[image: image1.jpg]



THE KURSK STATE MEDICAL UNIVERSITY
Department of surgical diseases № 1
Gastroduodenal bleedings

Information for self-training of English-speaking students

The chair of surgical diseases N 1 (Chair-head - prof. S.V.Ivanov)

By  ass. professor  M.V. Yakovleva

KURSK-2010
I. Introduction
Gastro-duodenal bleeding is a serious complication of the digestive tract diseases. Though certain success has been achieved in diagnosing and treatment of such complications within the last 10-15 years, this problem remains highly important. Ulcer disease is complicated by bleedings in 12-15% of cases. Lethality in cases of profuse gastro-duodenal bleedings achieves 29%. The origin of about 4,8% gastrointestinal bleedings is unknown.

Nowadays 116 reasons causing bleeding have been described. 

That’s why profound knowledge of this problem is necessary to provide timely diagnostics and qualified treatment of this pathology.

II. The main objective of the class.

The main objective of the class includes:

1. Acquisition of the knowledge about the local and general symptomatology of the gastro-intestinal bleedings.
2. Acquisition of the practical skills of the physical examination of the patients with such pathology.

3. Mastering of the laboratory and the main principles of instrumental examination of the patients with gastrointestinal bleedings.

4. Acquisition of the knowledge of the methods of conservative and operative treatment in dependence on the causes, bleeding degree and patient’s condition.
Assignments for self-study:
Having studied the material individually every student must:

A. know:

1. Ethiology and pathogenesis of gastrointestinal bleedings.
2. Ethiopathogenetical classification of gastrointestinal bleedings.

3. Classification of the severity degree of the gastrointestinal bleedings by Gorbashko.
4. Local and general symptoms of the gastrointestinal bleedings (clinical picture of the diseases)

5. Instrumental methods of examination in diagnostics of the acute gastrointestinal bleedings (gastroduodenoscopy, proctosigmoidoscopy, fiberoptic colonoscopy).
6. Pathogenesis of the hemorrhagic shock.

7. Hemostasis stages by the results of fiberoptic gastroduodenoscopy.

8. Treatment of gastrointestinal bleedings on different stages of hemostasis.

9. Infusional therapy principles in dependence on severity degree of  the blood loss and hemorrhage duration.

10. Surgical tactics in case of persistent hemorrhage. Methods of endoscopical and operative treatment.

B. be able:

1. to find out main complains and accumulate anamnesis in cases of gastrointestinal bleedings.

2. to evaluate received laboratory data and the results of endoscopy for definition of the severity degree of the bleeding.
3. to create the indications for surgical correction of the diseases complicated by gastrointestinal bleedings.

III. Initial level of knowledge.

Anatomo-physiological data of the esophagus, stomach, duodenum, small bowel, colon, rectum, their diseases. You should revise this material.

IV. The material necessary for learning:

Classification of gastrointestinal bleedings:

By etiological symptoms:

I. Ulcerative bleeding caused by:

1. Ulcerative disease of the stomach and duodenum (amounts to about 75% of the reasons why gastro-duodenal bleedings start).

2. Acute ulcers resulting from:

· drugs (caused by aspirin consumption and prolonged treatment with hormonal drugs).

· stress (in case of peritonitis, burn disease, infarct)

· endocrine (in case of Zollinger-Ellison syndrome or multiple endocrine neoplasm).

· diseases of other systems and organs, such as biliary cirrhosis, uremia, atherosclerosis, essential hypertension, leukemia.

II. Non-ulcerative bleeding caused by:

1. Varicose dilatation of esophageal veins and the veins of the cardia (cardiac portion of the stomach) in case of portal hypertension.

2. Erosive esophagitis, gastritis and duodenitis.

3. Peptic esophageal ulcer.

4. Diverticulum of the esophagus or the duodenum, complicated by diverticulitis. 

5. Incarcerated diaphragmatic hernias (with the stomach wall [necrosis]) 

6. Mallory-Weis syndrome, which results in the line rupture of the mucous coat of the cardiac portion of the stomach and deeper layers. This rupture can extend to the esophageal mucous coat.

