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STRUCTURED ABSTRACT  
 
Question: Is early colonoscopy (<24 hours) beneficial to reduce re-bleeding or 
other clinically important outcomes compared to colonoscopy performed elec-
tively (24-48 hours) or late (48-120 hours) for patients hospitalized with an 
acute lower gastrointestinal bleed (LGIB)? 
 
Design: Multicenter, retrospective study of patients who underwent a colonos-
copy within 120 hours of admission for a LGIB. 
 
Setting: Forty-nine hospitals in Japan. 
 
Patients: Patients were from the CODE-BLUE-J study1 of people hospitalized 
with acute LGIB at 49 participating hospitals in Japan. Exclusion criteria in-
cluded: patients who had prior LGIB; patients who did not receive a colonos-
copy (or received it after 120 hours); patients who had post-procedural bleed-
ing, colorectal cancer, or other neoplasms; patients with an upper GI bleed; or 
those who had bleeding after a colorectal surgery. A total of 6,270 patients 
were identified.  
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Exposures: Patients were identified to have undergone early (within 24 hours), 
elective (24-48 hours), or late (48-120 hours) colonoscopy. 
 
Outcomes: Primary outcome was 30-day rebleeding rate, defined as a significant 
quantity of fresh blood loss or passage of wine-colored stools after colonoscopy, 
associated with any of the following: systolic blood pressure <100 mm Hg, pulse 
rate ≥ 100 beats/min, or >2 g/dL decrease in hemoglobin.  Secondary outcomes  
included: (a) stigmata of recent hemorrhage, defined as the presence of active 
bleeding, detection of vessel or adherent clot; (b) 30-day mortality; (c) need for  
interventional radiology or surgery during the admission and after colonoscopy; 
(d) blood transfusion; and, (e) length of hospital stay, measured in days. 
 
Statistical Analysis: This was a retrospective study that used inverse probability 
of treatment weighting to adjust for baseline characteristics. They then created pro-
pensity scores to account for covariates that would predict timing of colonoscopy, 
and performed inverse probability of treatment weighting to adjust for baseline 
characteristics among groups. The purpose of these steps is to mimic a randomized 
control trial in a retrospective study – where the baseline covariates are balanced 
between the arms of the study (in this case, early, elective, or late colonoscopy). 
 
Results: Patients were identified to have undergone early (n=4,133), elective 
(n=1,137), or late (n=1,000) colonoscopy.  Compared to both the elective and late 
groups, the early group had increased rate of identification of stigmata of recent 
hemorrhage, more endoscopic therapies performed, and a shorter length of hospital 
stay. However, the early group also had a higher 30-day rebleeding rate. There 
were no significant differences in the requirement for interventional radiology or 
surgery procedures, mortality, and transfused packed red blood cells among the 
groups. The findings are summarized in Table 1. 
 
A subgroup analysis based on shock index (which reflects hemodynamic stability) 
and performance status (which reflects level of functioning, higher performance 
status is worse) found a benefit in early colonoscopy. Early colonoscopy had a sig-
nificantly lower intervention or surgery requirement in the shock index ≥1 cohort 
(odds ratio [OR] 0.27; 95% confidence interval [CI], 0.10-0.72) compared with 
late colonoscopy. There was an interaction with performance status, with markedly 
divergent odds of rebleeding among those with poor performance status (≥3), in 
early vs late (ref) colonoscopy: performance status 0-2: OR 2.48, 95% CI, 1.90-
3.24 and performance status ≥3: OR 0.46, 95% CI, 0.16-1.28.  
 
Funding: Research support was provided by the Ministry of Health, Labor and 
Welfare, Japan, JSPS KAKENHI, Smoking Research Foundation, Takeda Science 
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Foundation, and Grants-in-Aid for Research from the National Center for Global 
Health and Medicine. 

Table 1: Odds ratios of outcomes between colonoscopy timing. CI, confidence interval; OR, odds ratio. 

