Upper GIT Bleeding (Hematemesis)

By dr. Al-Aqeeli

Definition:-
Bleeding derived from any source proximal to the Ligament of Treitz
· 1 in 1000 in us who experienced upper GI bleeding

· Men :women                       2     :     1

· Mortality rate 10%

Related Terms:-
· Hematemesis?                

·  Vomiting of blood

·  Red or Brown Dark ???       Coffee ground

· Hematochezia                  Upper OR Lower?

·  Blood in the stool
· Melena                              Upper Or Lower?

·  Black, tarry, smelly stool
Case:-
- 47 year old male k/c of IHD ,DM ,HTN ON ASA came to the ER complaining of hematemesis, how would you approach to this patient?
- What important questions you would like to  ask?
	Reason for question 
	Question asked
	Comment

	Was it blood, and if so was it coughed or vomited?

	Where did the blood come from?

	Allow the patient to describe his symptoms. 
It seems almost unnecessary to ask these questions, but a lot of time and effort will be saved if it is established that what the patient has brought up is blood and not, for example, red wine. Avoid words like coffee-grounds, which may mislead

	The form and severity of the blood loss. Health immediately before bleeding

	Have you vomited blood before?

	Previous history of bleedings, e.g. from DU 
About a third of patients with peptic ulcers do not have symptoms before they bleed. Almost half of the patients who bleed have no symptoms to suggest the cause of the bleeding.

The patient is better able to describe volume of blood lost in familiar measures, rather than in millilitres. Remembers however that even a little blood seems a lot to a frightened patient or relatives. There is almost always more lost than appears in vomit.

	Rectal blood loss

	What has the colour of your motions been? Please describe your motions

	Blood in the rectum in a patient with haematemesis indicates severe bleeding


	Symptoms accompanying blood loss

	Have you felt giddy or light headed?
Have your felt your heart thumping inside your chest? (Palpitations)

Have you felt an pain in your chest? (describe)

	These may give an indication of the severity of blood loss.
Angina and palpitations may accompany severe anaemia.


	Possible cause of bleeding Drugs

	Ask about tablets for backache or headaches (aspirin), tablets for arthritis (phenylbutazone, indomethacin); and steroids
Do you take blood thinning tablets (anticoagulants)

	These drugs cause gastric erosions


	Benign upper GIT

	Any history of indigestion, heartburn, or pain in the upper part of y our tummy? Do you wake up in the middle of the night with tummy pain?

	Peptic ulcer, reflux oesophagitis, hiatus hernia


	Peptic ulcer, reflux oesophagitis, hiatus hernia

	What has your appetite been like?
Enquire about weight loss. If yes, how much and over how long?
	Carcinoma of stomach a rare cause of haematemesis (see above)


	Cirrhosis of liver

	How much alcohol do you drink? How long have you been drinking?
	Cirrhosis of the liver presents with upper GIT bleeding in 25% of patients known to have this liver disorder.

	ROS

	Rest of GIT
RS, CVS, CNS, GUS

	Think of intercurrent disease, which will have to be taken into account in management. An example is ischaemic heart disease.

	PMH

	DU, gastric, ulcer, cirrhosis of liver, hepatitis
Arthritis, chronic pain requiring analgesics

Recent major operation

Deep venous thrombosis or pulmonary embolism
	Suggests stress ulceration
Requiring anticoagulant treatment 


	SH

	Alcohol intake: document type of drinks, quantities in an average week, how long the patient has been drinking.
Drug abuse

Smoking

	Do not forget cirrhosis of the liver
Risk of hepatitis 

Increased risk of peptic ulcer



ON Examination:-
A- general examination:

1-looks ill,dizzy.

2-sign of dehydration (loose of skin turgor,palpitation)

3-bruising and purpura suggest platelet defeciency.

4-stigmata of chronic liver disease.

B- Abdominal examination:

1-scars of previous operation

2-hepatomegaly ,splenomegaly,epigastric tenderness.

3-(+ve)shifting dullnes.

