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Overview
 Upper GI bleeding

 Lower GI bleeding

 Small bowel bleeding



Definitions

 Overt:  visible blood (including melaena)

 Occult: invisible (+FOBT or IDA)

 Obscure: source not found after endo/colon/capsule
 Obscure overt

 Obscure occult



Upper GI 
bleeding:
Epidemiology

 Incidence 0.1%
 Much higher than acute lower GI bleeding

 Male > female

 Increases with age



Upper GI 
bleeding:
Causes

 Ulcers
 NSAIDs >> Helicobacter

 Tumours, anastomoses, GORD, ICU etc

 Varices

 Mallory-Weiss tear

 Angioectasia,           Dieulafoy’s lesion,              GAVE gastric antral vascular ectasia



Upper GI 
bleeding:
Presentation

 Haematemesis
 Source prox to Ligament of Treitz

 Melaena
 Most are upper GI

 Acid + haemoglobin → haematin

 But dark stool can be from oropharynx to right colon

 Haematochezia
 In ≤15% of upper GI bleed with haemodynamic instability



Upper GI 
bleeding:
Assessment

 History
– NSAIDs, antiplatelets/anticoagulants, steroids etc

– Iron tablets

– Vomiting

– History of ulcers

– Portal hypertension



Assessment: 
Risk Score

 Glasgow Blatchford Score (GBS)
 Predicts need for intervention

 

 <2 can be D/C from ETC
 Trialling GBS 2-3 discharge

 

 >7 more likely to need intervention

 Clinical judgment

Blatchford Score Points

Systolic blood pressure (mmHg)

100 -109 1

90-99 2

< 90 3

Serum urea (mmol/L)

6.5-7.9 2

8.0-9-9 3

10-24.9 4

≥ 25.0 6

Haemoglobin for men (g/L)

120-129 1

100-119 3

< 100 6

Haemoglobin for women (g/L)

100-119 1

< 100 6

Other Risk Variables

Pulse ≥ 100 1

Melaena 1

Syncope 2

Hepatic disease 2

Cardiac disease 2

Total Score



Initial 
Management

 Fluid resuscitation
– Crystalloid while cross-matching

 Define ARP 

 NBM

 FBC, ELFTs, coags, G+H

 Aim for platelets > 50x109/L, INR < 1.5, Fibrinogen > 1g/L 

 Metoclopramide 10mg iv

 PPI infusion (or BD)



Antithrombotics 
in UGIB

 Pause anticoagulants, antiplatelets 

 In dual antiplatelets, restart aspirin immediately, don’t stop clopidogrel for 
more than 5 days

 Consider prothrombin complex concentrate for warfarin (+ Vit K)

 Consider idarucizumab for dabigatran

 Andexanet alfa – not used (>$35,000)

 Don’t give platelets – no evidence it reverses clopidogrel effect

 Restart antithrombotics as soon as possible if strong indication



PPI pre endoscopy

 Fewer endoscopic signs of bleeding (i.e. visible vessel)

 Less endoscopic treatment required

 No change in mortality

 Usually PPI infusion
 But 40mg BD iv equivalent



Blood 
Transfusion

 Cut-off is controversial

 Restrictive blood transfusion better outcome

 Aggressive transfusion increases portal pressure, may inhibit coagulation (or 
correct the reactive hyper-coagulable state)

 → higher risk of rebleeding

 No benefit shown in lower GI bleeding

 Some evidence in cardiac surgery, massive burns, etc



Initial 
Management 
– Patients with 
suspected 
variceal bleed

 Suspect variceal bleed if:
– Known varices

– Ascites

– Platelet count <120

 Octreotide infusion - For 72 hours

 Ascites → diagnostic tap prior to any antibiotics if possible 

 Ceftriaxone 1g IV daily for 5 days

 Transfuse judiciously (benefit from restriction)



Endoscopy



Ulcer





Oesophageal 
varices Band ligation



Mallory Weiss 
Tear



Gastric varices



PE after glue 
injection



TIPS
Transjugular intrahepatic porto-
systemic shunt



Interventional 
Radiology

 TIPS for variceal bleeding
 Rescue for failed endoscopy

 Gastric varices deemed too large for endoscopic Mx

 Secondary prevention in high risk varices

 For failed endoscopy for non-variceal UGIB:
 Superselective angiography

 Embolisation (coils, cyanoacrylate)

 High success rate

 Low complication rate

 Ischaemic complications rare prox to Ligament of Treitz – collateral 
blood supply)



Post 
endoscopy

 Monitor Hb + urea

 Consider H pylori serology
 Biopsy, UBT, stool test difficult in acute situation

 Plan for antiplatelets / anticoagulation / NSAIDs

 PPI



PPI post 
endoscopy

 If high risk stigmata at endoscopy:
 Reduces risk of rebleeding (7 vs 23%)

