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Abstract The current standard of treatment for nonvariceal upper gastrointestinal bleeding
(NVUGIB) includes endoscopic hemostasis with either through-the-scope clips or
thermal therapy. However, they may be associated with rebleeding, especially in
high-risk ulcers. Over-the-scope clips (OTSC) have been demonstrated in multiple
recent studies to be an effective measure for NVUGIB. We aimed to analyze the current
literature on standard therapy with OTSC to manage NVUGIB. A meta-analysis was
performed by pooling the data from randomized studies obtained from a comprehen-
sive search of Medline, Embase, and Scopus from inception to February 2023. The
outcomes analyzed included rates of persistent bleeding, rebleeding, mortality, and
duration of hospitalization. A total of five studies were included in the final analysis.
There was no significant difference in the risk of persistent bleeding between the
groups, with a risk ratio (RR) of 0.29 (95% confidence interval [CI]: 0.07–1.27). The use
of OTSC was associated with a significantly lower risk of 7-day and 30-day rebleeding
compared with standard therapy with RR of 0.30 (95% CI: 0.16–0.59) and 0.42 (95% CI:
0.24–0.72), respectively. There was no difference in the risk of 30-day mortality or the
duration of hospitalization. There was no change in the effect on subgroup analysis of
studies using OTSC as first-line therapy. The use of OTSC can reduce the rebleeding
rates after endoscopic hemostasis. However, they may not reduce the risk of persistent
bleeding or mortality. Future studies are required on the cost-efficacy of this modality.
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Introduction

First and recurrent bleeding from peptic ulcers and other
lesionsgroupedasnonvaricealuppergastrointestinalbleeding
(NVUGIB) is associatedwith significantmorbidity andmortal-
ity. The current standard of care to treat such patients is
standard endoscopic hemostasis via either single or combina-
tion therapy with local injection of adrenaline, through-the
scope clip (TTS), or thermal therapy with coaptive coagula-
tion.1 However, in multiple recent trials, it has been demon-
strated that standard endoscopic hemostasis was associated
with high rates of clinically significant rebleeding.2 A Doppler
endoscopic probe can help decrease rebleeding rates, but it is
expensive and often unavailable atmany centers.2Also, apply-
ing conventional TTS clips becomes problematic in ulcerswith
a fibrotic base or in difficult locations. Hence, a novel method
for endoscopic hemostasis was required.

Over-the-scope clips (OTSC) have been developed to man-
age GI perforations, leaks, and fistulas. This device provides
firm tissue apposition with its more prominent jaw and
superior strength due to its “bear-claw” design. Also, it can
be deployed, keeping the scope much closer to the ulcer with
theavailabilityof the includeddistal attachmentcapandtissue
anchor. Using these clips for endoscopic hemostasis is rela-
tively new, but it has shown impressive results in multiple
recent cohort studies.3–5 These studies suggest that OTSC clips
can also be a first-line treatment for peptic ulcer bleeding.

However, data on the use of OTSC as first-line agents are
sparse. Also, applying these clips is technically demanding
and has a steep learning curve. Recent studies have shown
conflicting results concerning the benefit of OTSC. Mangia-
fico et al reported significantly lower rebleeding with OTSC
than standard therapy,6 while two other studies reported no
statistically significant difference in rebleeding rates.7,8 Also,
whether the application of these clips has a beneficial effect
on reducing mortality is open to question. Hence, we aimed
to compile and systematically review the existing evidence
for the comparative efficacy of OTSC with standard therapy
for managing NVUGIB.

Methods

Information Sources and Search Strategy
A comprehensive search of all randomized trials was con-
ducted using the databases of MEDLINE, EMBASE, and Scopus
from inception to February 2023. The keywords used were
(“gastrointestinal hemorrhage” OR “gastrointestinal bleed-
ing”) AND (“over the scope clip”OR “OTSC”).Manual searching
of reference listsof the includedstudieswasalsoundertakento
ensure that nopotentially relevant itemswereoverlooked. The
study methodology was designed and executed to adhere to
thePreferredReporting ItemsforSystematicReviewandMeta-
Analyses (PRISMA) guidelines.9

