Lower Gastrointestinal bleeding

By dr. Al-Salamah

70 Y/O ,lady ,Saudi . presented with per rectal bleeding !

WHAT TO ASK?
· Blood it self :

· Amount 

· Appearance .

· Association with pain .

· Relation to defecation.

· Associated GI symp : 

· Altered bowel habits.

· Jaundice  

· Loss of weight .

· Symp. Of anemia .

· Past Hx :

· GI bleeding.

· IBD.

· Surgeries .

· Use of NSAID's, aspirin or anticoagulants.

· Risk factors for vascular diseases .

· Co-morbidities .

EXAMINATION:-

· General .

· VS.

· DRE.

Definition:- 

an abnormal intraluminal blood loss from a source distal to the ligament of Treitz.
· Could be : 

· Hematochezia .

·  Fecal occult blood.

Management:-

· Categorize pt according to risk : 

High risk:

· hemodynamic instability
· co morbidity .

· persistent bleeding .

· Multiple transfusions.

· Acute abdomen

Low risk:

· Young 
· Healthy 

· self-limited rectal bleeding

· Emergency :

· Resuscitate .

· Resuscitate

·  Resuscitate

Basic Investigations:-
· CBC, U & E.

· LFTs, Coagulation profile .

· Type and cross match blood

· coagulopathy (INR >1.5) → FFP. 

· Plt (<50,000/µL)   → platelet transfusions 

· Hct 

·  Hgb >7 - otherwise healthy, age < 55, less critically ill

·  Hct >10 - ischemic cardiac dz, AMI, unstable angina

· Admission to ICU:

·  Severe bleeding(↓ Hct of at least 6 %, or transfusion requirement more than 2 units of PRBC ).

·  hemodynamic instability .

·  continuous active bleeding .

· Colonoscopy.

· AXR.

· Radionuclide imaging.

· Arterial phase multidetector-row-CT.

· Angiography .

Bleeding site not identified ??
· upper endoscopy with push enteroscopy allows visualization of the proximal 60 cm of the jejunum.
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Diverticular disease 60%
Diverticulosis/diverticulitis of small intestine
Diverticulosis/diverticulitis of colon

1BD 13%
~Crohn's disease of small bowel, colon, or both
Ulcerative colitis

-Noninfectious gastroenteritis and colitis

Benign anorectal diseases 1%
Hemorthoids

-Anal fissure
Fistula-in-ano

Neoplasia 9%
Malignant neoplasia of small intestine
“Malignant neoplasia of colon, rectum, and anus

Coagulopathy %
Ateiovenous malformations (AVM) 3%
TOTAL 100%

‘From N R asof 4410 patients*




· Barium studies have no role in the evaluation of acute LGIB.
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CAUSES:- 
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DIVERTICULAR DISEASE

Related Terms:-
· Diverticulum

· Abnormal sac or pouch protruding from the wall of hollow organ

· Diverticulosis

· Presence of multiple false diverticuli

· Diverticulitis

· Inflammation of diverticuli

Types:-
· Congenital (true) diverticula

· Uncommon

· Full wall thickness

· Solitary

· Found in cecum and ascending colon

· Acquired (false) diverticula

· Very common

· Contain mucosal and submucosal layer

· 95% involvement of the sigmoid colon

RISK FACTORS:-
· Age(5th to 8th decades ) .

· Low fiber diet .

· The most favorable area where of the marginal artery penetrate the of colon.

Clinical presentation:-
· Diverticulosis

· Asympatomatic(70-80%)

· Episodic LLQ abd pain

· Constipation , D

· Absence of fever/leucocytosis

· No phys. Exam finding or poorly localized LLQ tenderness

· Diverticulitis

· LLQ pain/tenderness

· Alternating constipation and D

· N , V

· Low grade fever ,mild leucocytosis

· Palpable mass

Complication:-
· Abscess 44%

· peretonitis.
· Fistula 8%:

- Colovesical(most common)

- Colo vaginal

- Coloenteric

- Colocutaneous
Investigations:-
· colonoscopy 

· Abdominal ultrasound 

· Computerized tomography (CT) scan 

Treatment:-
· Uncomplicated:

· high fiber,education

· If bleeding not stop,resect involved region

· Complicated:

· Medical(85%)

· Admit

· NPO

· fluid resuscitation

· NG+suction

· IV Abx

Indication for surgery:-
· After 1attack if:

     - <50y.

     - immunosuppressed

     - abscess needing percutaneous   drainage

· After 2 or more attack for other.

· Complication.

· Failure of medical Rx.

Surgical procedures:-
· Hartmann procedures:

        resection  +colostomy 

        +rectal stump

        colostomy reversal in 3-6 mths.

· Laparoscopic resection 

Angiodysplasia

DEFINITION:-
· It is a condition of stretched and fragile blood vessels in the colon that results in occasional loss of blood from the gastrointestinal (GI) tract Most common in

 Rt colon(cecam).

· After diverticulosis , it is the second leading cause of lower GI bleeding in patients older than 60 years.

