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INTRODUCTION 

This is an outline of current procedure in Lanca ter and 
Kendal for the management of bleeding from the 
gastrointestinal tract, based on department of medicine 
guidelines produced a a con equence of medical audit. 

UPPER GASTROINTESTINAL 
HAEMORRHAGE 

Referral 
All patients with recent acute upper gastrointestinal 
haemorrhage hould be admitted to the acute medical ward 
at the Royal Lancaster Infirmary or We tmorland General 
Hospital. The only pos ible exception to thi rule i a patient 
in whom the bleeding has clearly stopped by the time they 
report to their general practitioner. For that group of patients 
urgent referral to outpatient or open acce s endo copy is 
advised. It i local policy that patients with upper 
gastrointe tinal haemorrhage are admitted under the 
phy icians in the fir t place for asses ment. 

First steps 
On admission the patient is a se sect urgently to determine 
the degree of blood lo s and whether they are 
haemodynamically stable. A large intravenous cannula is 
inserted and blood taken for full blood count, urea, creatin ine, 
electrolyte and blood group. If transfu ion is indicated 
immediate cros -match is requested. Alternatively the serum 
' hould be aved. A full history and clinical examination i 
then undertaken. The patient will be assessed specifically for 
known causes of upper gastrointestinal haemorrhage such as 
history of peptic ulceration , hi tory of a pirin or NSAID 
ingestion or history of liver di ea e. 

The haemodynamically unstable patient 
Transfusion i indicated in all patients haemodynamically 
compromised (thirst, air hunger, tachycardia, hypotension , 
postural hypoten ion). 

The haemoglobin on admission is not, by it elf, an 
indication that transfu ion is required, but if greater than 
1 0g/dl gelofusine may be adequate to replace volume loss. If 
the haemoglobin is less than I 0g/dl blood transfusion wi 11 be 
needed . Whole blood hould be given for the fir t four units, 
after which plasma-reduced blood may be appropriate. 
Ma sive blood tran fu ion (loosely defined a the tran fu ion 
of a patient's blood volume in les than 24 hour , ie between 
eight and ten units of blood) will produce thrombocytopaenia 
and abnormal coagulation tests even in a previou ly normal 
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individual, but not usually a genera lised bleeding tendency. If 
the platelet count fall to le than 50 then platelet 
concentrate should be transfu ed. A rea onable dose is one 4-
unit harvest pack or four individual concentrate per 8- 10 
units of blood. A long intravenou line for central venous 
pre sure (CVP) monitoring may be appropriate in the elderly, 
tho e with cardiova cular disease (cardiac failure or recent 
myocardial infarction) and for tho e in renal fai lure. However 
a CYP line no ub titute for careful bed ide clinical 
monitoring. 

The stable patient 
If the patient is stable a blood transfusion should be given if 
the haemoglobin is less than 8g/dl and then plasma-reduced 
blood should be u ed. An ECG will be done on all older 
patients. Liver function te t hould be done routinely on all 
patient . If the hi tory and examination suggest liver di ea e 
then the prothrombin time, partial thrombopla tin time and 
platelet count should be checked. Serious coagulation 
disturbance is most likely when there i a pre-ex isting 
problem uch as chronic liver disease. The interpretation of 
coagulation te t after ma ive tran fu ion of bank blood i 
difficult but generalised bleeding i very likely when the 
fibr inogen falls to le than l .0gm/1. In the e ea e , 
tran fusion of four units of fresh frozen plasma is 
recommended. 

Blood and blood product are easily available in Lancaster 
thanks to the proximity of the transfusion centre. It is 
important, however, to involve a consultant haematologi t in 
the management of these patient , both to discuss policy and 
to facilitate issue of the appropriate products. 

Endoscopy 
Upper GI endo copy should be done within 24 hours of 
admi ion for diagnosi . Patients with continued severe 
bleeding or with symptoms and signs to uggest oe ophageal 
varice should have an emergency endoscopy performed a 

0011 as the patient i haemodynamically stable. In the 
Lanca ter district there i a routine endo copy li st on five 
days a week and patient with upper GI haemorrhage hould 
be added to the next endoscopy li st. Emergency endo copies 
at other time are currently performed in theatre by the on­
call urgical team. Stable patients admitted a t the weekend 
wait for the Monday Ii t. In Kendal there are three or four 
routine li sts a week. Patient. requiring urgent endoscopy at 
other times are transferred to Lancaster. 

Continued bleeding 
Early con ultation with the on-call surgical team i advi ed 
for those patient with evere haemo1Thage, continuing 



haemorrhage, or in whom endoscopy how a peptic ulcer 
with continuing haemorrhage, ign of recent haemorrhage or 
a visible end vessel. Oe ophageal varice are treated in the 
first instance by clerotherapy and balloon compre ion with 
a Seng taken tube. The place of drugs to reduce portal venous 
pres ure i not fully established but it is cu tomary to give 
octreotide by intravenou infu ion to patients with acute 
variceal haemorrhage. 

