GASTRO-INTESTINAL
BLEEDING CAUSES
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IVARICEAL BLEEDING

27 * Portal venous pressure(normally 2-5
mmHg.

* Portal hypertension above 12 mmHg.

* Esophageal varices develop when
portal pressure >10mmHg

* 5o blood gets pushed back through
alternative routes in order to reach the
Ijeart rather than going through the
iver.

* Esophageal varices develop when
normal blood flow to the liver is blocked
by a clot or scar tissue in the liver.

* To go around the blockages, blood flows
into varices that aren’t designed to
carry large volumes of blood. The
vessels can leak blood or even rupture,
causing life-threatening bleeding.

cirrhosis

Spleen

Portal vein




VARICEAL CAUSES NON-VARICEAL CAUSES
9 - Drugs (NSAIDs)
Reflux ot Varices (10-20%)
k ‘ oesophaaitis (2-5%) : & -
S | Gastric varices
Blood flow Inferior Mallory-Weiss 'I /
/ ‘ Vena cava syndrome (5-10%) | {\ |
l Hepatic vain A
{ Gastric ulcer \ \
— ° | Duodenal ulcer

@ \ \ Portal vein

Blood flo '

(7) Extrahepatic post-sinusoidal

s

[
I

§

| J

[

)

/
y.
- ™ -

« Gastric carcinoma
g 3 (uncommon)
Haemorrhagic gastropathy

Other uncommon causes

Hereditary telangiectasia and erosions (15-20%)
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CGCASTROINTESTINAL BLEEDING
Esophagus:

Esophageal varices,
Mallory-Weiss fYear
Oral =

cavity

StTomach:
Ulcers, acute gastritis

Duodenum:

Ulcers

Je junum:
Polyps, cancer .
inflammatory bowel disease

Tleum:
Polyps., cancer,
inflammatory

bowel disease olon:

FPolyps, cancer,
inflammatory bowel
discase, diverticulit:ss

With upper GI
bleeding, thhe stools
are dark and tarry
(melena). With lower

GI bleeding, tThey
are bright red and
bloody.

¢¢Ws'



MANAGEMENT

PRIMARY PREVENTION

* Primary prophylaxis =routine screening
by endoscopy of all patients with
cirrhosis.

* Once varices that are at increased risk
for bleeding are identified, then
prophylaxis can be achieved either
through nonselective beta blockade or
by variceal band ligation.

* Individuals with compensated cirrhosis
and absence of varices should undergo
screening esophagogastroduodenoscopy
every 2 to 3 years
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ACTIVE BLEEDING PATIENT

1. RESUSCITATE

* First to treat the acute bleed, which can be life-threatening, and then to
prevent further bleeding.

* Prevention of further bleeding is usually accomplished with repeated variceal
band ligation until varices are obliterated.

2. FIND CAUSE

3. TREAT CAUSE




IV octreatide (50 g bols then 50 ughour infusion x 210 § days

VESOONSNY | epressin 2 vy 4 hours for st hours, lowedby £ mg
every 4 hours x 210 9 days)
Anthioic V cefiriawone 1 gm dally x 7 days (peferred n Child lass B and C)
POORYBNS. | vl nrfloacih 400 mg ey T days
Edoscopc | EPdoscic vancel aton (e
Thiehy | Endoscopiovareal selroherapy
Balloon tamponade (only temporary, maimum 24 hours
Salvage Therapy

Transjuqular inrahepatic porosystemic shunt
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