7. The benign or malignant tumors of the esophagus, stomach, duodenum and small and large intestine.

8. Blood diseases (Schonlein-Henoch disease or acute vascular purpura, hemophilia).

Vascular diseases (Osler disease, periarteriitis nodosa).

Pathogenesis of gastrointestinal bleedings.
Decrease of the circulating blood volume – centralization of blood circulation – microcirculation breach – hypoxia – breach on the subcellularis level (stimulates lipid peroxidation oxidation) – infringement of the cellularis respiration and intensification of the hypoxia of the tissue – disfunction of the organs and systems with the formation of wrong circles – increasing of the circulatory and anemic, arterial or hemic  hypoxemia.
Clinical symptoms of the gastrointestinal bleedings.
Clinical symptoms are divided into local and general.

General symptoms are:

· growing general weakness 

· dizziness 

· noise in the ears and the head 

· cold sticky perspiration 

· skin pallor 

· limbs coldness 

· feeling of fear 

· in some cases fainting 

Local symptoms include the following:

· Bergmann’s symptom (pain increases 2-3 days before the bleeding and stops as the bleeding starts. This is pathognomonic symptom for ulcerative disease, complicated by the hemorrhage. 

· coffee-ground vomiting or black coloured vomiting is the most common symptom of the gastro-duodenal bleeding found in 70% of cases with this diagnosis.

tarry stool or melena.
Classification of the blood loss degree by Gorbashko:
1st degree – light blood loss – the general condition of the patient is satisfactory. Pulse rate does not exceed 100 beats per minute. Arterial pressure is normal. Central venous pressure is positive (5-15 см.вод.ст.) The deficit of the circulating blood volume is about 20%. Hematocrit is not lower than 30. Hourly diuresis is not changed. Hemoglobin and the number of erythrocytes are normal.

2nd degree – moderate blood loss – the general condition of the patient is moderate. Pulse rate is about 110 beats per minute. Systolic arterial pressure is not lower than 90 мм рт.ст. Central venous pressure is lower than 5 см.вод.ст. but not negative. Hematocrit is not lower than 25. The number of the erythrocytes is not lower than 2,5. Hemoglobin is not lower than 80 г/л., oliguria. The deficit of the circulating blood volume is 20-29%.

3rd degree – severe blood loss – the general condition of the patient is poor. Tachycardia is about 120. Systolic arterial pressure is lower than 90. Central venous pressure is 0 or negative. Oliguria, anyria. The erythrocytes number is lower than 2,5x1012. Hemoglobin is lower than 80 г/л. Hematocrit is lower than 25. The deficit of the circulating blood volume is 30% or higher. There is evident pallor of the dermal integuments. Syncopal state (collapse) may occur.

After the recording of history case, complains and patient’s examination the doctor must do the following:
1. confirm the fact of the bleeding

2. locate the bleeding and find out its character (whether it is profuse, arterial, venous, capillary).

3. find out whether the bleeding has stopped or still continues

4. determine the stage of the local hemostasis

5. estimate the amount of blood loss

6. assess the functional condition of the organs and systems.

Clinical and endoscopic classification of the gastroduodenal bleedings by Forrest.
FI – persistent hemorrhage 

FIA – arterial

FIB – venous

FII – hemorrhage took place (non-stable homeostasis)
FIIA – thrombosed vessels on the ulcer bottom

FIIB – fixed thrombus or clog in the ulcer’s bottom

FIIC – hemorrhagic impregnation of the ulcer’s bottom

FIII – hemorrhage took place (stable homeostasis) The ulcer’s bottom is covered with fibrin.

V.P.Petrov distinguishes 4 groups of the patients where the differentiated treatment tactics are used:

1 group – includes the patients with the persistent profuse bleeding, threatening their life. Reanimation grant and urgent endoscopy followed by the operation are carried out.

2 group – includes the patients with the bleeding which has stopped, but the blood loss is moderate or severe and there are endoscopic signs of the non-stable hemostasis. Short hemostatic, infusion therapy and urgent operation are held because of the high risk of bleeding recidivism.

3 group – includes the patients with the bleeding which has been stopped or has stopped by itself. The blood loss is light or moderate and there are signs of stable hemostasis. These patients are treated to the blood replacement, measures preventing recidivism and complete examination as well. The operation is usually done 10-14 days later.