Study Selection
The Population/Patient, Intervention, Comparator and Out-
come (PICO) criteria used for included randomized studies
were (a) Patients—patients with NVUGIB; (b) Intervention—

OTSC; (c) Comparison—standard therapy including combina-
tion therapy with local injection of adrenaline and TTS or
thermal therapy; (d) Outcomes—persistent bleeding,
rebleeding, mortality, and duration of hospitalization. Per
the selection criteria above, the titles and abstracts of all
studieswere independently reviewed by two authors. A third
reviewer resolved any disagreements. The exclusion criteria
used were nonrandomized studies, noncomparative studies,
case series, and studies that do not report original data,
including reviews, editorials, or opinions.

Data Extraction
Two independent reviewers performed the data extraction,
and a third reviewer resolved any disagreement. Data were
collected under the following headings: study author and
year, country of study, study design, number of patients, age
and sex distribution, details of the lesion, type of interven-
tion used, technical success, clinical success, rebleeding,
mortality, and duration of hospitalization.

Definition of Outcomes
Persistent bleedingwas defined as bleeding at the conclusion
of the index endoscopy, which may have been due to failure
to control the active bleeding or active bleeding developing
in a nonbleeding lesion. Rebleeding was defined as clinical or
endoscopic evidence of bleeding after hemostasis during
index endoscopy.

Risk of Bias in Individual Studies
After data extraction, the same two reviewers performed a
risk of bias (quality) assessment using validated tools. The
Cochrane risk-of-bias tool was used for randomized con-
trolled trials (RCT).

Statistical Analysis
Risk ratios (RR) with 95% confidence intervals (CI) were
calculated for all the dichotomous outcomes. Continuous
variables were analyzed using mean difference (MD). A
fixed-effect model was used for outcomes without signifi-
cant heterogeneity, while the Mantel-Haenszel test for
random effects was used in cases of considerable heteroge-
neity. A Cochran’s Q test and I2 statistics were used to
determine the heterogeneity between the studies. A p-value
of Q test less than 0.1 or the I2 value more than 30% was
considered significant. Visual inspection of funnel plots was
used for publication bias assessment. The sensitivity analy-
sis was performed using a leave-one-out meta-analysis.
Sensitivity analysis was also performed using studies that
used OTSC as first-line therapy. RevMan software (version
5.4.1, Cochrane Collaboration, Copenhagen) was used for
statistical analysis.

Results

Study Characteristics and Assessment of the Risk of
Bias
A total of five studies were included in the final
analysis. ►Fig. 1 shows the PRISMA flowchart for the study
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selection and inclusion process. ►Tables 1 and 2 summarize
the baseline characteristics and outcomes of the included
studies. Only one study used OTSC for secondary hemostasis
after the failure of primary therapy,10while four studies used
OTSC for primary hemostasis.10–14 Two studies recruited
patients exclusively with peptic ulcers,10,13 while three
recruited patients with all causes of NVUGIB.11,12,14 Males
constituted the predominant population in all studies. The
proportion of patients using antithrombotics varied from 6
to 84%.►Fig. 2 shows the traffic-light plot to assess the risk of
bias. The risk of bias was low in three10,13,14 and medium in
two studies.11,12

Persistent Bleeding
All the included studies reported the incidence of persistent
bleeding in both groups. There was no significant difference
in the risk of persistent bleeding between the groups with a
RRof 0.29 (95% CI: 0.07–1.27; I2¼59%). On subgroup analysis

of patients undergoing placement of OTSC as primary thera-
py also, there was no difference in the risk of persistent
bleeding with a RR of 0.38 (95% CI: 0.05–2.93; I2¼63%)
(►Fig. 3).

Rebleeding
All the included studies compared the incidence of rebleed-
ing in patients achieving initial hemostasis with either of the
interventions. The use of an OTSC was associated with a
significantly lower risk of rebleeding compared with stan-
dard therapy at 7 and 30 days,with a RRof 0.30 (95% CI: 0.16–
0.59; I2¼0%) and RR of 0.42 (95% CI: 0.24–0.72; I2¼0%),
respectively. On subgroup analysis of patients undergoing
placement of OTSC as primary therapy, OTSC was associated
with a significantly lower risk of rebleeding compared with
standard therapy at 7 and 30 days, with a RR of 0.29 (95% CI:
0.14–0.62; I2¼0%) and RR of 0.43 (95% CI: 0.24–0.78;
I2¼3%), respectively (►Fig. 4).