4-PR Examination(melena,blood,rectal masses)
Laboratory investigations:-
1. CBC

2. PT (INR), aPTT

3. Type and cross match blood

4. Creatinine, urea, 

5. Liver function tests

6. HBSag and anti-HCV if liver disease is suspected 

7. ECG in patients over 50 years of age or h/o cardiac disease

- What is the initial management of upper GI bleeding?
Initial patient assessment:-
    Initial approach to the patient with acute upper gastrointestinal bleeding should include near simultaneous completion of the following:

· Patient resuscitation and stabilization

· Brief clinical history 

· Limited physical examination

Patient resuscitation and stabilization:-
· Check vital signs

· Assess airway and breathing

· Assess circulatory status (postural hypotension)

· Obtain intravenous access

· Replace volume

· Transfuse blood (if necessary)

· Measure urine output

Airway & Breathing:-
Endotracheal intubation: Intubation and mechanical ventilation should be considered for the following patients: 

· in shock from massive bleeding.

· on going hematemesis, especially if the bleeding is torrential.

· severe agitation.

· depressed sensorium.

· depressed respiratory status

Circulatory Assessment:-
A quick assessment of the circulatory status should be made by:

· pulse rate 

· measuring the supine blood pressure

· checking for pallor and agitation

· patients with normal supine blood pressure should be checked for postural hypotension. 

Intravenous access:-
At least two large bore (14 to 18 gauge) peripheral intravenous lines should be inserted for access and volume replacement

Volume replacement:- 

Volume should be replaced using crystalloids, such as 0.9% NaCl solution (normal saline) or Ringer's lactate, as rapidly as the patient's cardiopulmonary status will allow, to stabilize vital signs.

Risk Assessment:-
Mild to Moderate Upper GI Bleeding

· The patient is < 60 years of age, and has no chronic medical illness.

· There is no sign of hemodynamic instability.

· Hematocrit is > 30%.

Severe Upper GI Bleeding

· The patient is > 60 years old.

· There are signs of hemodynamic instability (Pulse >100/min, SBP < 100 or postural hypotension).

· There is active bleeding (bright red hematemesis, bright red blood in NG tube or hematochezia with hypotension).

· Drop in hematocrit of 6% or more.

· There is severe co morbid disease (liver, cardiac, pulmonary or renal) 

Nasogastric tube:-
· The presence of blood in naso-gastric aspirate confirms an upper GI source. 

· The detection of red blood with an in-and-out NG tube has been shown to predict poor outcome.

· NGA is useful in predicting HRL. 

· It may help to determine which patients would benefit from earlier endoscopy.

Indication of urgent gastroscopy:-
1-If pt presented with hemodynamic instability (tachycardic and or hypotension).

2-If pt presented with few hrs h/o significant hematemesis.

3-If had Red NG aspirate

Endoscopic Therapy:-
The three chief methods of endoscopic therapy are: 
1. thermal contact methods (heater probe, multipolar electrocoagulation), 
2. injection with dilute epinephrine. sclerosants, and clot-producing materials such as fibrin glue.  

3. Hemoclips
* Approximately 80% of patients will stop bleeding spontaneously without recurrence. 

Most morbidity and mortality occur among the remaining 20%. 

Thus, the main goal of management is to identify patients at high risk for an adverse outcome on the basis of clinical, laboratory and endoscopic variables
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- Causes of  upper GI bleeding?
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Peptic Ulcer
A break in the epithelial surface (i.e. ulceration) of the oesophagus, stomach or duodenum .

PU includes:
 
Duodenal ulcer (commonest) 

 
Gastric ulcer.

Common causes of PU:
- Infection with H.pylori.
- NSAID and the usual suspects

 
(Alcohol ,smoking, stress)
- Imbalance between the aggressive and protective mechanisms.

- Acid hypersecretion due to increase number of parital cells or as seen in (Zollinger-Ellison syndrome).
Clinical Features (PU):
M > F ,20-50 yrs.

· Epigastric pain during fasting (hunger pain), relieved by food and Antacids.