4 group – includes the patients with the non-stable hemostasis of high risk or with the persistent hemorrhage. The risk of the operation competes with the risk of bleeding continuation or bleeding recrudescence.

Conservative treatment includes:

1. hunger, complete rest

2. local hypothermia (cold on the abdomen)

3. Intake of the cold aminocapronic acid with the addition of contrycal or transylol, adrenalin.
4. Anti-ulcer medicines treatment.

5. Infusuion therapy:

a) blood transfusion (packed red cells)

b) plasma, albumin

c) blood substitute solutions and hemocorrectors (polyglucin, reopolyglucin, hemodez, Ringer-Locke’s solution, isotonic solution of sodium chloride).

6. Hemostatic therapy: intravenous insert of aminocapronic acid, vicasolum, calcium chloridum.

7. During emergency endoscopy the doctor can perform bleeding arrest with such methods as: 1) elecrtocoagulation of the bleeding vessel; 2) ulcer closing with special glue; 3) method of the laser photocoagulation of the bleeding vessel; 4) hemostatic drugs introduction around the source of hemorrhage.
The risk of the bleeding recidivism is very high on the stage of non-stable hemostasis. That’s why these patients must be operated 6-8 hours later after short preoperational preparation and blood replacement. The patients must be operated in the urgent turn in case of persistent hemorrhage and blood loss must be replaced intraoperative. The volume of surgical intervention in case of ulcerative disease on the altitude of the bleeding depends on the patient’s condition, bleeding severity degree, concomitant diseases:
· gastroduodenotomy, grasp by stitches of the ulcer or bleeding vessel together with the stomach wall.

· gastroduodenotomy, ulcer excision, pyloroplasty and vagotomy.

· stomach resection according to Bilroth I or II

Classification of gastrointestinal bleedings.

By etiological symptoms:

III. Ulcerative bleeding caused by:

3. Ulcerative disease of the stomach and duodenum (amounts to about 75% of the reasons why gastro-duodenal bleedings start).

4. Acute ulcers resulting from:

· drugs (caused by aspirin consumption and prolonged treatment with hormonal drugs).

· stress (in case of peritonitis, burn disease, infarct)

· endocrine (in case of Zollinger-Ellison syndrome or multiple endocrine neoplasm).

· diseases of other systems and organs, such as biliary cirrhosis, uremia, atherosclerosis, essential hypertension, leukemia.

IV. Non-ulcerative bleeding caused by:

9. Varicose dilatation of esophageal veins and the veins of the cardia (cardiac portion of the stomach) in case of portal hypertension.

10. Erosive esophagitis, gastritis and duodenitis.

11. Peptic esophageal ulcer.

12. Diverticulum of the esophagus or the duodenum, complicated by diverticulitis. 

13. Incarcerated diaphragmatic hernias (with the stomach wall necrosis) 

14. Mallory-Weis syndrome, which results in the line rupture of the mucosa of the cardiac portion of the stomach and deeper layers. This rupture can extend to the esophageal mucosa.

15. The benign or malignant tumors of the esophagus, stomach, duodenum and small and large intestine.

16. Blood diseases (Schonlein-Henoch disease or acute vascular purpura, hemophilia).

17. Vascular diseases (Osler disease, periarteriitis nodosa).

V. By location of the bleeding source:

· esophageal;

· gastric;

· duodenal;

· intestinal.

VI. By the clinical case development:

· profuse;

· prolonged; (persistent)

· the bleeding which has stopped.

VII. By bleeding intensity: (rate of severity)

· light

· moderate;

· severe.

40% of bleedings are caused by acute and chronic gastro-duodenal ulcers.

The changes in central hemodynamics depend on the hemorrhage variants:

1. quick profuse bleeding with immediate 30-40% or higher blood loss.

2. slower but rather intensive bleeding, which lasts for hours and causes up to 30% blood loss.

3. slow bleeding, lasting for some days, in the form of non-intensive, but constant or recurrent bleeding.

In the first case quick profuse bleeding leads to sudden decrease of heart chambers volume and their filling against the background of the normal myocardial contractility and hemoglobin content. 