Fig. 1 Flow diagram for study retrieval and identification for meta-analysis as per the PRISMA 2020 statements.

Journal of Digestive Endoscopy Vol. 14 No. 3/2023 © 2023. The Author(s).

OTSC for Nonvariceal Upper Gastrointestinal Bleeding Giri et al. 137



Ta
b
le

1
Ba

se
lin

e
ch

ar
ac

te
ri
st
ic
s
of

th
e
st
ud

ie
s
in
cl
ud

ed
in

th
e
m
et
a-
an

al
ys
is

A
u
th
o
r,
ye

ar
C
o
un

tr
y

In
d
ic
at
io
n

In
te
rv
en

ti
o
n

N
u
m
b
er

of
pa

ti
en

ts
A
g
e,

in
ye

ar
s

M
al
e/
fe
m
al
e

Pe
p
ti
c
ul
ce

rs
A
n
ti
th
ro
m
b
ot
ic

us
e

Sc
hm

id
t
et

al
20

18
10

G
er
m
an

y
Re

bl
ee

d
in
g
fr
o
m

pe
pt
ic
ul
ce

r
w
it
hi
n

7
da

ys
af
te
r
in
it
ia
ls
uc

ce
ss
fu
l

en
do

sc
op

ic
he

m
os

ta
si
s

O
TS

C
33

77
(3
3–

90
)

20
/1
3

10
0%

15
(4
5.
5%

)

St
an

da
rd

33
78

(4
4–

93
)

17
/1
6

10
0%

12
(3
6.
3%

)

Je
ns

en
et

al
20

21
11

U
SA

Pr
im

ar
y
tr
ea

tm
en

t
of

se
ve

re
a
ac

ut
e

N
V
U
G
IB

O
TS

C
25

67
.6

�
16

.5
19

/6
22

(8
8%

)
21

(8
4%

)

St
an

da
rd

28
66

.5
�
14

.8
24

/4
22

(7
8.
6%

)
22

(7
8.
6%

)

M
ei
er

et
al

20
22

12
G
er
m
an

y
Pr
im

ar
y
tr
ea

tm
en

to
fa

cu
te

N
V
U
G
IB

w
it
h
a
hi
gh

ri
sk

of
re
bl
ee

di
ng

(C
om

pl
et
e
Ro

ck
al
lS

co
re

�7
)

O
TS

C
48

78
(4
2–

92
)

33
/1
5

42
(8
7.
5%

)
19

(3
9.
6%

)

St
an

da
rd

52
79

(5
1–

96
)

37
/1
5

42
(8
0.
7%

)
22

(4
2.
3%

)

C
ha

n
et

al
20

23
13

H
on

g
Ko

ng
,

Ta
iw

an
,
Th

ai
la
nd

Pr
im

ar
y
tr
ea

tm
en

t
of

pa
ti
en

ts
w
it
h

hi
gh

-r
is
k
pe

pt
ic

ul
ce

rs
�1

5
m
m

O
TS

C
50

72
.4
1
�
13

.8
1

34
/1
6

10
0%

7/
50

(1
4%

)

St
an

da
rd

50
70

.7
4
�
10

.7
7

33
/1
7

10
0%

3/
50

(6
%
)

La
u
et

al
20

23
14

H
on

g
Ko

ng
,

C
hi
na

,A
us

tr
al
ia

Pr
im

ar
y
tr
ea

tm
en

to
fa

cu
te

N
V
U
G
IB

O
TS

C
93

62
.4

�
18

.9
74

/1
9

86
(9
2.
5%

)
16

(1
7.
2%

)

St
an

da
rd

97
64

.1
�
17

.2
75

/2
2

87
(8
9.
7%

)
26

(2
6.
8%

)

A
bb

re
vi
at
io
ns

:
H
b,

he
m
og

lo
bi
n;

N
V
U
G
IB
,
no

nv
ar
ic
ea

lu
pp

er
ga

st
ro
in
te
st
in
al

bl
ee

di
ng

;
O
TS

C
,
ov

er
-t
he

-s
co

pe
cl
ip
s;

