
(5%) (Table 10.27). The incidence of bleeding caused by
oesophageal varices varies widely between centres, but
may approach 10% of cases; its management is discussed
in Chapter 9. No cause is found in 20% of patients. Aspirin
and NSAIDs appear to precipitate bleeding from estab-
lished peptic ulcers, as well as from gastritis.

Acute blood loss results in a fall in blood volume. This
leads to:

• Decreased venous return, cardiac output and blood
pressure

• Peripheral vasoconstriction

• Oliguria

Acute tubular necrosis, shock lung, myocardial infarction,
cerebral infarction and death may ensue. In self-limiting
episodes, fluid transfers over a few hours from the extra-
vascular to the intravascular compartment. Haemoglobin
concentration and the haematocrit therefore fall.

Epidemiology
This is one of the most common medical emergencies.

Clinical features
Patients present with haematemesis and/or melaena
(stool that is tarry because of the presence of a black pig-
ment derived from haemoglobin by the action of colonic
bacteria). The haematemesis may consist of either fresh or
altered blood. Altered blood resembles coffee grounds.
Patients with marked bleeding may have symptoms of
shock, including light-headedness, fainting and sweating.
Diagnostically useful information includes:

• A history of dyspepsia (suggesting peptic ulcer) or
heartburn (oesophagitis), repeated vomiting (Mallory–
Weiss syndrome) or concurrent liver or other disease
associated with bleeding

• Recent drug ingestion (aspirin, NSAIDs, anticoagulants)

• Alcohol consumption
Signs of shock include cold clammy peripheries, pallor,

tachycardia and supine or postural hypotension. A rectal
examination will confirm melaena. The underlying diag-
nosis may be suggested by:

• Epigastric mass (gastric carcinoma)
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Emergency 10.2: Upper gastrointestinal
bleeding

Diagnosis
Usually manifested by haematemesis and melaena. 

Commonly caused by peptic ulceration (for a full list 
of causes see Table 10.27)

Supportive treatment
Assess
Look for signs of shock, anaemia, chronic liver disease

Resuscitate
Oxygen, intravenous fluid, then blood
Platelets or fresh frozen plasma if thrombocytopenic or

prothrombin time is prolonged
Treat in intensive care or high dependency unit with a

central venous pressure (CVP) line if there are signs of
shock or if there is associated serious cardiac, renal or
liver disease

Reassess and monitor
Stool chart, pulse, blood pressure, blood count and/or

CVP and urine output, to detect continued bleeding 
or rebleed

Frequent joint review by physician and surgeon
Always consideracould this patient have oesophageal

varices (as treatment options differ; see p. 630)?

Specific treatment
Drugs
Oral proton pump inhibitor as soon as peptic ulceration

has been diagnosed endoscopically

Early endoscopy, if necessary repeated
Injections, ligation, electrocoagulation or laser for 

bleeding peptic ulcers, varices, ligation, erosions,
tumours and vascular anomalies

Surgery
For persistent bleeding

Angiography
Arterial embolization for vascular malformations

Table 10.27 Common causes of upper gastrointestinal 
bleeding (most common causes are given in capital letters). 
A, characteristically bleeds acutely; C, tends to cause chronic,
usually minor or occult bleeding; AC, causes either A or C

Location Cause

Oesophagus OESOPHAGITIS (AC)
MALLORY–WEISS TEAR (A)
VARICES (A)
Neoplasia (C)

Stomach GASTRIC ULCER (AC)
GASTRITIS (AC)
NEOPLASIA (AC)
NSAIDs
Aspirin
Alcohol
Hereditary haemorrhagic telangiectasia

and other vascular malformations (AC)
Haemorrhagic diathesis (AC, anticoagulants,

thrombocytopenia)

Duodenum DUODENAL ULCER (A)
Duodenitis (A)
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