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Abstract
Background and Aim: Current guidelines recommend
antibiotic prophylaxis for all patients with cirrhosis and upper
gastrointestinal (UGI) bleeding. This study assessed the need
for prophylactic antibiotic use in patients with low Child–Pugh
scores.
Methods: All patients with cirrhosis who underwent upper
endoscopies for UGI bleeding in a referral hospital in Taiwan
between 2003 and 2014 were retrospectively reviewed to
assess the effects of antibiotic prophylaxis on patients with
Child–Pugh class A/B cirrhosis.
Results: A total of 1741 patients presented to this hospital
with 4059 UGI bleeding episodes during the study period.
Finally, 913 patients were enrolled after excluding patients
with active bacterial infections, recent antibiotic use, early
death, and Child–Pugh class C cirrhosis. Among these 913
patients, only 73 (8%) received prophylactic antibiotics, and 45
(4.9%) exhibited 14-day bacterial infection. Neither the Child–
Pugh score nor model for end stage liver disease score were
optimal for predicting bacterial infection because their areas
under the receiver operator characteristic curves were only
0.610 (95% confidence interval [CI]: 0.529–0.691) and 0.666
(95% CI: 0.591–0.742), respectively. Antibiotic prophylaxis did
not reduce the risks of 14-day bacterial infection (relative risk
[RR]: 0.932, 95% CI: 0.300–2.891, P = 0.902), 14-day rebleeding
(RR: 0.791, 95% CI: 0.287–2.181, P = 0.650), or 42-day
mortality (RR: 1.121, 95% CI: 0.769–9.568, P = 0.650). The
results remained similar after propensity score adjustment.
Conclusions: On-demand antibiotic treatment might suffice
for patients with Child–Pugh class A/B cirrhosis and UGI
bleeding.
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Conclusion:
As a retrospective analysis, there are several limitations to be
addressed for this study. The first limitation was the lack of a
beforehand control for the confounding parameters and for
this we have performed a PPS match. Second, as the
prescriptions of antibiotics provided to our patients included
cefazolin, cefazolin plus gentamicin, cefuroxime and
ceftriaxone, the use of antibiotic prophylaxis did not
completely fit with the actual guidelines, namely, quinolones
or 3rd generation cephalosporins for 5 to 7 days following UGI
bleeding. Third, there was no routine screening for bacterial
infections and therefore some occult infections may have
been overlooked. Nevertheless, our findings revealed that
even without routine infection workup and antibiotic use, the
rate of clinically relevant infection was low. Fourth, it could be
challenging to distinguish Child–Pugh B and C patients in a
retrospective analysis as the factors hepatic encephalopathy
and ascites are fairly subjective. The last limitation was the
lack of data regarding the effects of prior bleeding episodes
on patients’ outcomes as our study enrolled only patients
with initial episodes of UGI bleeding.
Despite all these limitations mentioned above, our study
provides a preliminary conception suggesting a low risk of
bacterial infection in the patients with low Child–Pugh scores
and UGI bleeding. This conception provides a rationale for
further randomized control trial to compare the differences in
the effects of antibiotic prophylaxis versus on-demand
antibiotic use for patients with low Child–Pugh scores and UGI
bleeding.


