(Continue with lecture)

G-general examination: 

assess the patient`s general appearance; vital signs; mental status(including restlessness); and skin signs such as pallor, moisture ,telangiectasia, and petechiae. also, perform a cardiac and pulmonary examination to assess for abnormal heart or lung sounds that indicate cardiac dysfunction. 
H-PERFORM ABDOMINAL EXAMINATION:

inspect the abdomen for any skin changes (ie, telangiectasia, ecchymoses or old surgical scars). auscultate for any bruits that may indicate an aneurysm. palpate for tenderness, mass, or hepatosplenomegaly.

I-PERFORM RECTAL EXAMINATION:

Inspect the anus and rectum for evidence of hemorrhoids or fissure. obtain stool for hemoccult testing.
J-PERFORM BLADDER CATHETERIZATION:

If a patient is in shock or insert Foley catheter into the bladder to monitor urinary output.                                 
K-INSERT NASOGASTRIC OR OROGASTRIC TUBE:

place a nasogastric tube, and lavage  with cold fluids until aspirate is clear. persistent bleeding during lavage indicates potential life-threatening upper GI bleeding, the patient should be in the left lateral decubitus position with the bed in the Trendelenburg position. Lavage until the return is clear.

L-WITHHOLD ALL FLUIDS AND ANTACIDS:

patienta waiting for endoscopy should receive nothing by mouth. do not administer fluids or antacids because they may impair adequate visualization during endoscopy.
M-CORRECT COAGULOPATHY:

patients taking Coumadin or who show signs of hepatic failure (eg, jaudice) may require vitamin K and fresh frozen plasma to correct coagulophathy before bleeding can be controlled. 

immediate endoscopy and therapy.

Disposition:

based on certain clincal criteria such as age, comorbid disease, presenting vital signs, laboratory data, and availability of next-day follow-up, Intensive care unit admission should be reserved for patients with continued bleeding, abnormal vital signs, significant comorbid disease, or need for transfusion therapy and for those at increased risk for rebleeding (ie, esophageal varices).

DETERMINE SITE OF BLEEDING:

once the patient is stabilized attempt to determine the bleeding site if it is not already obvious. in 90% of patients presenting with GI hemorrhage, the bleeding has an upper GI source (ie, proximal to the ligament of treitz); in only about 10% of patients is the source of bleeding distal to this proximal portion of the duodenum. 
PORTAL HYPERTENSION

A portal pressure gradient  greater than 5mmHg.since pressure in the portal venous system  is determined by the relationship pressure=flow×resistance .portal pressure could result from either increased volume of portal blood flow or increased resistance to flow..all clinically relevant cases result from increased resistance,although the site of resistance varies in different diseases

Portal venous pressure normally ranges from 7-10mm Hg . in portal hypertension portal pressure exceeds 10 mm Hg averaging around 20 mmhg and occasionally rising as high as 50-60mmhg.. in alcoholic liver disease ,the abnormal resistance is predominately postsinusoidal , Even in the absence of cirrhosis ,acute alcoholic hepatitis can raise portal pressure by producingcentrilobular swelling and fibrosis.sinosoidal resistance to flow is also increased by engorgement of adjacent hepatocytes with fat and resultant distortion  and narrowing of vascular channels. 

Schistosomiasis can produce a uinique form of presinosoidal obstruction to blood flow from depositionof parasite ova in small portal venules. Schistosomiasis are also at risk for chronic hepatitis,which can exacerbate the liver damage.

SURGICAL SHUNTS FOR VARICEAL HEMORRHAGE

The increasing availability of liver transplantation and TIPSS has greatly reduced the indications for surgical shunts. It is rarely considered for the acute management of variceal haemorrhage, as the morbidity and mortality in these circumstances are high. The main current indication for a surgical shunt is a patient with Child’s grade A cirrhosis, in whom the initial bleed has been controlled by sclerotherapy. Long-term β-blocker therapy and chronic sclerotherapy or banding are the main alternatives. Surgical shunts are an effective method of preventing rebleed ing from oesophageal or gastric varices, as they reduce the pressure in the portal circulation by diverting the blood into the low-pressure systemic circulation. Shunts may be divided into selective (e.g. splenorenal) and non-selective (e.g. portocaval), the former attempting to preserve blood ﬂow to the liver while decompressing the left side of the portal circulation responsible for giving rise to the oesophageal and gastric varices. 

Acute Lower gastrointestinal bleeding
Acute  haemorrhage per rectum can originate from lesions in gastroduodenum ,small bowel, colon or anorectum .a source in the lower gastrointest tract is suggested by the passage of dark to bright red blood , but the color of evacuated blood is a function of the length of time it remained in the intestinal tract, and bright red blood may come from a duodenal ulcer or haemorrhoids as well as any point in between . if a patient passing bright red blood is not in shock, the bleeding site is probably in the distal small bowel or colon.

Exanguinating hemorrhage from the colon in adults is caused by diverticular disease ,angiodysplasia, solitary ulcer, ulcerative colitis, or a variety of uncommon lesions such as coagulation disorders, radiation injury, chemotherapeutic toxicity, others. Bleeding occurs in the right colon about as often as in the left colon, probably because angiodysplasias are more prominent on the right side , but right sided diverticula can also bleed. Bleeding lesions in the small intestine are rare and include hereditary hemorrhagic telaniectasia(Rendu-Osler-Weber syndrome

Chronic rectal bleeding,typically seen in patients with cancer ,polyps, haemorrhoids,fissures, and other conditions,does not require emergent evaluation. Anorectal examination, colonoscopy,x- ray if indicated can be performed electively. Acute sever hemorrhage is a potentially life threatening problem , and prompt evaluation and treatment are critical. Some patients bleed rapidly ,but the bleeding stop spontaneously after only a small amount of blood is lost, and these patients are never in danger.usually ,one can not be sure that bleeding will not recur, so this type of bleeding must be taken seriously too, which means that aggressive evaluation is needed.
Angiodysplasia is acquired condition most often affecting people over age 60.it is a focal submucosal vascular ectasia with a propensity to bleed spontaneously .most lesions are located in the caecum and proximal ascending colon ,but in younger persons they are occasionally 
found in the small bowel principally in the jejunum.Multiple lesions occur in 25%.bleeding is typically intermittent and is rarely massive ,a typical episode require transfusion of 2-4 units of blood and is not associated with hypotension.the diagnois is made by colonoscopy ,and colonoscopic therapy is often successful.incidental angiomas should be ignored the lesions are characterized angiographically by 1-an early filling vein within 4-5 minutes after injection 2- vascular tuft  3-a delayed emptying vein '2 of the 3 features should be confirm the diagnosis.                                                                                                                    Active bleeding is rarely demonstrated by angiography.as many as 25% of persons over the age 60 with no history of GIT bleeding have angiodysplasias of the cecum.
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Figure 61.11 Oesophageal balloon tamponade.




