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upper gastrointestinal bleeding (UGIB) or not?
identify the specific cause of UGIB.
1ISSess severity of bleeding .

dentify patients at high risk of rebleeding and
ity.

ninimize complication.



-History.
-Examination.
-Investigation.
-Resuscetation.

Definitivve thearanyy



1-Is there airway obstruction?
2-Is there active bleeding?
3-Is the patient hypovolemic ?

If the of any of these guestions Is

, then resuscitation must take priority
and then proceed with history,
examination and investigation in the usual
order.



1ssess rapidly
Vieasure pulse and blood pressure.
=—stablish vascular access .

f hemodynamically , Obtain history, carry
examination, and proceed with investigations.

f hemodynamically , resuscitate , then
>eed as for the stable situation.



loss without a noticeable clinical
tion.

S of of blood will produce orthostatic
odynamic changes.

Id loss of about one-third of the total blood
me (i.e. ) can cause death.

pread over a
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2 rate and duration of the bleeding .
verity of bleeding.

> of bleeding .

10logy of bleeding.

2 of the patient.

s0clated co morbid condition.




EEIEIEINES R
lelena.
laematochezia.

shock and disturbed level of consciousness.

\bdominal pain (cramps).



o . amount, colour (large amount with bright
“and clots indicate severe bleeding while small amount with
grounds indicate mild attack).

Ild be differentiated from by the following table:

the Usually, there is chest trouble Usually, disturbance of
digestive system

the - cough - vomiting.
- bright red blood due to - dark coffee ground due
oxyhemoglobin. to acid hematin.
- frothy, mixed with air. - mixed with food.

- alkaline - acidic.




. which is liguid, jet black or
k stool with a reddish tinge, with
nsive smell. A contact time of blood
1e gut for 8 hours Is required for
ena.

hould be differentiated from
Iced blackish stool as in patient with
therapy(where stool tends to be

l/vns with A AdAarlr aravr rathar thanm hlaecls



. which means fresh
al bleeding In cases with massive
[e upper gastrointestinal bleeding
ause of rapid Gl transit.

should be differentiated from

by positive gastric aspirate of
)d and the presence of risk factor for
B eg. Alcohol, smoking, NSAID use
previous attack of UGIB.other clues

IID in~cliida hyinaracrtivis hAawrial



ther

the time of onset of vomiting Is
yrtant, If the vomiting preceded the bleeding,
a diagnosis of IS likely.

. If chronic , it may suggest peptic
while a history of heartburn and
rgitation indicates gastro esophageal
h can lead to hemorrhage from oesophagitis.

mav/ tndicate ~anecar nooennhadiie



ymptoms of

lude syncope, lightheadedness,
Isea, sweating, and palpitation.

history

pecially steroids and nonsteroidal anti-
lammatory drugs and also anti-
agulant therapy.



history

hysical stress (ie. Trauma, CNS injury ,
1S and fever), history of bleeding
lency, peptic ulcer, oesophageal

ces, operations (gastrointestinal,

atic and aortic) , chronic diseases
diac, hepatic , renal, and or

)iratory ) because this has prognostic
\ificance.

history



Ial diagnosis and key features of bleeding due to

ntial diagnosis

agogastric varices
C varices

neal varices

nent site ulceration

hypertensive
lopathy:
ropathy
ropathy

pathy

Abrupt onset
Abrupt onset

Abrupt onset

Indolent

Chronic

B EINEIENESS

Melena
Hematochezia
Visceral symptom

Abdominal pain
Acute anemia in absence
of overt bleeding

Hematemesis
Melena

Melena / occult
Melena

Occult
Hematochezia



the first instance, a must be ensured, as
e patients- especially comatosed- may have

‘ated blood clot or vomitus giving rise to stridor and
0SIS.

sess any external as clots of the
atemesis, smell of melena and blood on the cloths
eet.

2asurement of . A systolic
d pressure less than 100 mm Hg is highly

ficant. A blood pressure in the normal range,

aver, does not preclude hypovolemia especially in
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3SEess rapidly. The
cally shocked patient has a tachycardia, a
ady pulse, sweeting, pupil dilatation,
ypnea, and cold extremities.

for pallor, lymph
e enlargement, signs of bleeding
lency and telangectasia, signs of
nic liver disease, such as palmar
hema and spider nevil.



for epigastric
erness (which might indicate peptic

ration), liver cirrhosis, splenomegaly, caput
usae and ascites. Assess bowel sounds and
yminal masses.

