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TABLE 46-3 Differential Diagnosis of

Lower Gastrointestinal Hemorrhage
SMALL BOWEL

COLONIC BLEEDING 95% BLEEDING 5%

Diverticular disease 30%-40%  Angiodysplasias

Anorectal disease 5%-15%  Erosions or ulcers
{potassium, NSAIDs)

Ischemia 5%-10%  Crohn’s disease

Neoplasia 5%-10%  Radiation

Infectious colitis 3%-8% Meckel’s diverticulum

Post-polypectomy 3%-7% Neoplasia

Inflammatory bowel disease 3%-4% Aortoenteric fistula

Angiodysplasia 3%

Radiation colitis or proctitis 1%-3%

Other 1%-5%

Unknown

10%-25%




Jan 3 juhad dlec) Ul aFistula Aortoduodenal oaisll - 5 eV ) sulill
(e 5 ()

JENAN M\&Sﬂjﬁﬁam\ﬂ% A gl edei‘\:\ﬁub.ua Lo [

Baaldiall Ju18 ga g zeial) (e day) M) )

¢ dptia dlua gy 4 g0 02 ol Al day Gudag g Lo gud SS90 g 15 5

(M (5 g sl iy iad) jlas day Lah AT 28



Oslsall g allall A auda o Agile 5 s pi:angiodysplasiags st @.«.Cd\ SER
Ao g3 4o oY) A 0 pe gellad g BTN GadldcLdio Luadad 18 35 Cudi ge (padY)
.LASER !l




LArteriovenous Malformation x sl — Skl il ¢ g

2 Oald (S 33 g gal) )yl pd) 5\)414'( o119 33 0¥ amay (s
oo (359 A oY) 0l g i ¢ pandagd) Japeall Llalilal) it Afkal
Laa

S ) g g IS gl )10 g a( Sl A e La) L3N Lg g
) ol oSt ga culaY sl i gaald



Acute lower gastrointestinal bleeding

Yes Assess for anorectal outlet bleeding
Digital rectal exam and anoscopy

Initiate appropriate therapy

Rule out upper Gl bleeding
NGT aspirate or EGD positive

Minor bleeding (intermittent)

Major bleeding (persistent

~ No lesion visualized
~and/or continued bleeding

Colon or small bowel
identified as source

Small bowel series
Enteroclysis

Enteroscopy
(Capsule endoscopy

Subtotal colectomy with
ileorectal anastomosis or
small bowel resection

Localize bleeding:
Serial clamping or intraoperative
enteroscopy followed by resection
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CT angiography and magnetic reso-
nance imaging (MRI)angiography



Surgery

Most patients with LGIB never need surgery; only approximately
10% to 25% of patients need operative intervention, either emergent
or nonemergent. The surgical strategy depends on the intensity,
cause, and localization of the bleeding. The indications for surgery
include continued or recurrent hemorrhage despite nonoperative
attempts at localization, ongoing hemodynamic instability, transfu-
sion requirement of greater than 6 to 10 units, or pathologic finding
requiring surgical intervention. There are no absolute predictors of
who will need an operation, but 50% of patients who need 4 or more
units of blood in the first 24 hours eventually need surgery. Morbid-
ity and mortality increase significantly in patients who have received
10 or more units of blood.

he



Every effort should be made to localize the bleeding source before
surgery. If the patient’s condition remains stable, diagnostic tests
should continue until the source of bleeding is identified. When the
bleeding site has been localized to the colon, segmental resections
may be performed based on appropriate treatment for the
underlying

pathology. In the case of diverticular disease, the affected segment
should be removed; in the case of cancer, an appropriate oncologic
resection should be performed. Smaller wedge resections may be
performed for a single bleeding AVM or ectasia. In the case of seg-
mental resection for preoperatively identified source of bleeding,
mortality rate is less than 10% in reported series. The rate of recur-
rent bleeding ranges from 0 to 15% after segmental colectomy for
localized bleeding.



In cases where the bleeding cannot be localized before surgery, a
thorough abdominal exploration may identify the source of
bleeding.

Running the small bowel during surgery may identify a small bowel
lipoma or Meckel’s diverticula. On-table colonoscopy and enteros-
copy occasionally identify an intraluminal source of bleeding. To
facilitate this, patients should be placed in the lithotomy position in
the operating room. With the surgeon’s assistance, an upper or
lower

endoscope may be advanced through the small bowel to evaluate
for

sources of bleeding. The surgeon gently manipulates the small
bowel

over the scope to advance the scope. If necessary, an enterotomy
may

be created for “on-field” insertion of the endoscope to complete
evaluation of the small bowel. When found, the affected segment of
small bowel can be resected, such as in the case of a Meckel’s diver-
ticula or small bowel AVM.



If localization techniques are not successful, but the bleeding
appears to be originating from the colon, an emergency total
abdom-

inal colectomy (TAC) may be performed. TAC in this situation
has a

mortality rate of 10% to 30% but a rebleeding rate of less than
1%.

If a more limited resection, such as segmental colectomy, is per-
formed in this setting, the risk of rebleeding is approximately
35%

to 75%, with a mortality rate of 20% to 50%.



Some surgeons advocate subtotal colectomy even if the bleeding
source is identified because of the morbidity and mortality
associated

with reexploration from a repeat LGIB. Studies have shown compa-
rable mortality rates for subtotal colectomy and segmental resection,
and a frank discussion is warranted with the patient and family in
regards to the risk and benefits of each approach and the postopera-
tive effects on the quality of life. One of the often reported
drawbacks

to the TAC includes postoperative diarrhea and fluid losses. Preserv-
ing the distal terminal ileum may minimize this complication if a
subtotal colectomy is necessary.



The choice of whether to perform a primary anastomosis should

be based on three criteria: (1) definitive diagnosis of source of
bleed-

ing; (2) patient stability; and (3) patient comorbidities. In a
patientwith an unstable condition with a localized bleeding colonic
segment,

some have suggested a damage control approach; a temporizing sur-
gical resection of the affected area is undertaken without an initial
anastomosis or fecal diversion, accepting the necessity of a second-
look operation. If the surgeon is not confident in the identification
of the source of bleeding, an end ileostomy or colostomy is also sug-
gested. Use of the end stoma helps elucidate the location of
bleeding

in the case of recurrence. In addition, use of temporary or
permanent

stoma should be based on the surgeon’s clinical judgement of
patient

stability and ability to heal the anastomosis.



SUMMARY

The approach to massive LGIB involves a thorough history and phys-
ical examination with concomitant resuscitation. A multidisciplinary
effort including endoscopists, radiologists, and surgeons working
together can most effectively diagnose and treat sources of LGIB.
Although most bleeding resolves spontaneously or with nonopera-
tive techniques, localization of bleeding helps limit morbidity and
mortality for those who need surgery. Appropriate surgical interven-
tion depends on underlying pathology and the overall clinical picture.