R
BC

,
re
d
bl
oo

d
ce
ll.

a
Se

ve
re

U
G
Ib

le
ed

in
g
de

fi
ne

d
by

cl
in
ic
al
pa

ra
m
et
er
s
(h
yp

ot
en

si
on

,s
ho

ck
,s
yn

co
p
e,

ta
ch

yc
ar
di
a,

m
el
en

a,
he

m
at
em

es
is
,a

nd
/o
r
he

m
at
oc

h
ez
ia
),
la
bo

ra
to
ry

ev
id
en

ce
(H

b
�

9
gr
am

s;
or

H
b
de

cr
ea

se
of

�
2
gr
am

s
fr
om

ba
se
lin

e)
,
an

d
1
or

m
or
e
un

it
s
R
BC

tr
an

sf
us

io
n
(a
ll
3
w
er
e
re
q
ui
re
d
).

Ta
b
le

2
O
ut
co

m
e
of

th
e
st
ud

ie
s
in
cl
ud

ed
in

th
e
m
et
a-
an

al
ys
is

A
u
th
o
r,
ye

ar
In
te
rv
en

ti
on

N
u
m
be

r
o
f
pa

ti
en

ts
Pe

rs
is
te
nt

b
le
ed

in
g

Re
bl
ee

d
in
g

at
7
d
ay

s
Re

b
le
ed

in
g

at
30

d
ay

s
30

-d
ay

m
or

ta
lit
y

D
u
ra
ti
on

of
ho

sp
it
al
iz
at
io
n
,
in

d
ay

s

Sc
hm

id
t
et

al
20

18
10

O
TS

C
33

2/
33

3/
31

3/
31

2/
33

29
.7
5
�
24

.8
5

St
an

da
rd

33
14

/3
3

5/
19

5/
19

4/
33

19
.5

�
13

.8
7

Je
ns

en
et

al
20

21
11

O
TS

C
25

0/
25

1/
25

1/
25

0/
25

7.
56

�
8.
17

St
an

da
rd

28
0/
28

7/
28

8/
28

0/
28

10
�
16

.1
9

M
ei
er

et
al

20
22

12
O
TS

C
48

0/
48

4/
48

6/
48

3/
48

22
�
18

.7

St
an

da
rd

52
6/
52

8/
46

8/
46

4/
52

23
.5

�
19

.6
5

C
ha

n
et

al
20

23
13

O
TS

C
50

4/
50

2/
46

5/
46

2/
50

7.
7
�
5.
3

St
an

da
rd

50
2/
50

7/
48

9/
48

4/
50

7.
3
�
5.
4

La
u
et

al
20

23
14

O
TS

C
93

1/
93

1/
92

2/
92

2/
93

13
.7
2
�
24

.3
3

St
an

da
rd

97
6/
97

6/
91

8/
91

4/
97

13
.2
7
�
16

.1
3

A
bb

re
vi
at
io
n:

O
TS

C
,
ov

er
-t
he

-s
co

pe
cl
ip
s.

Journal of Digestive Endoscopy Vol. 14 No. 3/2023 © 2023. The Author(s).

OTSC for Nonvariceal Upper Gastrointestinal Bleeding Giri et al.138



30-Day Mortality
All five studies reported the incidence of 30-daymortality with
either of the interventions. Therewasnodifference in the riskof
mortality at 30days betweenboth groups, on overall analysis or
subgroup analysis, with a RRof 0.58 (95%CI: 0.26–1.28; I2¼0%)
and 0.61 (95% CI: 0.25–1.51; I2¼0%), respectively.

Duration of Hospitalization
All five studies reported the duration of hospitalization with
either of the interventions. There was no difference in the
duration of hospitalization between both groups, on overall
analysis or subgroupanalysis,with anMDof0.42 (95%CI:�1.00

to 1.84; I2¼18%) and 0.21 (95% CI: �1.23 to 1.64; I2¼0%),
respectively (►Fig. 5).

