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Case 1

* A 65 years old male referred for evaluation of
4 months HX of weight loss, fatigue , and
weakness. He also gave history of passing dark
stool intermittently for the last 3 months. He

is known DM on insulin, hyperlipedemia on
statin and occasionally aspirin




* What other information you would like to
ask?




ESSENTIALS OF DIAGNOSIS ]

* Symptoms: Coffee ground vomiting, hematemesis, melena,
hematochezia, anemic symptoms
Past medical history: Liver cirrhosis, use of non-steroidal anti-
inflammatory drugs
Signs: Hypotension, tachycardia, pallor, altered mental status,

melena or blood per rectum, decreased urine output
Bloods: Anemia, raised urea, high urea to creatinine ratio




 What is the likely diagnosis?




Causes of UGIB

Table 1
Frequency of common causes of upper gastrointestinal bleeding

Diagnosis Frequency (Percentage)

Peptic ulcer disease, induding duodenal and gastric ulcer 28-59
Variceal bleeding 4-14

Mucosal erosive disease, including esophagitis, gastritis, and 1-31
duodenitis

Mallory-Weiss tear 4-8
Malignancy 2-4

Arteriovenous malformation 3
Gastric antral vascular ectasia ~1

Dieulafoy lesion ~1

Gibson et al. Gastrointest Endosc Clin N Am 2011;21:583-96.




 What will be the next step?







Case 2

* A 42 years old male complaining of chronic
recurrent epigastric pain which worsen
recently especially when he is fasting

* For the last 2 days he started to have frequent
vomiting associated with blood

* He is not known to have any chronic medical
problems and not on any medications




 What is the best next step in the approach of

such patient?




e Detailed HX

* Full Physical examination




 How would you assess the bleeding severity?




Risk Stratification

Glasgow- Blatchford Score (GBS)

Rockall Score

Modified-GBS

AIMS65




Table 1 | Glasgow-Blatchford score assessment criteria

Risk factors at presentation Threshold Score

Blood urea nitrogen (mmol/1) 6.5-7.9
8.0-9.9
10.0-24.9
225.0

Hemoglobin for men (g/1) 120-130
100-119
<100

Hemoglobin for women (g/1) 100-120
<100

Systolic blood pressure (mmHg) 100-109
90-99
<90

Heart rate (bpm) >100

Physical

Melena Present

H isto ry Syncope Present
Hepatic disease Present

2
<
4
6
1
3
6
1
6
1
2
3
1
1
2
2
2

Cardiac failure Present

Total score (0-23). Patients with scores >0 are considered to be at high
risk. Permission obtained from Elsevier Ltd @ Blatchford, O. et al. Lancet
356, 1318-1321 (2000).

Bardou et al. Nat Rev Gastroenterol Hepatol 2012;9:97-104.




B Rockall Score

Complete
Rockall
Score

Clinical
Rockall
Score

Variable
Age
<60 yr
60-79 yr
=80 yr
Shock
Heart rate >100 beats/min
Systolic blood pressure <100 mm Hg
Coexisting illness
Ischemic heart disease, congestive
heart failure, other major illness
Renal failure, hepatic failure, metastatic
cancer
Endoscopic diagnosis
No lesion observed, Mallory-Weiss tear
Peptic ulcer, erosive disease, esophagitis
Cancer of upper Gl tract
Endoscopic stigmata of recent hemorrhage
Clean base ulcer, flat pigmented spot

Blood in upper Gl tract, active bleeding, visible

vessel, clot

Points

Histt(I)ry

2

Physical
2

2

History
3

Hearnshaw et al. Aliment Pharmacol Ther 2010;32:215-24.




 What is the diagnosis and the associated risk

factors?




Spurting Blood

Gralnek et al. N Engl J Med 2008;359:928-37.



Non-bleeding Visible Vessel

Gralnek et al. N Engl J Med 2008;359:928-37.



Flat, Pigmented Spot

Gralnek et al. N Engl J Med 2008;359:928-37.



Clean Base

Gralnek et al. N Engl J Med 2008;359:928-37.