Non-effective hemodynamics develops so fast that compensatory mechanisms fail to start functioning and the patient dies unless the reanimation measures take place.

Mainly the patient’s reaction on the blood loss doesn’t depend on the disease etiology or bleeding source. It is determined by the volume and blood loss speed, the loss of liquid and electrolytes, as well as the patient’s age and concomitant diseases. It is also necessary to take into consideration individual tolerance to blood loss and the blood resorption effect in intestine.

500 ml blood loss in digestive tract lumen does not cause any noticeable reaction of the cardio-vascular system. It is quickly compensated due to blood and tissular liquid redistribution.

Then reflex vasoconstriction starts functioning as compensational reaction, which leads to blood mobilization from blood depot, such as liver, lien and skin.

Adequacy of this reaction depends on the condition of the patient’s cardiovascular system.

The next compensational mechanism is the release of the aldosterone and antidiuretic hormone, which recover the intravascular volume with the help of intertissue liquid. This process features decrease of hemoglobin and hemotocrit as well as hypoproteinemia. 
 Expressive non-specific reaction of the cardiovascular system occurs after 25% blood loss within the period lasting from some minutes to several hours.

The reduction of the cardiac output and systolic pressure is accompanied by diastolic pressure decrease and tachycardia. This process can be accompanied by the development of orthostatic collapse. The systolic pressure in the beginning of hemorrhage can be normal or even increased as a result of the arterial system compensational spasm and increase of the peripheral resistance. The amount of blood loss is reflected by diastolic pressure rather than systolic. Arterial spasm causes the pallor of the dermal integument. Blood flow in internal organs is decreased, that’s why the sufficient blood flow is maintained in the heart and brain vessels.

In case of non-adequacy of the compensational mechanism, the disparity between the volume of circulating blood and the volume of vessels bed causes the development of hemorrhagic shock. Decrease of the blood flow to kidneys causes oliguria or anuria and the increase of the blood serum urea nitrogen, due to the acute glandular necrosis. Decrease of the hepar blood flow occurs after 20% blood loss. Then the central necrosis of the liver lobules is developed and disintoxicative and synthesizing hepar functions are broken. 

Shock and absorption of the products of blood disintegration sometimes lead to development of acute hepatic failure, especially in cases of hepato-cirrhosis. 

In case of the persistent hemorrhage the blood flow in the brain is decreased which causes mental confusion. Sometimes gastro-intestine bleedings assist to the development of the myocardial infarction, especially if the patients have chronic ischemic heart disease. Tissue hypoxia leads to collapse of the peripheral vascular resistance, myocardial depression, cardiovascular and respiratory failure. It is necessary to note, that the disorders of the tissue metabolism essentially decrease the regeneration ability of the tissue and reparative processes, and they intensify the risk of inflammative destruction. That’s why operations during or after the profuse bleeding are connected with the high risk of the local complications in organs and tissues, which have been operated on.

There are three degrees of blood loss described in surgical practice:

1st degree – light blood loss – the general condition of the patient is satisfactory. Pulse rate does not exceed 100 beats per minute. Arterial pressure is normal. Central venous pressure is positive (5-15 см.вод.ст.) The deficit of the circulating blood volume is about 20%. Hematocrit is not lower than 30. Hourly diuresis is not changed. Hemoglobin and the number of erythrocytes are normal.

2nd degree – moderate blood loss – the general condition of the patient is moderate. Pulse rate is about 110 beats per minute. Systolic arterial pressure is not lower than 90 мм рт.ст. Central venous pressure is lower than 5 см.вод.ст. but not negative. Hematocrit is not lower than 25. The number of the erythrocytes is not lower than 2,5. Hemoglobin is not lower than 80 г/л., oliguria. The deficit of the circulating blood volume is 20-29%.

3rd degree – severe blood loss – the general condition of the patient is poor. Tachycardia is about 120. Systolic arterial pressure is lower than 90. Central venous pressure is 0 or negative. Oliguria, anyria. The erythrocytes number is lower than 2,5x1012. Hemoglobin is lower than 80 г/л. Hematocrit is lower than 25. The deficit of the circulating blood volume is 30% or higher. There is evident pallor of the dermal integuments. Syncopal state (collapse) may occur.