 Reduces need for surgery

 High risk stigmata at endoscopy:
 Continue PPI infusion for 72 hours 

 Or 40mg BD iv

 Then oral dosing (BD if high risk)

 Low risk stigmata:
 Oral PPI



Follow-up post 
ulcer bleed

 Gastric ulcer: often a repeat endo after 2 months

 Duodenal ulcer: follow-up endo not usually required

 PPI individualised
 Usually higher dose for 1-2 months

 Then maintenance dose unless cause found and treated





Lower GI 
bleeding

 Severe lower bleeding less common than upper GI bleeding
 Diverticular bleeding

 Angioectasia / Dieulafoys / postpolypectomy / anorectal

 IBD / infection if bloody diarrhoea

 Ischaemic colitis – pain first

 Could be severe upper bleed

 Minor bleeding (i.e. anorectal cause) very common
 Most common cause in younger patients

 Cancer / polyps more likely as IDA or FOBT



Diverticular 
bleeding

 Most common cause of LGIB

 Painless haematochezia

 80-90% will stop spontaneously, some will recur

 Increase with age

 Mostly from left colon



Management

 Severe LGIB → Emergency assessment

 Minor LGIB
 ID +/- anaemia  / FOBT – Cat 1 referral

 ID(A) will need endo/colon in males and post-menopausal women, and 
in pre-menopausal women if unexplained

 FOBT colonoscopy Cat 1

 If bright red blood, not mixed in, +/- haemorrhoids seen or 
suspected, then review after 6-8 weeks. If recurrent then may be a 
Cat 2 GE or surgical  assessment



Management 
of severe LGIB

 ABC

 Fluid resuscitation – crystalloids

 Crossmatch

 FBC, ELFTs, lactate, coags

 Consider pausing antithrombotics

 Transfusion

 If unstable – CT angiogram
 If bleeding vessel seen can be embolised



Management 
of severe LGIB

 Colonoscopy
 Timing controversial, but needs prep

 Individualised

 Never emergent / if unstable

 Often in first 1-3 days of admission

 Can be delayed if bleeding settled, then diagnostic

 Usually finds cause of bleeding

 Can clip diverticular bleeding vessel

 Angioectasias can be burnt with APC

 Dieulafoys can be clipped



Suspected 
Small Bowel 
Bleeding

 Overt vs occult

 Overt:
 Never with haematemesis

 Often dark red PR bleeding

 Very dark stool if proximal small bowel

 Colonoscopy: sometimes see blood from proximal to terminal ileum

 Can be unstable, but more often subacute / recurrent

 Causes:

 Dieulafoy or diverticulum if unstable

 Angioectasia overall most common

 Meckel’s in younger adults

 Rarely varices, vascular fistulas, tumours, ulcers (incl anastomotic)

 <25% missed cause in upper/lower GIT



Suspected 
Small Bowel 
Bleeding

 For significant overt bleeding:
 Inpatient management – challenging

 CT angiogram if unstable

 Capsule endoscopy – roadmap

 Balloon enteroscopy – oral vs rectal approach

 Can clip, burn, inject varices

 Sometimes no cause found (obscure GI bleeding)

 Repeat endo / colon/ capsule / enteroscopy

 Labelled red cell scan combined with CT



Balloon 
Enteroscopy

 Available at referral centres

 Single balloon system more common

 Double balloon system more complex, gets slightly deeper



Balloon 
Enteroscopy



Suspected 
Small Bowel 
Bleeding 
(SSBB)

 Most small bowel bleeding is occult:  capsule endoscopy

 Medicare indications for capsule endoscopy:
 Significant overt SSBB  

or

 IDA (excluding coeliac disease, and have considered menorrhagia)

and

 Have had endo/colon

 Also: Peutz Jeghers Syndrome (every 2 years)

 FOBT is not a valid indication
 Does not indicate SSBB



Video Capsule 
Endoscopy 
(VCE)



Video Capsule 
Endoscopy 
(VCE)



VCE

 Most common cause of small bowel bleeding: angioectasias
 40-50% of studies

 If normal, could be missed cause upper/lower GIT
 i.e. Cameron’s erosions

 Capsule excellent diagnostic tool

 Plan management:
 Nothing

 Avoid NSAIDs

 Iron supplementation

 Oral vs rectal approach balloon enteroscopy

 Further imaging 

 Safe, no sedation, small risk of retention (NSAIDs)

 Preparation: 
 clear fluids after lunch day prior

 Stop iron tablets 1 week prior



Thank you
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