
 Acute gastrointestinal (GI)النزف الهضمي الحاد •
hemorrhage

ط إلى ويتراوح من بسي.مشكلة سريرية شائعة بتظاهرات عدة•

الطرق الكبد و,وينشأ من أي منطقة من السبيل الهضمي,جسيم
.ط ترايتزيصنف حسب موقعه نسبة لربا,المعثكلة,الصفراوية

ان فإذا كان منشأه فوق رباط ترايتز يدعى علويا أما إذا ك•
.تحته فيدعى سفليا



:التظاهرات السريرية

:ربما:النزف غالبا واضح للعيان•

القهوة ثفلقيء دم أحمر قان أو بشكل :Hematemesisقيَءُ الدَّم.1•
coffee grounds.

دلالة نزف(أو بالرشف عبر الأنبوب الأنفي المعدي)وهو بشكليه •
القهوة بالذات يدل على تماس للدم النازف مع وثفل,هضمي علوي

إلى خضابهعصارة المعدة الحامضة لفترة كافية لتحويل 
methemoglobinميتهيموغلوبولين

خروج دم أحمر قان من :Hematocheziaمدمىتغوط  .2•
ا وهو أيضا ليس دلالة على أن النزف سفلي فقد يكون نزف,الشرج

.علويا غزيرا مر سريعا

طٌ أسَْوَد. 3• يدل على تماس لفترة طويلة مع وهوأيضا:melenaتغَوَُّ
.بالضرورة على أنه علويولايدل,عصارة المعدة



النزف الهضمي السفلي الحاد





.خطيرة جدا  إسعافيةهو حالة Fistula Aortoduodenalالعفجي-الأبهريالناسور

:يصنف إلى نوعين
على القطعة الثالثةتتنوسرالانتان، بسبب أبهريةمريض لديه أم دم : بدئي

.وهو قليل المشاهدةالعفجمن أوالرابعة

، صتعيةبوصلة أبهريةوهو أكثر شيوعا  ويحدث بعد معالجة أم دم : ثانوي

.عفجيأبهري ناسوروتسبب العفجقد تـنُخر فيما بعد جدار 



عائ ي  التَّنسُّج  خَللَُ .5 الصائم والقولونفي تتوضعتشوهات وعائية :angiodysplasiaالو 

عية بواسطة تشخص بالتنظير وتعالج عبره بتخثير الأو،هضميا سفليانزفاوتسبب ،الأيمن

. LASERالليزر



سببها Arteriovenous Malformationالوريدي –سوء التصنع الشرياني 

الموجودة بشكل خاص في) نادرا  الشرايين(تنكس يصيب الأوردة والوريدات 

انها الطبقة تحت المخاطية للسبيل الهضمي، حيث تتوسع هذه الأوعية وترق جدر

مما

ع مكان أشي. أوبشكل عفوي) مرور البراز(يعرضها للنزف إما بسبب رض ميكانيكي 

.لحدوث هذه الآفات هوالكولون الأيمن









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.


