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I. Patient bleeding first step

A. Do ABC

B. C is:  2 large bore catheters peripheral veins 14 or 16 gauge place in 

C. Isotonic solutions like saline or LR, if bleeding then the lactate not converted to bicarb because liver is damaged with chronic liver disease, a contraindication to use LR is chronic liver disease

D. We are in the resuscitative phase

E. Take the vein, what do you do, a liver profile, pt, ptt, type and crossmatch, CBC, BMP to see the renal function, LFT

II. Upper GI bleeding most commons:  PUD (duodenal), Gastritis, PUD (gastric), esophageal varices (4th), Mallory weiss syndrome

III. Case

A. You are a general surgeon at a 500 bed metropolitan teaching hospital. A 50 year old accountant was just admitted to the ER with massive hematemesis. He has continued to vomit blood and clots. He says he has drunk six to 12 beers daily for manyyears. When you arrive, the patient is agitated and appears pale and acutely ill. PE notable for icteric slclera, scattered spider angiomata over upper thorax, rhonci both lung fields, protuberan abdmen with a fluid wave, and generally dimished muscle mass. BP is 90/60, heart rate is 110/minute, and temperature is 37.2C

B. patient is cirrhotic, alcohol, ascites, muscle wasting from malnutrition, hypovolemic shock

C. next step after resuscitation should do a EGD, but don’t do sclerotherapy until you know its varices, because it could also be PUD, gastritis also

D. if find that have varices esophagicos in distal esophagicos should send to get infusion with vasopressin or somatostatin, the standard has been vasopressin, but the results are the same for the two and must add vasodilator like nitroglycerine to avoid coronary artery contraction

E. if find the bleeding vessels should try the sclerotherapy or band ligation, same results between the two of them, but there are fewer complications with band ligation which we’ve used for hemorrhoids

F. not candidate for shunt because child c with ictericia, ascites, bad nutrition

G. if patient is stable and have passed blood, PT/PTT good, but then continues to bleed, repeat the sclerotherapy

H. if bleeds after having repeated sclerotherapy, then must do the sengstaken blakemore balloon tamponade or TIPS (TIPS used more now because blakemore was good before, and must do endotracheal intubation when do blakemore tube, and risk having esophageal rupture, aspiration)

I. the problem with TIPS its temporary and encephalopathy, but it occludes 50% in one year

J. portal hypertension should be less than 10, average is 6

K. shunts if the patient needs operatation and is child A or B, then you don’t need to do emergency, can do elective distal splenorenal shunt Warren’s, but the contraindication is ascites, has lowest occurrence of encephalopathy

IV. Duodenal ulcer

A. One of two most frequent sources of UGI bleeding

B. Most occurs in duodenal bulb, no circular valves (only part of intestine)

C. Majority occur in the posterior wall if chronic or repeat, can erode gastroduodenal artery

D. If the patient has the ulcer in the posterior wall of the duodenum, then will bleed liters

E. Hematemesis or melena, if have spastic pylorus, present with melena no hematemesis

F. Gastric ulcers have acid levels normal or low

G. Duodenal ulcers have high acids

H. Medical treatment:  H2 receptor antagonists very good for duodenal ulcers which have high acid

I. Surgery indications:  bleeding, intractability, perforation, obstruction (fibrosis after scarring from ulcer)

J. If bleeding, do EGD to diagnose and treat, inject vasoconstrict or can electrocauterize it, if recurrent bleeding then its indication for surgery, open the pylorus area, and ligate the gastroduodenal artery, then doing definitive operatioin for PUD, if stable and no peritonitis, then take care of bleeding vessel, truncal vagotomy and the pylorplasty

K. Perforated, then close and put graham patch

L. 3 types vagotomy:  truncal, selective, and highly selective (parietal cell vagotomy, leave the crow’s foot to allow gastric emptying, blocking Ach receptor surgically same way tagamet works)

M. can do antrectomy and then B1, B2 surgery

V. Hemorrhagic gastritis

A. Second most frequent source of massive UGI hemorrhage

B. Presents as superficial mucosal erosions on the stomach wall

C. Etiology: NSAID, smoking, alcohol, head trauma (stress cushing ulcer), burns (curling’s ulcers)

D. Clnical manifestations

1. frequently associated with bleeding, N/V

2. can present as epigastric pain or painless

E. management

1. EGD

2. bleeding in many sites, can’t stop bleeding at just one site, we try to not operate these patients, but if need to take care of patient, first do truncal vagotomy, and see if stops, but if doesn’t stop bleeding, then need to do a total gastrectomy

VI. Gastric ulcers

A. 70% found on the lesser curvature in area of incisura angularis

B. rule out cancer

C. men > women

D. age 40-70 years

E. gastric acid produced is usually normal or low

F. try to stop bleeding with EGD, don’t do biopsy if active bleeding and manageing under emergency because can increase bleeding, but if elective procudure EGD, then can do biopsy

G. no vagotomy if acid normal or low

H. depending one xtent of ulcers, where located, if in antrum, then do gastrectomy partial, if in the fundus, then have to do a gastrectomy total

VII. portal hypertension

A. most common cause of UGI bleeding in children is budd chiari

B. most common cause portal hypertenion in the U.S. is cirrhosis, worldwide is schistosomiasis

C. propranolol is for prophylaxis of UGI bleeding

VIII. Mallory-weiss syndrome

A. Tear of mucosa and submucosa of distal esophagus post retching

B. Lacerations and BV will bleed

C. Diagnosis with EGD, don’t need to do surgery (suture of tear within the esophagus), most bleeding subsides spontaneously

IX. other conditions

A. boerhaave’s syndrome

1. spontaneous rupture esophagus

2. occurs most commonly in patients who vomit with force, ingested alcohol

3. usually don’t bleed

4. chest pain left side

5. tachypnea

6. xray pleural effusion

B. barret’s esophagus

C. esophagitis

D. malignancy

X. LOWER GI BLEEDING

A. Majority of bleeds stop spontaneously

XI. Causes

A. Hemorrhoids:  2-3 drops, but its not massive GI bleeding

B. Most common bleeding adults: diverticulosis

C. Most common bleeding children:  meckel’s diverticulum

D. Polyp rare bleeding, suspect malignancy, but malignancies don’t bleed massively, they can become anemic from chronic bleeding

E. Ulcerative colitis: can be massive bleeding

F. angiodysplasia

XII. Meckel’s diverticulum:  occurs within 2 feet of distal ileum, true diverticulum, remnant of omphalomesenteric, bleeds from ectopic gastric mucosa and mucosa of small intestine not tolerating the HCl from parietal cells, do meckel’s scan with technesium because gastric mucosa uptakes that

XIII. diverticulosis

A. bleeding scan:  can find slow bleeds, very sensitive, not specific, can find 0.1ml/min bleeds

B. arteriography:  not so sensitive, but more specific, tells you which artey is bleeding, if patient has massive bleeding use this, can be therapeutic with embolization

XIV. Angiodysplasia

A. Malformation of the BV

B. Usually in submucosa of the colon, in right side

C. Angiography is test of choice, can’t do colonoscopy because so much bleeding can see anything

XV. preguntas

A. if exam question, which we’ll put, if not this one, the USMLE, patien bleeds UGI massive, and the GI doc did EGD and found isolated gastric varices, splenic vein thrombosis most likely cause, acute necrotizing pancreatitis first happened, then developed splenic vein thrombosis