COMMENTARY 
 
Why Is This Important?   
Acute LGIBs pose a dilemma – as gas-
troenterologists, we know that colonos-
copy plays an important role in diagno-
sis of the LGIB etiology, but that endo-
scopic therapy is limited. Previously, the 
2016 ACG guideline2 recommended a 
rapid bowel purge following hemody-
namic resuscitation with colonoscopy 
performed within 24 hours to improve 
diagnostic and therapeutic yield. This 
contrasted with the    British Society of 
Gastroenterology and the European So-
ciety of Gastrointestinal Endoscopy 
guidelines, which do not      recommend 
early colonoscopy.3,4 This lack of con-
sensus was driven by conflicting litera-
ture prior to 2016.5 While systematic      
reviews and meta-analyses have found 
at least higher rates of stigmata of recent 
hemorrhage and endoscopic interven-
tion when colonoscopy is performed 
within 24 hours,6-8 2 recent small ran-
domized controlled trials (RCTs) have 
found no improvement in rebleeding or 
mortality with early colonoscopy.9-10 

These data led to an updated 2023 
American College of Gastroenterology 
(ACG) guideline: “we recommend per-
forming a nonemergent inpatient       
colonoscopy, as performing an urgent 
colonoscopy within 24 hours has not 
been shown to improve clinical out-
comes.”11 Nevertheless, confirmatory 
data is needed. The authors of the      
present study note the difficulty in     
performing RCTs for acute LGIBs–
particularly as it relates to sample size 
and ensuring populations are repre-
sentative of what is seen in the real-
world, but also the limitations in         
observational studies, which can lack 
granularity. This well-designed study 
attempts to correct for the shortcomings 
of both by mimicking a RCT with ob-
servational data, and its findings       
provide further support for the new 
ACG guideline recommendation.  
 
Key Study Findings 

Compared to both the elective (24-48 
hours) and late group (48-120 hours), 
the early group (within 24 hours)  
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Subgroup analyses showed that those 
with moderate or severe shock or those 
with poor performance status may     
benefit from early colonoscopy. Specifi-
cally, early colonoscopy in the moderate
-severe shock group led to fewer        
additional procedures by radiology or 
surgery, and there was a non-significant 
decrease in rebleeding rate for the poor 
performance status group.   
 
Caution 
Given the retrospective nature of this 
study, there are some methodologic  
limitations that could not be overcome. 
The authors use propensity scores and           
inverse probability of treatment 
weighting to overcome the lack of ran-
domization in study design. Although 
this could still lead to bias and can be 
susceptible to unmeasured confounders, 
the authors do an excellent job of  
showing the findings for the observed, 
imputed, and weighted imputed data. 
Also, they excluded anyone who did not 
receive a colonoscopy, which may       
reflect an exclusion bias itself. Lastly, 
it's hard to understand why the early 
group had a higher rebleeding rate, and            

particularly why those with poor perfor-
mance status may benefit from early      
colonoscopy. 
 
My Practice 
The updated ACG guidelines reflect my 
practice well. I generally recommend      
colonoscopy for hospitalized patients–
but like the new guidelines, I consider 
whether the bleeding has stopped based 
on the patient’s hemodynamic status 
and response to resuscitation. Among 
those persons who have undergone a 
computed tomography (CT) angiogram 
in the emergency room with evident ex-
travasation, I recommend interventional 
radiology evaluation and embolization 
urgently. Otherwise, I recommend  resusci-
tation, ideally holding anticoagulants, 
and a nonurgent inpatient colonoscopy. 
This study really bolsters that approach 
for me, but also highlights a new area of 
interest, that those with moderate-
severe shock or poor performance status 
may be served by early colonoscopy. 
Personally, these subgroups may be 
similarly or better served by early CT 
angiogram and I am more apt to send 
them for CT angiogram (if their creati-
nine allows) than urgently perform a 
colonoscopy with attempts at rapid 
bowel purge.  
 
For Future Research 
I would like to see further evaluation of 
the authors’ finding that those with  
poor performance status or high shock 
index can benefit in terms of early      
colonoscopy. In particular, I would 
want to know if CT angiogram provides 
the same (or greater) benefit in these 
groups, and if it is a more cost-effective 

demonstrated increased  rate  of  identifi-
cation of stigmata of recent  hemorrhage, 
more endoscopic therapies were per-
formed, and length of hospital stay was 
shorter.  However, early colonoscopy 
was associated with higher 30-day re-
bleeding compared to both the elective 
and late groups. There were no signifi-
cant differences in the requirement for 
interventional radiology or surgery pro-
cedures, mortality, and transfused 
PRBCs among the groups.       
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approach. That the early group also had 
higher rebleeding rates similarly sug-
gests that CT angiogram may be an ap-
propriate first step for durable hemosta-
sis. Parsing these out could identify 
which subgroups of patients warrant 
early colonoscopy, which is especially 
critical given the resource intensive     
nature of colonoscopy.  
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