· Back pain if ulcer is penetrating posteriorly.

· Hematemesis from ulcer penetrating GD artery posteriorly.

· Can lead to peritonitis if ulcer occurs anteriorly.

Beheviour of PU Bleeding:
· Spontaneous stoping: 

70-80 %

· Probability of rebleeding:
30-50 %

· Rebleeding within 24-48 hours70-80 %

· Mortality among patients operated because of rebleeding:
20-30 %
Treatment:
* In chronic PU : eradication of H.pylori.

General management :

       
Avoid smoking and food that cause pain.

       
Antacids for symptomatic relief.

       
H2 blockers
Endoscopic:
Topical treatment
   
Injection treatment

   
Mechanical treatment

   
Thermal treatment

Plus IV PPI

Topical treatment
· Tissue adhesives (cyanoacrylat)

· Blood clotting factors (thrombin,fibrinogen)

· Vasoconstricting  drugd (epinephrin)

· collagen

· Ferromagnetic tamponade
Injection therapy
· Sclerotizing drugs (Aethoxysklerol)

· Alcohol (96-99.5 %)

· Epinephrin (Tonogen)

· Thrombin
Mechanic treatment
· Loops

· Sutures

· Balloon treatment

· Haemostatic clips


Thermal treatment
· Laser fotocoagulation

· Heater probe

· Electrocoagulation

· Monopolar

· Bipolar

· Electrohydrothermo sond
Surgical treatment 
The indications for surgery :
· Severe life-threatening hemorrhage not responsive to resuscitative efforts 

· Failure of medical therapy and endoscopic hemostasis with persistent recurrent bleeding 

· A coexisting reason for surgery such as perforation, obstruction, or malignancy 

· Prolonged bleeding with loss of 50% or more of the patient's blood volume 

· A second hospitalization for peptic ulcer hemorrhage 
Types of surgical treatment:
· Local operation?

Suture

Stiching of ulcer

· Local operation + vagotomy

· resection type operation
Local operation with vagotomy
Quicker than resection

· Rebleeding rate 17 %

· Suture insufficiency 3 %
Resection type operations
· Rebleeding only in 3 %

· Insufficency of duodenal stump 13 %

· The duration of operation is the most longer
Esophageal or gastric varices
· dilated sub-mucosal veins in the esophagus
· portal hypertension
· left gastric vein + Azygos vein
· varices present in 50% with cirrhosis

· associated with severity of liver disease 

· risk of bleed 10% - 30% / yr.

· 12 mm Hg threshold

· wall tension

· Mortality 50%

· 20% rebleed

Treatment:
· Continue Somatostatin or Octreotide for 3 to 5 days after the control of bleeding.

· Consider starting  a non-selective Beta blocker on a long term basis.

· Consider possible iron supplementation for anemia.

· Arrange for follow up endoscopy sessions for continued endoscopic therapy and eventual eradication of varices.

· Follow up of the underlying liver disease.

Balloon tamponade (effective but temporary)

Major complications 

· Esophageal rupture 

· Tracheal rupture 

· Duodenal rupture 

· Respiratory tract obstruction 

· Aspiration 

· Hemoptysis 

· Tracheoesophageal fistula 

· Jejunal rupture 

· Thoracic lymph duct obstruction 

· Esophageal necrosis 

· Esophageal ulcer

Sclerotherapy

Oesophageal transsection

Variceal ligation, or banding

 

TIPS ( transjugular intrahepatic portosystemic shunt)
Portosystemic Shunts (Surgery  vs TIPS)

· Communication between hypertensive portal system and  low pressure systemic circulation

Mallory-Weiss syndrome (tear)
The cause: the sudden increase of intragastric pressure

· Alcohol intoxication

Pathology: Rupture of the mucosa in the cardia
· account for 15% of acute upper GI hemorrhage 

Treatment: Conservative treatment usually sufficient, no need of operation
· For other patients in whom bleeding is visualized at endoscopy, the endoscopic treatment options are electrocoagulation, heater-probe application, or sclerotherapy 
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