Medical treatment depend on the nature of the lesion hown 
at endo copy and follow no1mal treatment lines. The routine 
admini tration of oraJ or intravenou H2 antagoni t or 
proton pump inhibitors prior to diagnosis is not indicated. 

BLEEDING FROM THE LOWER 
GASTROINTESTINAL TRACT 

Patient with clear fre h bleeding from the lower 
gastrointestinal tract are nonnally admitted under the 
urgeons since the pathology hown i likely to be surgical 

rather than medical. The exception is diarrhoea with bleeding 
which nonnally indicate a medical condition, either colitis or 
an infective ga troenteriti . In addition to the investigation 
and management of tho e haemodynamically un table a 
outlined above, the patient will require tool culture if they 
have diarrhoea and all patients will require early 
sigmoido copy or colonoscopy with mucosa) biop y to 
determine the cause of the bleeding. 

FOLLOW-UP 

All patient with ga tric ulceration need a follow-up en­
do copy 4-8 weeks after diagnosis to ensure that the ulcer ha 
healed with treatment. Ga tric ulcer which do not heal 
medically hould be con idered for urgical treatment. I do 
not normally follow up duodenal ulcers endo copically unle 
they are very large ulcer at risk of further bleeding, or totally 
symptomle in which ea e it i not po ible to tell from the 
patient's ymptoms whether or not the ulcer has healed. 
Oe ophageal varices which have bled will be followed up by 
repeated injection sclerotherapy until the varice are totally 
ablated. The frequency of treatments will vary according to 
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the size of 
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subsequently monthly. The re ults of clerotherapy are good 
but some patients may develop a stricture of the oe ophagu 
as a re ult of the scarring and the progno is in these patients 
depend on the underlying liver disease. Patients with 
oe ophageal varicie should be maintained in the long te1m 
on propanalol to reduce portal venou hypertension. Patient 
who are demonstrated at endoscopy to be helicobacter pylori 
po itive can be followed up by erology on either blood or 
saliva at six month following eradication therapy. 
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OCCULT BLEEDING 

There i a very difficult group of patient who either have 
recurrent episodes of melaena or recurrent epi ode of iron 
deficiency anaemia related to gastrointestinal blood lo in 
whom tandard inve tigation have hown no abnormality. 
In my opinion, the mo t important inve tigation in 
these patient are to repeat the ga tro copy ince ulcers and 
other pathology can be mi sed particularly in patients who 
were bleeding at the time of the first examination, and to 
arrange a full colonoscopy to the caecum looking for 
angiody pla ia in the ascending colon or a caecal carcinoma 
which ha been missed on previou inve tigation. If repeat 
upper and lower GI endo copy are nonnal then the important 
next tep i to investigate patients while actively bleeding and 
to en ure that patients are admitted immediately if they 
develop even minor ymptom of ga trointestinal blood lo s. 
These patient may require me enteric angiography or 
isotope scanning after injection of labelled red cell to 
determine the ite of the bleeding. These te t are only 
valuable when active bleeding i taking place. If the site of 
blood lo i detennined then urgical treatment hould be 
di cu ed. 

FUTURE DEVELOPMENTS 

In an ideal world, patients with upper GI haemorrhage 
should be managed in a joint medical and urgicaJ 
ga troenterological ward with an adjacent de ignated 
endo copy uite. That uite hould be taffed even day a 
week and have X-ray facilitie o that all emergencies could 
be endo coped within 24 hour of admis ion (or earlier if 
need be, as in the case of oe ophageal varices) and operative 
endo ·copy ·uch as ERCP and in rtion of oe ophageal tube , 
could be done in the de ignated endo copy unit. There are no 
plan for any uch development in Lanca ter. A recent audit 
of the management of upper Gl haemorrhage by the 
department of general medicine demonstrated a significant 
delay in endo copie for patient admitted over the weekend. 
A weekend endo copy Ii t on a Sunday morning ha been 
discussed but has not yet achieved a place in the busine 
plan. 

The be t te t to determine that helicobacter pylori infection 
ha been eradicated i a carbon isotope urea breath test. To 
develop the facility to carry out this test in the Lancaster 
di trict would undoubtedly improve the management of all 
patients with helicobacter pylori-related pathology in the 
upper GI tract. 

In pite of any apparent deficiencies in the current ervices 
to patient with acute upper GI haemorrhage admitted to the 
hospital in Lancaster and Kendal my repeated audits of their 
management over the past 20 year have not demonstrated 
that they fare less well than patient treated in centres of 
excellence. 
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