Age >65
Previous peptic ulcer
Previous ulcer-related upper Gl complication
High-dose NSAIDs
Multiple NSAID use
Selection of NSAID (e.g., COX-1 vs. COX-2 inhibition)
NSAID-related dyspepsia
Aspirin (including cardioprotective dosages)
Concomitant use of
NSAID plus low-dose aspirin
Oral bisphosphonates (e.g., alendronate)
Corticosteroids
Anticoagulant or coagulopathy
Antiplatelet drugs (e.g., clopidogrel)
Selective serotonin reuptake inhibitor
Chronic debilitating disorders (e.g., cardiovascular disease, rheumatoid
arthritis)
Helicobacter pylori infection
Cigarette smoking
Alcohol consumption

9Combinations of risk factors are additive.
Data from references 1, 12-15, 20, and 29.




H pylori

e Patients with bleeding peptic ulcers should be
tested for H. pylori

— Receive eradication therapy if present
— Confirmation of eradication

* Negative H. pylori diagnostic tests obtained in
the acute setting should be repeated

Barkun et al. Ann Intern Med 2010;152:101-13.




Case 3

A 52 years old lady presented to ER with one day
history of vomiting of fresh blood. She also
notices passing black tarry stool. She is feeling
dizzy and unwell

Past HX of jaundice no other medical problems
and not on any medications

Clinically jaundiced and pale
Vital signs BP 100/70 pulse 110/min

Abdomen examination showed liver span of 7 cm
and spleen felt 3 fingers below costal margin with
few spider nevi seen over chest

UV Ginhosis — partad BTN




* what is the likely diagnosis of this case and list
4 common aetiology ?




Xanthoma -, Spider angioma
Jaundice '

Paper-money skin

Hepatomegaly/
Hepatatrophia

erythema Edema Finger clubbing,

white nails

Bloody spots

Symptoms of liver cirrhosis

* General malaise, fatigue * Nose bleed /

- Anorexia / weight loss bleeding from lower limbs
- * Feeling of enlarged abdomen + Jaundice / itch

* Swollen abdomen / legs * Hand tremors

Physical findings

« Skin pigmentation * Hepatoceleoma

« Xanthoma + Hepatic halitosis (dimethyls

« Spider angioma -ulphide, ketons in the
Palmar erythema expired breath)

 Finger clubbing - Jaundice
(hepatopulmonary syndrome) . agcites, lower thigh edema

» Caput medusae - Hepatic encephalopathy

: g:v"::"masﬁa - Bleeding plaque / purpura

Akuko Wakuta etc., Hepatobiliary and pancreas, 73(6), 979-984, 2016 (Partially medified)




Causes of liver cirrhosis:

1) Viral Hepatitis B, C.
2) Alcoholic liver disease.

3) Non-alcoholic fatty liver
disease (NAFLD).

4) Autoimmune hepatitis.
5) Primary biliary cirrhosis.

6) Secondary biliary cirrhosis
(associated with chronic
extrahepatic bile duct
obstruction).

7) Primary sclerosing
cholangitis.

8) Hemochromatosis

9) Wilson disease.

10) Alpha-1 antitrypsin
deficiency.

11) Granulomatous disease (eg,
sarcoidosis).

12) Type IV glycogen storage
disease.

13) Drug-induced liver disease
(eg, methotrexate, alpha
methyldopa, amiodarone).

14) Venous outflow obstruction
(eg, Budd-Chiari syndrome,
veno-occlusive disease).

15) Cardiac cirrhosis: chronic
right-sided heart failure,
tricuspid regurgitation.




 What is the priority in the management of
this patient?




IV Fluid Resuscitation




* What is the target Hb and INR prior to the

endoscopy for this cases?




3- Blood Transfusions

The role of transfusion in clinically stable patients with mild GI bleeding remains controversial, with uncertainty at which
hemoglobin level transfusion should be initiated

Literature suggesting poor outcomes in patients managed with a liberal transfusion

Marik PE, Corwin HL. Crit Care Med 2008; 36: 2667 — 2674
Restellini S, Kherad O, Jairath V et al. Aliment Pharmacol Ther 2013; 37: 316 — 322




3- Blood Transfusions (cont)

The restrictive RBC transfusion had significantly
improved survival and reduced rebleeding

Keep HgB =7

Villanueva C, Colomo A, Bosch A et al. N Engl J Med 2013; 368: 11 — 21




3- Blood Transfusions (conta)

1610 Patients were screened

-

648 Were excluded

v

962 Were eligible

F————————————————————————— -

41 Declined to participate

/ #
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3- Blood Transfusions (conta)