IS mandatory especially if
2 |S no melena.

for aortic stenosis, perhaps






























for blood count, cross

ching, clotting screen, electrolytes, calcium,
c0se, kidney and liver function tests.

In the setting of acute blood loss, several
are observed:

- Obviously, the should

crease however, the value may not be

related with real blood loss because of
1odiliition and eartiilibration with



- Mild
n develop within 6 hours after the
et of bleeding.

- The blood level may
) be elevated in UGIB. This occurs

ause of breakdown of blood

teins to urea by intestinal bacteria
pled with a reduction in the




radiograph, and arterial blood
SIS are needed for those with cardio respiratory
SEes.

for diagnosis of
10megaly , ascites, portal vein thrombosis and
locellular carcinoma .

. If an upper Gl source is
ected, an NG tube is passed into the stomach. If red
l or a coffee-grounds appearance is found, saline
tion is performed; this procedure allows estimation
D amount of bleedlng and clears the stomach for
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. IS the procedure of
ce for the evaluation of acute UGIB. Ideally,
)atient should be stabilized before

)scopy. Endoscopy allows identification the

bleeding , may the bleeding site

provide regarding the
of Rebleeding. However, upper Gl

)scopic findings are

endoscopy has failed to reveal a bleeding
ce or If the bleeding cannot be controlled,
Is used for diagnhosis and therapy
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) may be helpful
fferentiating large gastric folds from gastric
ces. It may permit measurement of the

neter of the underlying artery beneath the
ace of the bleeding ulcer.

. anew
ntly developed, minimally invasive tool

d mainly for the study of GIT lesions. Its use
ng active bleeding is under trial specially in
management of obscure gastrointestinal
ding.

‘'CO pennazio,

2006, 16: 251-266).



IS
ew endoscopic procedure that can
entially examine and facilitates

rapeutic intervention of the entire
all bowel.

mon and shahab Mehdizadeh,

- 363-376).
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It ,4999, 9:175-187

<lg/dl drop Hb

Minimal or no anemia
Stable hemodynamics
Infrequent melena

Coffee ground hematemesis

1-2g/ dl drop Hb
Anemia >10g/dl
Stable hemodynamics
Melena

Hematemesis

>2 g/ dl drop Hb
Profound anemla( <10g/d|)
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atitis C infection .

] class C .
DCYytosis .
etes mellitus .

serum creatinin.

/e bleeding at

cCopy .
tric varices .

- Child class C .

- leucocytosis .

-High serum creatinin.-
Hepatic encephalopathy.

- Active bleeding at
endoscopy .
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1lence and outcome of bleeding without
Ccopic hemostasis according to
.1994,331:717

ription Prevalence Rebleeding%
%

1 base 1] 42 5

JoJoli [IC 20 10

rent clot 1B 17 22

le vessel A 17 43
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e bleeding

)leeding visible vessel

rent clot
Jolel

1 hace

.,1997,7:559-574).

Yes

Yes

Controversial

NoO

N o



(Freeman,

Shock
Low hemoglobin

Large transfusion need
Hematemesis

In-hospital bleeding
Comorbid iliness
Coagulopathy

Active bleed
Visible vessel
Adherent clot
Blood in stomach

Posteroinferior bulb
High gastric



<60

None

No major
comorbidity

Non, Mallory
Weiss tear
or no
stiaomata

60-79

Tachycar
dia
(pulse
>100)

All other
DX

>80

Hypotension
(sys.<100)

-Cardiac failure

-IHD, any other.

Upper GI
malignancy.

38:316,1996

3

Renal/hepatic
failure.
Disseminated
cancer.
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Metastatic Lung Cancer 1o
Stomach




lagnosis of upper gastrointestinal

2ding can be history,
mination and investigation In
10dynamically patient,

/ever in hemodynamically
ent, resuscitate first, then diagnose.

lagnosis of upper gastrointestinal
2ding should exact cause of
2ding, exclusion of hemoptysis,
J-iInduced black stool and bleeding



Diagnosis of upper gastrointestinal
eding should include prognostic
Jicators of the patients.

Upper endoscopy Is the initial
ycedure of choice for the
aluation of acute UGIB.






