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Gastrointestinal and variceal bleeding:

Hemodynamic studies
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GI bleeding is a medical emergency with a high mortality of 6–8% in non-variceal
gastrointestinal bleeding and 18–20% in variceal bleeding, although there are new
treatment options.
NON-VARICEAL GI BLEEDING

Upper GI bleeding

The number of patients admitted in our hospital with non-variceal gastrointestinal
bleeding (GI) is not much lower than years before, despite of Helicobacter pylori
eradication, because many patients take aspirine, NSAID or anticoagulants.

However, we have detected a lower late rebleeding rate, probably because of
systematical Helicobacter pylori eradication and gastric protection with proton pump
inhibitors (PPIs) in NSAID-patients.

Endoscopic therapy is done in patients with gastrointestinal bleeding (ulcer,
Dieulafoy, Angiodisplasia, Mallory Weiss) with major endoscopic stigmata (such
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as active bleeding, non-bleeding visible vessel or adherent clot). Therapies such as
injection, thermal or mechanical endoscopy have almost all the same efficacy.

Patients with endoscopic signs of recent bleeding have to stay in hospital two or
three days, until hemorrhage is controlled.
Endoscopic Diagnosis and Treatment
Endoscopy should be performed as soon as the hemodynamic status has been
stabilized
Indications for endoscopic treatment:
Major stigmate of recent hemorrhage

1. Active bleeding: spurting-oozing
2. Visible vessel
3. Clot

Ulcers, Dieulafoy, MalloryWeiss, Angiodyspiasia
Hemostatictechniques: Injection, Thermal, Clips, Bands
Second endoscopy: Only when rebleeding is detected, not systematically as second
look endoscopy.
High-risk patients (low hemoglobin, hemodynamic instability, age >65 years, severe
associated diseases and endoscopic stigmata of recent bleeding) with upper GI bleeding
must be administered continuous infusion of pantoprazole at 8 mg/hours and bolus of
80 mg/8 hours for two days or until bleeding is controlled (Fig. 1).1–7

Lower GI bleeding

To make sure that bleeding is not coming from the duodenum or stomach, we perform
at first a videogastroscopy in many cases. Colonoscopy should be carried out as soon as
possible, after a previous oral preparation with ethylene glycol or similar substance.
If by colonoscopy a stigmata of recent bleeding was found, therapeutic endoscopy is
obligatory. The most frequent etiologies are diverticules and angyiodisplasia (see Fig. 2).

In case of a normal colonoscopy and gastroscopy, the etiology of bleeding is probably
from small intestinal bowel, therefore, capsule endoscopy, enteroscopy and/or
arteriography is indicated.
VARICEAL BLEEDING

In portal hypertensive patients, hepatic vascular resistance and hepatic blood flow are
the main factors involved in the progression of portal hypertension. Besides this, there
is a hyperdynamic circulatory state, characterized by a high cardiac index with
generalized vasodilatation.

Portal hypertension in liver cirrhosis is defined by an increase in hepatic venous
pressure gradient (HVPG). Measurement by catheterism of a hepatic vein accurately
reflects portal pressure in cirrhotic patients.

The threshold value of the portal pressure gradient is commonly known for the
development of complications associated with portal hypertension. Values higher than
10 mm Hg are responsible for the development of varices, if there is 12 mm Hg or higher
variceal bleeding, ascites, and encephalopathy, a complication of cirrhosis may occur.
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Figure 2. Evaluation of patients with acute lower intestinal bleeding.

Figure 1. Endoscopic diagnosis and treatment.
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Variceal Bleeding

  Initial Control 93% D’Amico Hepato. 2003 

  Early rebleeding 31% at 6 weeks.  Graham&Smith Gastro.1981
19% at 6 weeks.  D’Amico Hepato. 2003 

  Mortality 42% at 6 weeks, Graham&Smith Gastro.1981
21% at 6 weeks D’Amico Hepato. 2003 

Risk Factors: Pugh, age , alcohol, renal failure, AST,
active bleeding, early rebleeding, portal thrombosis,
HVPG>20 mmHg

*

*

*

Figure 3. Variceal bleeding.
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A reduction of portal pressure values below 12 mm Hg or at least 20% of the
baseline value with drug therapy is recommended as optimal protection against variceal
bleeding or rebleeding (Fig. 3).8–12
ACUTE VARICEAL BLEEDING

The treatment of acute variceal bleeding is a combination of drug and endoscopic
therapy (sclerotherapy or bands), but if bleeding cannot be controlled by this
TREATMENT OF PORTAL
HYPERTENSION

Updated Recommendations (2003)

PRIMARY PROPHYLAXIS 

b-blockers

Contra-indications / Intolerance to ß-blockers
Ligation in high-risk / varices

ACUTE VARICEAL BLEEDING

Pharmacologic (terlipressin/somatostatin) plus
Endoscopic treatment (sclerotherapy/ligation)

PREVENTION OF VARICEAL REBLEEDING

b-blockers+Isosorbide Mononitrate

Banding when contra-indications to β-blockersor previous
treatment with β-blockers 

* TIPS 
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Figure 4. Recommendations for the treatment of portal hypertension.
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combined treatment, a transjugular intrahepatic portosystemic shunt (TIPS) is
indicated.
PREVENTION OF REBLEEDING

Once bleeding is controlled, rebleeding should prevented by initiating an oral drug
therapy (propranolol or nadolol plus 5-mononitrate isosorbide), or an endoscopic
therapy (band ligation) or a combined treatment.

If patients receive pharmacological treatment, hemodynamic studies should be
performed at the beginning and after one month.

Good responders have a smaller risk of rebleeding than non-responders. In non-
responders patients, band ligation is mandatory. TIPS is the third option after failure of
drug therapy and band ligation.
PRIMARY PROPHYLAXIS

Screening for esophageal varices is recommended in all patients with cirrhosis, because of
the high mortality associated with variceal bleeding. If no varices are found, repeated
endoscopy is recommended every 4 years. In case of small varices, drug therapy is indicated.

If by endoscopy large varices are detected, hemodynamic studies and drug
therapy with propranolol is indicated. If a patient is contraindicated to propranolol or
nadolol, or is a non-responder and shows a high risk for bleeding, band ligation is
recommended (Fig. 4).
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