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[ Abstract] Objective To evaluate the safety and effectiveness of transcatheter arterial embolization (TAE) in
the treatment of acute non-variceal upper gastrointestinal bleeding (ANVUGIB), and to guide clinical practice and
continue to optimize diagnosis and treatment strategies. Methods This retrospective study included 266 patients who
underwent angiography due to ANVUGIB between March 2016 and March 2021. Data on the positive rate of
angiography, the technical success rate and clinical success rate of TAE, and the rebleeding rate and the all-cause mortality
within 30 days after TAE treatment were collected, and the influencing factors relevant to the above events were analyzed
accordingly. Results All 266 patients completed angiography--the positive rate of angiography was 54.1% (144/266), the
total technical success rate was 97.3% (217/223), the clinical success rate was 73.1% (155/212), and the rebleeding rate and
all-cause mortality within 30 days were 26.9% (57/212) and 16.1% (35/217), respectively. This study found that shock
index>1 (OR=5.950; 95% CI: 1.481-23.895; P=0.012), computed tomography angiography (CTA) positive result (OR=
6.813; 95% CI: 1.643-28.252; P=0.008) and interval<24 h (OR=10.530; 95% CI: 2.845-38.976; P<0.001) were independent
predictors of positive angiography. Shock index>1 (OR=2.544; 95% CI: 1.301-4.972; P=0.006) and INR>1.5 (OR=3.207;
95% CI: 1.381-7.451; P=0.007) were independent risk factors for rebleeding. Patients with postoperative bleeding
(OR=3.174; 95% CI: 1.164-8.654; P=0.024) and patients with rebleeding after embolization (OR=34.665; 95% CI: 11.471-
104.758; P<0.001) had a higher risk of death within 30 days. Conclusion TAE is safe and effective in the treatment of
ANVUGIB. Patients with shock index>1 and positive CTA are more likely to be angiographic positive, and should
undergo angiography as early as possible after bleeding. In addition, rebleeding after embolization deserves high attention.
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Table1 Predictors of positive angiography

Univariate analysis

Multivariate analysis

Factor
OR 95% CI P OR 95% CI P

Ulcer bleeding 0.680 0.417-1.107 0.121

Postoperative bleeding 1.759 1.026-3.014 0.040 1.332 0.356-4.978 0.670
Shock index>1 5.922 3.410-10.286 <0.001 5.950 1.481-23.895 0.012
Hb<60 g/L 2.660 1.512-4.678 <0.001 1.228 0.311-4.858 0.769
pRBCs>8 U 4.951 2.626-9.337 <0.001 1.173 0.196-7.037 0.861
PLT<100x10°L™" 0.943 0.570-1.561 0.819

INR>1.5 3.006 1.516-5.958 0.002 0.595 0.100-3.544 0.569
CTA positive 8.556 2.777-26.358 <0.001 6.813 1.643-28.252 0.008
Interval time<24 h 8.061 4.654-13.960 <0.001 10.530 2.845-38.976 <0.001

Hb: Hemoglobin; pRBCs: Packed red blood cells; PLT: Platelet; INR: International normalized ratio; CTA: Computed tomography angiography; OR: Odds

ratio; CI: Confidence interval.
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Table 2 Risk factors of rebleeding after embolization

Univariate analysis

Multivariate analysis

Factor
OR 95% CI P OR 95% CI p

Ulcer bleeding 0.878 0.476-1.617 0.675

Postoperative bleeding 1.539 0.795-2.982 0.201

Shock index>1 3.396 1.803-6.395 <0.001 2.544 1.301-4.972 0.006
Hb<60 g/L 1.242 0.653-2.362 0.509

PRBCs>8 U 1.456 0.673-3.148 0.340

PLT<100x10° L™ 2185 1.165-4.097 0.015 1.504 0.753-3.007 0.248
INR>1.5 5.036 2.314-10.961 <0.001 3.207 1.381-7.451 0.007
Only coil 0.975 0.528-1.797 0.934

Hb, pRBCs, PLT, INR, OR, CI: Denote the same as those in table 1.
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Table 3 Risk factors of all-cause death within 30 days after embolization treatment

Univariate analysis

Multivariate analysis

Factor
OR 95% CI p OR 95% CI P

Age>60 yr. 1.385 0.670-2.864 0.379

Ulcer bleeding 0.570 0.267-1.214 0.145

Postoperative bleeding 2.722 1.289-5.750 0.009 3.174 1.164-8.654 0.024
Shock index>1 4.291 1.942-9.481 <0.001 2.192 0.801-5.997 0.126
Hb<60 g/L 0.740 0.326-1.680 0.472

PRBCs>8 U 2.400 1.033-5.574 0.042 2.210 0.698-7.000 0.177
Rebleeding 34.444 12.282-96.598 <0.001 34.665 11.471-104.758 <0.001

Hb, pRBCs, OR, CI: Denote the same as those in table 1.
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