Publication Bias, Sensitivity Analysis, and Certainty of
the Evidence
Publication bias was not assessed as the number of studies
was less than 10. On leave-one-out analysis, with the exclu-
sion of the study by Chan et al, OTSC was associated with a
lower risk of persistent bleeding with RR 0.14 (95% CI: 0.05–
0.41; I2¼0%). There was no significant change in the overall
effect for other outcomes on leave-one-out analysis.►Table 3

shows the grade of evidence for various outcomes.

Fig. 2 Risk of bias assessment for the included studies.

Fig. 3 Forest plot comparing the risk of persistent bleeding between standard therapy and OTSC with subgroup analysis based on the indication.
CI, confidence interval; OTSC, over-the-scope clips.
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Discussion

The role of OTSC in managing NVUGIB as both first-line
and second-line options for hemostasis is evolving. The
present meta-analysis adds to the expanding literature on
usingOTSC clips for themanagement of NVUGIB. The present
analysis reported a significantly lower risk of rebleeding at 7
and 30 days with OTSC compared with standard therapy.

However, there was no difference in the risk of persistent
bleeding, 30-day mortality, and duration of hospitalization
between OTSC and standard therapy.

Both groups had no difference in the risk of persistent
bleeding (failure to control bleeding). This was also seen in
the subgroup analysis of patients where OTSC clips were used
as a primary measure to achieve endoscopic hemostasis.

Fig. 4 Forest plot comparing the risk of rebleeding at (A) 7 days and (B) 30 days between standard therapy and OTSC. CI, confidence interval;
OTSC, over-the-scope clips.

Fig. 5 Forest plot comparing the (A) risk of 30 days mortality and (B) duration of hospitalization between standard therapy and OTSC. CI,
confidence interval; OTSC, over-the-scope clips; SD, standard deviation.

Journal of Digestive Endoscopy Vol. 14 No. 3/2023 © 2023. The Author(s).
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Among studies using OTSC as a first-line therapy, including
various lesion types and ulcer sizes, none of the individual
studies reported any difference in the risk of persistent bleed-
ing. However, in the study by Schmidt et al, where OTSC was
used as a second-line therapy, persistent bleeding was seen in
42.4% of those receiving the standard therapy, compared with
6.1% in theOTSC group (p¼0.001). Thus, OTSCsmay be a good
option for hemostasis after the failure of standard therapy.
However, based on the present literature, the benefit of OTSC
for primary hemostasis is still debatable and requires further
studies.

None of the individual studies reported any difference in
the risk of rebleeding at 7 days, and two reported a lower
risk of rebleeding at 30 days.11,14 The pooled analysis of the
data demonstrated a significantly lower risk of both early
(day 7) and late (day 30) rebleeding as compared with
standard therapy with RR of 0.30 (0.16–0.59), and RR of
0.42 (0.24–0.72), respectively. This may be because the
individual studies were underpowered to show a statisti-
cally significant difference. A prior study utilizing a Doppler
endoscopic probe demonstrated that OTSC more effectively
obliterated effective arterial blood flow beneath the ulcer
than standard therapy and was associated with a lower
rebleeding rate.15 Another recent study showed a lower
cumulative 30-day rebleed rate in patients treated with
OTSC clips compared with standard therapy (14.6 vs.
3.2%).14 The authors proposed that using these clips as a
primary line of management may be restricted to ulcers
that are highly likely to rebleed. The predictors of rebleed-
ing were active bleeding, large ulcer size, and posterior
bulb or lesser curve gastric ulcers. They will likely erode
into vessels from the gastroduodenal or left gastric arterial
complexes.14 Contrasting results were obtained in another
study that specifically assessed the role of these clips in
bleeding peptic ulcers more than or equal to 15mm in
size.13 There was no statistically significant difference in
rebleeding rates in the OTSC group. However, the caveat in
this study was cases of OTSC failure were due to the highly
technically demanding nature of the procedure due to the
location of the lesion and the learning curve associated
with deploying these clips. Also, subsequent salvage endo-
scopic measures were difficult due to the presence of large
clips, and all of these patients required transarterial em-
bolization to control the bleeding. A recent meta-analysis
also demonstrated a significantly lower risk of rebleeding
using OTSC clips.16 These findings add to the data on using
these clips, especially in cases with a high likelihood of
rebleeding.