Causes :-
· Degenerative changes of small blood vessels associated with aging 

· Long-term local hypo-oxygenation of the microcirculation from cardiac, vascular, or pulmonary disease
· coagulopathies

Clinical presentation:-
History

· Many patients are asymptomatic .

· hematemesis or hematochezia(0-60%) 

·  melena  (0-26%),

·  hemoccult positive stool(4-47%),

·  iron deficiency anemia(0-51%).
· Bleeding is usually chronic or recurrent and, in most cases, low grade and painless because of the venous source.

· Spontaneous cessation of bleeding (occurring in 90% of patients)
Physical examination

· Physical examination should include assessment of hemodynamic stability and the likely origin of blood loss.

· Vital signs may demonstrate tachycardia, hypotension, and postural changes.

· In most cases, bleeding presents as bright red blood but also can be maroon in color or melena. 

Investigation:-
· CBC 

· Endoscopy (cherry red spots,branching pattern from central vessel)

· Angiography (slow filling/early mesenteric V)

· Stool guaiac  (a positive test result suggests bleeding from the colon)

Treatment:-
· If asympatomatic→ NO Rx

· Cautery 

· Rt hemicolectomy 

· embolization 

· vasopressin infusion 

·  sclerotherapy 

· band ligation 

·  laser

· Octreotide
AORTOENTERIC FISTULA

· Aortoenteric Fistula (AEF) is a rare, life- threatening disease process.

· Most commonly a complication of repair of abdominal aortic aneurysms.

· Carries a very high morbidity and mortality

· 100% without surgical intervention

· 60- 90% with intervention

DEFINITION:-
Direct communication between the aorta and the GI tract.

· 3 rd and 4 th part of Duodenum (80%)

• Jejunum and ileum (10%)

• Large bowel (6%)

• Stomach (4%)

Types:- 

• Primary AEF:
spontaneous fistula

  
 formation in the absence of prosthetic aortic materials.

• Secondary AEF:

   
fistula in the setting of

  
prosthetic aortic materials.

PRIMARY AEF :

· very rare

• Usually, the AAA erodes into the 3 rd or 4 th portion of the duodenum.

· 85% of AAA with AEF were atherosclerotic

SECONDARY AEF:
· More common

• Due to development of a pseudo aneurysm at the proximal suture line of AAA repair or by direct mechanical effects of scarring between bowel and the suture line.

• This usually occurs years following open aortic surgery

CLINICAL MANIFESTATIONS:-
· Hematemesis , melena or Hematochezia .

· Crampy, upper abdominal pain

• Back pain

• Herald bleed: 

- initial bleed relatively few hemodynamic consequences. This is almost always followed by acatastrophic bleeding 

- bleeds occur as clot fills the fistula with subsequent small bowel contraction. This bleed can occur hours to several days before diagnosis is made.

- Once the clot dislodges or is lysed, and aortic pressure increases leading to a larger volume Bleed
- Physical exam may demonstrated palpable abdominal aortic aneurysm with abdominal bruit

EVALUATION:-
· Any patient with known aortic aneurysm repair presenting with GI bleed should be evaluated for AEF.

ENDOSCOPY:-
Procedure of choice

  
• 90% of AEFs are within the range of endoscopy .

• Can exclude other causes of acute UGI bleed (ulcer)

CT SCAN:-
• Used if EGD fails to demonstrate lesion

• May confirm the diagnosis

Surgical intervention:-
• Surgery involves:

– stop bleeding

– removal of prosthetic aortic graft

– ensure peripheral circulation via extra- aortic bypass

– repair (< 3cm) or resect intestinal lesion

• Omental or peritoneal flap interposition recommended to prevent formation of another fistula .

• Intravenous antibiotics are an essential adjunct therapy







PAGE  
10

[image: image1][image: image5.jpg]s

Inital evaluation
and
resuscitation

i

Nasogastric tube
aspiration

g——

e—
T Al other
bl
Connoscany a-egaive—|  Ec0 -s:ﬁ;_l

i

Treat as
Source ot possivle due)) | appropriate
s Negative exam to severly of

( dentifed ) ( ] ( bleeding

Treat as Has Arteriography
appropriate hematochezia  [—Now| (& nuclear scan first)
ceased? Surgical consultation
T
Yes.
1]

Small bovel studies




[image: image6.png]SUBTOTAL

COLECTOMY
HEMODYNAMIC
MASSIVE INSTABILITY RESUSCITATE
—_—
BLEEDING *——— NO AND OBSERVE
PERSISTENT
l TRANSIENT
RBC SCAN
i (6] | ) i
ANGIOGRAPHY COLONOSCOPY
| |
v v
SOURCE SOURCE NOT SOURCE NOT SOURCE
IDENTIFIED IDENTIFIED IDENTIFIED IDENTIFIED
v v
EMBOLIZATION CONTINUED CONTINUED
OR SEGMENTAL BLEEDING BLEEDING
RESECTION
v v
SUBTOTAL SEGMENTAL
COLECTOMY RESECTION

An expanded management algorithm for patients with acute lower
gastrointestinal bleeding in whom upper gastrointestinal and anorectal sources

have been excluded. (Modified from Feingold, 2004)
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