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1. Classification and definition
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Classification and definition

1. Overt vs Occult

Overt : hematemesis, melena, black tarry stool, hematochezia
Occult : In the absence of overt bleeding - symptoms of blood loss or anemia (lightheadedness, syncope, angina, dyspnea),

Iron deficiency anemia, positive stool occult blood

2. According to the site of bleeding

Upper Gl bleeding : Esophagus, Stomach, Duodenum (Proximal to Treitz ligament)
Lower Gl bleeding : Colon, small intestine

Obscure Gl bleeding : unclear source Upper GI bleeding

— Esophagus

Lower GI bleeding

Sigmoid
Flexure ~
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Initial assessment

1. History
Symptom:
1) Hematemesis (DDx. blood tinged vomit, dark green or tarry vomit)
2) Melena (DDx. black tarry stool, dark green or brown stool)
3) Hematochezia (DDx. anal bleeding, blood tinged stool or diarrhea)
Duration: Acute (3 days) or Chronic (Several days or more)
Associated symptom: Abdominal pain, Diarrhea, Nausea/Vomiting, Weight loss
Previous history:
1) Previous gastrointestinal bleeding
2) Medical history: Hypertension, DM, Vascular disease, Liver cirrhosis, Cancer, H. pylori
3) Surgical history: Gl tract operation, Recent endoscopy (EMR/Polypectomy/ESD/Biopsy)
Drug history: Antithrombotics, NSAIDs or steroid, etc

Social history: Alcohol, Smoking, Travel, Stress



Initial assessment

2. Physical exam and simple test — Add clues to the impression

Check exact color of suspicious bleeding: Rectal exam, Patient’s photo, etc.
EGD or sigmoidoscopy for stable ambiguous patient
Chronic and low probability actual bleeding: CBC, Stool occult blood

Tenderness on abdomen: Indicated high probability of inflammatory disease

Editorials
Rectal bleeding has been reported to be the sixth

most common symptom prompting an outpatient clinic

Rectal bleeding in general practice:

visit.! Anorectal causes account for from 3% to 10% of new guidance on commissioning

patients presenting with hematochezia.** In a study that

used artificial neural networks, 12.5% of patients with zp underlying sinister cause. In"the vast
acute lower GI bleeding had an anorectal etiology.> The majority of patients in primary care the

years.”® Mortality from lower GI bleeding (0.6%) is cause willbe benignand most often a benign

significantly lower than that from upper GI bleeding anorectal condition such as haemorrhoids
(2%).'" However, outcomes data for anorectal causes of and/or an anal fissure. However, rectal

_ _ British Journal of General Practice, 68(676), 514-515.
Gastrointestinal endoscopy, 76(2), 406-417.



3. Clinical guidelines

A
Cia =i



1-1) Upper - Traditional Harrison's algorithm

Endoscopic
Diagnosis

Endoscopic
Features

Endoscopic
Therapy

Medical
Therapy

Diet®

Hospital
Stay!

Ule Esophageal g
er Varices Mallory-Weiss Tear Erosions
Active Adherant Flat Clean Active Mo active
bleeding or clot pigmen ted base bleading bleeding
visible vessel spol
v v l L 4 l ¥
Endoscopic May consider Mo Na Endoscopic Endoscopic Mo Mo
therapy andoscopic endoscopic endoscopic ligaticn therapy endoscopic endoscopic
therapy therapy therapy therapy therapy
v v # v l l 'L ¢’
intensive Intensive Once-daily | | Once-daily Vasoactive drug Anti-ematic if Anti-emetic if Once-dally
PPl therapya | |PPI therapy®| | PPI therapy PPl therapy | |(e.0., octreotidel) | | ongeing nausea | | ongoing nausea PPI therapy
L v L 4 v L l Y i
Clear liquids Clear liquids Clear liquids Regular Clear liquids Clear liquids Regular Reqular
for -2 days for -2 days for ~1 day diet for -2 days for -1 day diet diet
| | | | | | ) !
Hospitalize Hospitalize Hospitalize | | Discharge after Hospitalize Hospitalize Discharge after | | Discharge after
3 days 3 days -1-2 days endoscopy ~3-5 days ~1-2 days endoscopy endascopy

Aintravenous bolus (80 mg) followed by infusion (8 mg/) for 3 days: or oral or intravenous bolus (e.g., B0 mg) followed by intermittent high doses (e.g., 40-80 mg

bid or 40 mg tid) for 3 days. Then twice-daily PPI on days 4-14 followed by ence-daily PPI.
Bintravenous 50 pg bolus foflowed by 50 pg/ infusion for 2-5 days,
“Diet afler endoscopy, assuming no nausea or vomiting.
9Duration after endoscopy assuming pt stable without further bleeding or concument medical conditions requiring hospitalization; PP, proton pump inhibitor.