There are some disadvantages to the OTSC system. First,
the scope must be removed after identifying the bleeding
lesion to load the clip onto the scope. Second, applying in
difficult locations like the posterior wall of the duodenal bulb
or lesser gastric curvature is technically difficult. Also, tech-
nical expertise and training may be required to use them
routinely. Lastly, the equipment cost is a cause of concern,
especially in resource-limited settings. In a retrospective
study using OTSC as first-line therapy, the procedural cost
was significantly higher with OTSC compared with standardTa
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therapy, but not hospitalization cost.7Another study on cost-
effective analysis of the OTSC as second-line therapy
reported comparable procedural costs as well as total costs
with standard therapy.17 Further studies are required to
conduct a meta-analysis of the cost difference between the
groups,

Chandrashekar et al published a systematic review on the
use of OTSC clips in GI bleeding. However, most included
studies were retrospective cohort studies and case series.16

Also, they have not looked at the question of using OTSC clips
as a primary measure in achieving hemostasis. The most
recentmeta-analysis by Bapaye et al18 included 11 records (4
conference abstracts), out of which the majority were non-
randomized studies associated with a significant bias. The
present meta-analysis comprehensively reviews only RCTs
that have examined the use of OTSC as a measure of
hemostasis in NVUGIB. Hence, the current meta-analysis
provides a better contemporary perspective on the role of
OTSC in managing GI bleeding, along with a grade of
evidence.

Despite this, there are some limitations to this study.
First, in most of the studies, expert endoscopists used the
OTSC system, which limits the generalizability of this
modality in the community. Second, the number of includ-
ed studies was small, with the majority having a small
sample size, making the analysis underpowered. Third,
there were differences in study protocols, especially in
the selection criteria for the patients. Lastly, none of the
studies looked at the cost-effectiveness of the use of OTSC
clips for NVUGIB. Nevertheless, our analysis will serve as a
helpful manual for clinical reference and a basis for further
research, assisting clinicians by adding a new practice tool
to their arsenal.

In conclusion, the present meta-analysis showed moder-
ate evidence that OTSC could reduce the risk of rebleeding
after endoscopic hemostasis. The possible benefit of OTSCs
may be restricted to patients with failed hemostasis and
those with a high risk of rebleeding. However, they have no
benefit regarding initial bleeding control or 30-day mortali-
ty. Given the higher cost of OTSC, a cost-efficacy analysis
needs to be conducted to analyze whether the reduced
rebleeding risk may prove cost-effective.

Authors’ Contributions
S.G. and S.H. conceptualized the study. S.G. and A.K. were
involved in methodology. S.G., S.H., and M.K. contributed
to formal analysis. A.K. and S.S. helped in Project admin-
istration. S.G., S.H., and V.J. were involved in visualization.
S.G. helped in software. S.G., S.H., and V.J. validated the
study. S.G., S.H., and M.K. wrote the original draft. S.G.,
S.H., V.J., and S.S. reviewed and edited the manuscript. All
authors approved the final manuscript.

Conflict of Interest
None declared.

References
1 Gralnek IM, Stanley AJ, Morris AJ, et al. Endoscopic diagnosis

and management of nonvariceal upper gastrointestinal hemor-
rhage (NVUGIH): European Society of Gastrointestinal Endoscopy
(ESGE) Guideline - Update 2021. Endoscopy 2021;53(03):
300–332

2 Jensen DM, Kovacs TOG, Ohning GV, et al. Doppler endoscopic
probe monitoring for blood flow improves risk stratification and
outcomes of patients with severe non-variceal UGI hemorrhage.
Gastroenterology 2017;152:1310–1318

3 Richter-Schrag HJ, Glatz T, Walker C, Fischer A, Thimme R.
First-line endoscopic treatment with over-the-scope clips
significantly improves the primary failure and rebleeding rates
in high-risk gastrointestinal bleeding: A single-center experi-
ence with 100 cases. World J Gastroenterol 2016;22(41):
9162–9171

4 Wedi E, Fischer A, Hochberger J, Jung C, Orkut S, Richter-SchragHJ.
Multicenter evaluation of first-line endoscopic treatment with
the OTSC in acute non-variceal upper gastrointestinal bleeding
and comparisonwith the Rockall cohort: the FLETRock study. Surg
Endosc 2018;32(01):307–314

