes are solely
attributable to drug use. Findings in the literature, such as
those reported by Menichelli et al, support our findings
that elderly individuals with comorbid conditions are more
vulnerable to upper Gl bleeding [7,13]. Lower hemoglobin
and albumin levels and higher urea and creatinine levels
were detected in this patient population, indicating that
their overall health status was poor [14]. Clinical risk scores
were significantly higher in patients using antithrombotic
drugs. This indicates that these patients presented with more
severe clinical conditions. High Glasgow-Blatchford, AIMS-65,
and ABC scores reflect a high rate of serious bleeding and,

consequently, a poor clinical presentation. Akhila Arya et al.

reported in their study that all three scoring systems were
useful in predicting clinical outcomes to varying degrees,
supporting our results [15]. Endoscopic findings were largely
similar between the two groups. The rates of active bleeding,
bleeding stigmata, and inflammatory lesions did not show
significant differences. This suggests that the direct effect
of antithrombotic therapy on endoscopic findings may be
limited [16]. However, the incidence of peptic ulcer was
slightly higher in the antithrombotic group. Despite this, the
mortality rate was lower in patients with peptic ulcer. This
result indicates that bleeding management may be better
in patients with peptic ulcer. However, we believe that more
studies are needed on this subject. In our study, the overall
in-hospital mortality rate was found to be 4.7%. This rate
was 6.6% in patients using antithrombotic drugs and 2.9%
in those not using drugs. The difference was not statistically
significant [9,17]. However, this difference may be influenced
by advanced age and comorbidities. In multivariate analyses
and after adjusting for age, the relationship between
antithrombotic medication and mortality lost its significance.
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In fully adjusted models, this relationship disappeared
completely. This suggests that the observed relationship can
largely be explained by indication bias. Patient groups were
balanced using propensity score matching. The mortality
difference after matching was still not significant. However,
patients using antithrombotic drugs had longer hospital stays
and greater hemoglobin decline [18]. This result indicates
increased morbidity in these patients, even if it does not
affect mortality. Subgroup analyses yielded some important
findings. Specifically, in patients with hemoglobin above 10
g/dL, antithrombotic use was significantly associated with
mortality. This result was unexpected. The mortality difference
in this group was statistically significant. However, it is thought
that this difference may be due to unmeasured factors or
residual confounding. Alternatively, bleeding control may
have been delayed in these patients. This finding suggests
that further studies are needed. No significant difference was
found in analyses based on age and Glasgow-Blatchford score.
This indicates that the use of antithrombotic agents did not
significantly alter mortality based on bleeding severity [19,20].

Our study has several strengths. The number of patients is
high. Antithrombotic drugs are classified in detail. The large
dataset allowed for the analysis of numerous clinical variables.
Furthermore, the effect of confounding factors was minimized
using multivariate models and propensity score matching.

Limitations of the Study

This study is a retrospective analysis. Some variables that
could not be measured or were not reflected in the records
were excluded from the analysis. Furthermore, the number of
cases in some subgroups is low. This may have reduced the
power of some analyses. In particular, the number of patients
receiving combination therapy is very small. Interpretations
for this group should be considered with caution.

In conclusion, although the mortality rate after Gl bleeding
appears to be higher in patients receiving antithrombotic
therapy, thisdifferenceisprimarilyduetoageand comorbidities.
Antithrombotic drugs may not be an independent risk factor
in themselves. However, the increased morbidity in these
patients should not be overlooked. Although the mortality
rate is high in this group of patients, multivariate analyses and
propensity score matching have shown that this relationship
is not statistically significant. Clinical decisions should be
individualized, taking into account the overall condition of
each patient. These relationships need to be investigated in
greater depth through large-scale, prospective studies.
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