Source: ].L Jameson, &.5. Fauci, D.L. Kasper, 5.L. Hausar, D.L.
Longo, 1. Loscalzo: Harmson's Manual of Medicine, Twentieth Edition.
Copyright © McGraw-Hill Education. All rights reserved.
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REVIEW

Guidelines for Nonvariceal Upper Gastrointestinal Bleeding

BODY

Recommendation 1. Risk stratification with an appropriate
scoring system prior to upper gastrointestinal endoscopy in
patients with NVUGIB can predict cli1 °

Grade of recommendation: strong for re R€€ommendation 2. Intravenous administration of PPIs
= o

Level of evidence: high quality of evide. Prior to upper gastrointestinal endoscopy is recommended
in patients with suspected NVUGIB.
Grade of recommendation: strong for recommendation

Level of evidence: high quality of evidence



1-3) Upper — American College of Gastroenterology

ACG Clinical Guideline: Upper Gastrointestinal and

Ulcer Bleeding

Table 1. List of guideline statements with strength of recommendation and quality of evidence

1. We suggest that patients presenting o the emergency departmentwith up per gastrointestinal bleeding (UGIB) who are classified as very low risk, definedas a
risk assessment score with = 1% false negative rate for the outcome of hospital-based intervention or death (e.g., Glasgow-Blatchford score = 0-1), be

discharged with outpatient follow-up rather than admitted to hospital (conditional recommendation, very-low-quality evidence).

2. We suggest a restrictive policy of red blood fell transfusion with a threshold for transfusion at a hemoglobin of 7 g/dL for patients with UGIB (conditional
recommendation, low-quality evidence).

Prokinetic therapy with erythromycin
3. We suggest an infusion of erythromycin before endoscopy in patients with UGIB (conditional recommendation, very-low-quality evidence).

Endoscopy for UGIB

Need for endoscopic hemostatic therapy for ulcers with active bleeding or nonbleeding visible cessels
6. We recommend endoscopic therapy in patients with UGIB due to ulcers with active spurting, active oczing, and nonbleeding visible vessels (strong
recommendation, moderate-quality evidence).

Choice of endascopic hemostatic therapy for bleeding ulcers
8. We recommend endoscopic hemastatic therapy with bipolar electrocoagulation, heater probe, or injection of absolute ethanol for patients with UGIB due to
ukcers (strong recommendation, moderate-quality evidence).

10. We recommend that epinephrine injection not be used alone for patients with UGIB due to ulcers but rather in combination with anather hemostatic modality
(strong recommendation, very-low- to moderate-quality evidence).

12. We suggest over-the-scope clips as a hemostatic therapy for patients who develop recumrent bleeding due to ulcers after previous successful endoscopic
hemostasis (conditional recommendation, low-quality evidence).

13. We recommend high-dose PPl therapy givencontinuously or intermittent ly for 3 d after successful endoscopic hemostatic therapy of a bleeding ulcer (strong
recommendation, moderate- to high-quality evidence).

Recurrent ulcer bleeding after successful endoscopic hemostatic therapy

Failure of endoscopic hemostatic therapy for bleeding ulcers



. ) Table 2. Glasgow-Blatchford score
1. We suggest that patients presenting to the

emergency department with upper gastrointestinal | Riskfactors at admission
bleeding (UGIB) who are classified as very low risk,  Blood urea nitrogen (mg/dL)

defined as a risk assessment score with <1% false 182t0 <224
negative rate for the outcome of hospital-based 22410 <280
intervention or death (e.g., Glasgow-Blatchford 28010 <700
score = 0—1), be discharged with outpatient follow- =l
up rather than admitted to hospital (conditional HEMOROINE/ID)
recommendation, very-low-quality evidence). (lvfc')?ntgn)ﬂ?"o (mensi 0,01 <120
Intervention or Death (N=100) ' No Intervention or Death (N=150) | ' 0 (men)
True Positive False Positive ’

1 50

uires intervention or dies people with score 0-1 do not require intervention o

o dig
False Negative True Negative | s per minute)

Glasgow-Blatchford Score 0-1

Sensitivity = 99/100 (99%) Specificity = 50/150 (33%)
The proportion of people who require The proportion of people who do not require
intervention or die who have score >1 intervention or die who have score 0-1

Figure 1. Two-by-two table to determine sensitivity and specificity for hypothetical population of 250 patients presenting with upper gastrointestinal bleeding
using Glasgow-Blatchford score cutoff of 1. The upper row includes patients with scores > 1, and the lower row includes those with scores of 0-1 (defined as very
low risk). The left column shows the 100 patients who will require hospital-based intervention or die, with sensitivity calculated by the formula true positives
divided by total number requiring intervention or dying (99/100 = 99%). The right column shows the 150 patients who will not require hospital-based
intervention or die, with specificity calculated by the formula true negatives divided by total number not requiring intervention or dying (50/150 = 33%). i

Factor score
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No Hemodynamic Instability

!