5 Brandler J, Baruah A, Zeb M, et al. Efficacy of over-the-scope clips
in management of high-risk gastrointestinal bleeding. Clin Gas-
troenterol Hepatol 2018;16(05):690–696.e1

6 Mangiafico S, Pigò F, Bertani H, et al. Over-the-scope clip vs
epinephrine with clip for first-line hemostasis in non-variceal
upper gastrointestinal bleeding: a propensity score match analy-
sis. Endosc Int Open 2020;8(01):E50–E58

7 Robles-Medranda C, Oleas R, Alcívar-Vásquez J, Puga-Tejada M,
Baquerizo-Burgos J, Pitanga-Lukashok H. Over-the-scope clip
system as a first-line therapy for high-risk bleeding peptic
ulcers: a retrospective study. Surg Endosc 2021;35(05):
2198–2205

8 Buddam A, Rao S, Koppala J, et al. Over-the-scope clip as first-line
therapy for ulcers with high-risk bleeding stigmata is efficient
compared to standard endoscopic therapy. Endosc Int Open 2021;
9(10):E1530–E1535

9 Page MJ, McKenzie JE, Bossuyt PM, et al. The PRISMA 2020
statement: an updated guideline for reporting systematic
reviews. BMJ 2021;372(71):n71

10 Schmidt A, Gölder S, GoetzM, et al. Over-the-scope clips aremore
effective than standard endoscopic therapy for patients with
recurrent bleeding of peptic ulcers. Gastroenterology 2018;155
(03):674–686.e6

11 Jensen DM, Kovacs T, Ghassemi KA, Kaneshiro M, Gornbein J.
Randomized controlled trial of over-the-scope clip as initial
treatment of severe nonvariceal upper gastrointestinal bleeding.
Clin Gastroenterol Hepatol 2021;19(11):2315–2323.e2

12 Meier B,Wannhoff A, Denzer U, et al. Over-the-scope-clips versus
standard treatment in high-risk patients with acute non-variceal
upper gastrointestinal bleeding: a randomised controlled trial
(STING-2). Gut 2022;71(07):1251–1258

13 Chan S, Pittayanon R, Wang HP, et al. Use of over-the-scope clip
(OTSC) versus standard therapy for the prevention of rebleeding
in large peptic ulcers (size �1.5 cm): an open-labelled, multi-
centre international randomised controlled trial. Gut 2023;72
(04):638–643

14 Lau JYW, Li R, Tan CH, et al. Comparison of over-the-scope clips to
standard endoscopic treatment as the initial treatment in
patients with bleeding from a nonvariceal upper gastrointestinal
cause: a randomized controlled trial. Ann Intern Med 2023;176
(04):455–462

15 Jensen DM, Ohning GV, Kovacs TOG, et al. Doppler endoscopic
probe as a guide to risk stratification and definitive hemostasis
of peptic ulcer bleeding. Gastrointest Endosc 2016;83(01):
129–136

Journal of Digestive Endoscopy Vol. 14 No. 3/2023 © 2023. The Author(s).

OTSC for Nonvariceal Upper Gastrointestinal Bleeding Giri et al.142



16 Chandrasekar VT, Desai M, Aziz M, et al. Efficacy and safety of
over-the-scope clips for gastrointestinal bleeding: a systematic
review and meta-analysis. Endoscopy 2019;51(10):941–949

17 Kuellmer A, Behn J, Meier B, et al. Over-the-scope clips are cost-
effective in recurrent peptic ulcer bleeding. United European
Gastroenterol J 2019;7(09):1226–1233

18 Bapaye J, Chandan S, Naing LY, et al. Safety and efficacy of over-
the-scope clips versus standard therapy for high-risk nonvariceal
upper GI bleeding: systematic review and meta-analysis. Gastro-
intest Endosc 2022;96(05):712–720.e7

Journal of Digestive Endoscopy Vol. 14 No. 3/2023 © 2023. The Author(s).

OTSC for Nonvariceal Upper Gastrointestinal Bleeding Giri et al. 143