A Survival, According to Transfusion Strategy
100

>

‘E Restirictive strategy ’

P=0.02 by log-rank test

Liberal strategy

No. at Risk
Restnctive strategy
Liberal strategy

444
445

4«29
423

B Death by 6 Weeks, According to Subgroup
Restrictive Liberal
Subgroup Strategy Strategy
mo. of petiertsftceal mo. (9%6)
237444 (5) 417445 (9)
157139 (11) 257138 (18)
S/113 (4) 13/10% (12)
10y 26 (38) 12729 (21)
10993 (11) 17797 (18)
71225 (3) 117209 (5)

Owverall

Patiemts with crrhosis
Child—Pugh class Acr B
Cheld—Pugh class C
Bleeding froen varices
Bleeding froen peptic ulcer

Hazxard Ratio (95% C1)

0.55 0.33-0.92)
0.57 (0.30-1.08)
0.30 {0.11-0.85)
1.04 0.45-2.37)
0.5% §0.27-1.27)
0.70 {0.26—1.25)

A
100

a1 1.0

Restrictive Strategy Liberal Strategy
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Patients receiving anticoagulants

Correction of coagulopathy is recommended

Endoscopy should not be delayed for a high INR
unless the INR is supratherapeutic

Barkun et al. Ann Intern Med 2010;152:101-13.




Timing and need for early endoscopy

* Definition of early endoscopy

— Ranges from 6 to 24 hours AFTER INITIAL
PRESENTATION

* May need to be delayed or deferred:

— Active acute coronary syndromes
— Suspected perforation

Barkun et al. Ann Intern Med 2010;152:101-13.




Case 4

* A 47 years old male known to have alcoholic
liver disease presented with hematemesis of
large amount and dizziness after resuscitation
an upper Gl endoscopy done which showed

multiple large oesophageal varix which was
banded , however 12 hrs post endoscopy he
continued to have melena with drop of Hb

and hypotension




 What is the next step in the patient

management?




YOU ARE NOT ALONE

Intensive Care Surgery




Summary for steps of Gl bledding
approach

1- Initial assessment

2- Hemodynamic status and resuscitation

3- Blood transfusions

4- Risk assessment & stratification

5- Pre-endoscopic medical therapy

6- Timing of endoscopy

7- Endoscopic therapy

8- Post-endoscopy




Algorithm for management of acute Gl bleeding

1

A

Major bleeding
(unstable hemodynamics)

Urgent endoscopy
Early administration of vasoactive
drugs in suspected variceal bleeding

|1
A ¥

“W"M Bleeding varices
3 )
Endoscopic therapy

 —
[Succes ] [Thare ] ISmfst[que]

{
Comltmdwhslngl
medications

Continue
vasoactive drugs

Variceal
eradication

program




Assessment and appropriate resuscitation
Risk stratification

= Before endoscopy

= During early endoscopy

' ;

Very low-risk patients All other patients
Discharge home Hospitalization

l

: :

High-risk patients Low-risk patients
Endoscopic hemostasis Initiate oral PPI
Initiate high-dose intravenous PPI

l
Consider secondary prophylaxis
= H. pylori testing and treatment

= COX2 can be considered as an alternative to NSAIDs
= Platelet-inhibiting agents

Bardou et al. Nat Rev Gastroenterol Hepatol 2012;9:97-104.




When to go to surgery?

Bleeding Gastric Ulcer

\ 4 L 4

Stable Unstable
Bleeding Gastric Ulcer Bleeding Gastric Ulcer

; + l

Emergent Surgery
Oversewing/
Excision

Low Risk High Risk for
for Rebleeding Rebleeding

l v | v

Endoscopic and High Low
Medical Therapy Only Operative Risk Operative Risk

v v

Endoscopic/
Medical
Management




Conclusions

) Resuscitation should be initiated prior to any
diagnhostic procedure

X Gastrointestinal endoscopy allows visualization of
the stigmata, accurate assessment of the level of
risk and treatment of the underlying lesion

X Intravenous PPl therapy after endoscopy is crucial
to decrease the risk of cardiovascular
complications and to prevent recurrence of
bleeding

X Helicobacter pylori testing should be performed in
the acute setting

Bardou et al. Nat Rev Gastroenterol Hepatol 2012;9:97-104.