Y

Hemodynamic Instability

A

r

Upper endoscopy

No upper Gl source

Age <40 Age 240
years years
|
Y L Able to prep
Flexible CO'OQGSG%T*.-:L(HWE ! !
sigmoidoscopy if copious Dleeding,
mi?limal bleediﬁgﬂ family history of colon Colonoscopy
cancer, iron deficiency +
Able to
prep
Y L J L
Site identified, Site identified, Site not
bleeding stops bleeding persists identified

Y

4

Angiography

Bleeding persists

:

Workup for small
intestinal/obscure
bleeding site

Surgery

*Some suggest colonoscopy for any degree of rectal bleeding in patients <40 years as well.

|
Too unstable to prep

|

Angiography (may perform
CT angiography first)

Y

Bleeding persists

instability'persists

i

Surgery (with intraoperative
endoscopy if site has not been
identified)




Management of Patients With Acute Lower
Gastrointestinal Bleeding: An U

ndated ACG Guideline

Severe Hematochezia

Y

IVF resuscitation,

PRBC transfusion to threshold >7g/dL (or
higher if shock or cardiovascular ischemia)
Exclude UGI source* if appropriate

Ongoing
significant
bleeding

Y

CT Angiography**

Y

Y

Extravasation

or bleeding has

Milder LGIB

subsided

Y

Nonurgent colonoscopy
(with split-dose PEG) vs.

No Extravasation

Y

Y

Prompt transcatheter

if extravasation seen

angiography with embolization

Consider urgent colonoscopy (large
volume purge prep with 4-6L. PEG
over 3-4 hours) with intervention for
specialized centers with expertise in

endoscopic hemostasis

> observation if bleeding
subsides and patient has
had recent colonoscopy




2-2) Lower — Europe (2020) guideline

Diagnosis and management of acute lower gastrointestinal
bleeding: European Society of Gastrointestinal Endoscopy (ESGE)
Guideline



2-2) Lower — Europe (2020) guideline

& Thieme

Diagnosis and management of acute lower gastrointestinal

bleeding: European Society of Gastrointestinal Endoscopy (ESGE)
Guideline

Patient presenting with acute LGIB

Bleeding severity assessment
» History
When did the bleeding start? First episode? Hematochezia? Melena? Recent endoscopy?
» Physical examination (vital signs, cardiopulmonary and abdominal examinations, including DRE)
tachycardia? hypotension? syncope? gross blood on DRE? recurrent/ongoing hematochezia?
» Laboratory tests (FBC, serum electrolytes, coagulation tests, type and cross match)
1 Hb? L Albumin? TINR? LPLT T creatinine
= Co-morbidities
Older age? Need for RBC transfusion?
= Concomitant medications
NSAIDs? antiplatelet agents? anticoagulants?

J J

Hemodynamically unstable patient Hemodynamically stable patient
= Hemodynamic resuscitation = Consider safe hospital discharge and outpatient
evaluation if Oakland score <8

Diagnosis = If Hb <7 g[dL, transfuse: target Hb 7-9 g/dL post
= CTA before any treatment transfusion if no CVD
= Consider UGl endoscopy unless CTA has already located = If Hb <8 g/dL and CVD present, transfuse:

the site of bleeding target Hb 210 g/dL
= Reserve emergency laparotomy for patients in whom

endoscopy and radiology have failed to locate the Diagnosis

bleeding site

Consider colonoscopy as the first diagnostic modality
= Perform sometime during the hospital stay
Treatment = Prepare with 4-6 L of PEG-based solution

= Transcatheter embolisation within 60 minutes = NG tube and antiemetics can be used if needed
= Consider surgery for patients with LGIB due to pathology

not amenable to being treated endoscopically or

Treatment
radiologically

= Diverticular bleeding: TTS/cap-mounted clip or EBL

= Angioectasia: APC

= Delayed post-polypectomy bleeding:
= Mechanical therapy (TTS/cap-mounted clip or EBL) or
= thermal treatment
= Hemostatic topical agent as salvage treatment



— Bleeding severity assessment

= History

= Physical examination (vital signs, cardiopulmonary and abdominal examinations, including DRE)

Patient presenting with acute LGIB

When did the bleeding start? First episode? Hematochezia? Melena? Recent endoscopy? & Thieme

tachycardia? hypotension? syncope? gross blood on DRE? recurrent/ongoing hematochezia?
= Laboratory tests (FBC, serum electrolytes, coagulation tests, type and cross match)

DiagI LHb? L Albumin? TINR? LPLT 1 creatinine
= Co-morbidities

b I ee d Older age? Need for RBC transfusion? ;G E )
= Concomitant medications

G u i d ¢ NSAIDs? antiplatelet agents? anticoagulants?

NV
L

Hemodynamically unstable patient

= Hemodynamic resuscitation

Diagnosis

= CTA before any treatment

= Consider UGI endoscopy unless CTA has alre
the site of bleeding

= Reserve emergency laparotomy for patient:
endoscopy and radiology have failed to loc:
bleeding site

Treatment

» Transcatheter embolisation within 60 minutes

Hemodynamically stable patient

= Consider safe hospital discharge and outpatient
evaluation if Oakland score <8

1. We suggest using risk stratification tools (e.g., Oakland score =8)

to identify low-risk patients with LGIB who are appropriate for early
discharge and outpatient diagnostic evaluation. Risk scores
should be used to supplement but not replace clinician judgment.
(Conditional recommendation, low-quality evidence)

« NG tube and antiemetics can be used if needed

= Consider surgery for patients with LGIB due to pathology

not amenable to being treated endoscopically or

radiologically

Treatment

= Diverticular bleeding: TTS/cap-mounted clip or EBL

= Angioectasia: APC

= Delayed post-polypectomy bleeding:
= Mechanical therapy (TTS/cap-mounted clip or EBL) or
» thermal treatment

= Hemostatic topical agent as salvage treatment



» Table3 The Oakland score for predicting the safe discharge of Heart rate, bpm
patients presenting with acute lower gastrointestinal bleeding (LGIB).

= <70
Variable Score . 70-89
Age, years = 90-109
- <40 0 = >110
= 40-69 ! Systolic blood pressure, mmHg
= >70 . = 50-89
Sex = 90-119
= Female 0 - 120-129
= Male ! - 130-159
Previous LGIB admission = >160
= No 0 Hemoglobin, g/dL
* Yes 1 = 36-69
Digital rectal examination findings « 70-89
= Noblood 0 - 90-109
- Blood 1 - 110-129
= 130-159
= >160

22
17

13



8 ESGE recommends temporarily withholding direct oral
anticoagulants at presentation in patients with major lower
gastrointestinal bleeding.

Strong recommendation, low quality evidence.

9 ESGE does not recommend withholding aspirin in patients
taking low dose aspirin for secondary cardiovascular pre-
vention. If withheld, low dose aspirin should be resumed,
preferably within 5 days or even earlier if hemostasis is
achieved or there is no further evidence of bleeding.
Strong recommendation, moderate quality evidence.

10 ESGE does not recommend routinely discontinuing dual
antiplatelet therapy (low dose aspirin and a P2Y12 receptor
antagonist) before cardiology consultation. Continuation of
the aspirin is recommended, whereas the P2Y12 receptor
antagonist can be continued or temporarily interrupted
according to the severity of bleeding and the ischemic risk.
If interrupted, the P2Y12 receptor antagonist should be
restarted within 5 days, if still indicated.

Strong recommendation, low quality evidence.

5. We recommend against the administration of antifibrinolytic
agents such as tranexamic acid in LGIB. (Strong
recommendation, moderate quality evidence)

11a. We recommend discontinuing nonaspirin NSAIDs after
hospitalization for diverticular hemorrhage. (Strong
recommendation, low-quality evidence)

11b. We suggest discontinuing aspirin for primary cardiovascular
prevention after hospitalization for diverticular hemorrhage
given the risks of recurrent diverticular hemorrhage.
(Conditional recommendation, low-quality evidence)

11c. We suggest continuing aspirin after hospitalization for
diverticular hemorrhage for patients with an established history
of cardiovascular disease given the benefits of reducing future
ischemic events. (Conditional recommendation, low-quality
evidence)

11d. We recommend that providers re-evaluate the risks vs benefits
of continuing nonaspirin antiplatelets such as P2Y12 receptor
antagonistsina multidisciplinary setting after hospitalization for
diverticular hemorrhage given the demonstrated risks of
recurrent diverticular hemorrhage. (Strong recommendation,
low-quality evidence)



4. Actual clinical practice & cases
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Surgical history is important

, partial hepatectomy due to CCC

- . ~




Surgical history is important




Surgical history is important

Hematochezia and anemia, s/p PPPD due to pancreatic cancer




Infection may cause hematochezia

GIMD C.difficile Toxin Gene (Xpert) <Stool> () Positive




Fitfalls of hemoglobulin

Hb - 14.0g/dL Hb - 8.1g/dL




Fitfalls of hemoglobulin

Hb - 11.5g/dL Hb - 6.3g/dL




5. Summary
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Summary

1. Careful history taking is most important in determining
whether or not the bleeding is significant.

2. Risk stratification may reduce unnecessary emergency room
visits

3. Discontinuation of antithrombotic agents should be done
cautiously.

4. Since gastrointestinal bleeding occurs for a variety of reasons,

its treatment varies from case to case.