Clinical symptoms of the gastrointestinal bleedings.

Clinical symptoms are divided into local and general.

General symptoms are:

· growing general weakness 

· dizziness 

· noise in the ears and the head 

· cold sticky perspiration 

· skin pallor 

· limbs coldness 

· feeling of fear 

· in some cases fainting 

Local symptoms include the following:

· Bergmann’s symptom (pain increases 2-3 days before the bleeding and stops as the bleeding starts. This is pathognomonic symptom for ulcerative disease, complicated by the hemorrhage. 

· coffee-ground vomiting or black coloured vomiting is the most common symptom of the gastro-duodenal bleeding found in 70% of cases with this diagnosis.

· tarry stool or melena. 

Non-intensive bleeding from upper portions of the digestive tract in the volume of about 500 ml is accompanied by black dense stool. However the bleeding in the volume of more than 500 ml results in abundant liquid tarry stool or melena.

As a rule, blood discharge is combined with mucus and pus discharge if the bleeding source is located in the large intestine. Red blood discharge usually accompanies such diseases as: hemorrhoids, anal fissure, acute proctitis and as a rule is painful.

Diagnostics of the gastro-intestinal bleedings:

The surgeon must do the following:

7. confirm the fact of the bleeding

8. locate the bleeding and find out its character (whether it is profuse, arterial, venous, capillary).

9. find out whether the bleeding has stopped or still continues

10. determine the stage of the local hemostasis

11. estimate the amount of blood loss

12. assess the functional condition of the organs and systems.

What should the doctor do in the admitting office?

1. estimate the general state of the patient

2. feel and record the patient’s pulse and arterial pressure

3. do digital rectal investion

4. find out the history of disease, complaints, if the patient has had ulcer disease, viral hepatitis or hepatocorrhosis before, the bleeding character (profuse, arterial and so on), how much blood the patient has lost.

5. put the catheter in the stomach. This procedure allows revealing blood in the stomach if there is any and its volume. Besides it allows finding out if the bleeding continues or has stopped.

6. remove the blood and to do tube lavage of the stomach with cold water till the water becomes clean. The red colour of water after several lavages means that the bleeding still continues.

7. do urgent endoscopy after blood elimination. Gastro-duodenoscopy allows locating easily and accurately the bleeding source, to find out its character (arterial, venous, capillary) and make sure if it has stopped or not.

The symptoms of the stable hemostasis are:
1. absence of fresh blood in the stomach and duodenum

2. presence of densely fixed white-coloured thrombus 

3. absence of the visible vessel pulsation in the area of the bleeding source.

The hemostasis is considered non-stable according to the following:

1. chronic or penetrating ulcers of stomach or duodenum, when pulsating vessels with thrombus inside or red spongy thrombus on the ulcer bottom are defined

2. fresh spongy thrombus in acute ulcers in ruptures of mucus membrane in case of M.W. syndrome or in disport stomach carcinoma.

The probability of bleeding recurrent with the above criteria mentioned increases greatly in cases of elderly patients with moderate and severe degree blood loss and those suffering long collapse during the bleeding as well.

Endoscopy is not only diagnostical but also curative method, which sometimes allows stopping the bleeding and preventing surgical operation.

There are the following endoscopic methods of hemorrhage arrest:

1. acupressure of the bleeding source with antihemorrhagic medicine, such as adrenalin, noradrenalin, 96% ethyl alcohol which cause vessel spasm leading to hemostasis. Ethyl alcohol has hydrophilic effect which leads to quick tissue edema, vessel compression and thrombus appearance in them.

2. In cases of capillary and venous bleeding hemostasis is achieved by the irrigation of the bleeding source by chlor-ethyl. 

3. the usage of special substance which covers the bleeding source with a coat

4. the usage of the laser photocoagulation method of the bleeding mucous membrane defect.

5. the usage of the endoscopical electro-coagulation.

V.P.Petrov distinguishes 4 groups of the patients where the differentiated treatment tactics are used:

1 group – includes the patients with the persistent profuse bleeding, threatening their life. Reanimation grant and urgent endoscopy followed by the operation are carried out.

2 group – includes the patients with the bleeding which has stopped, but the blood loss is moderate or severe and there are endoscopic signs of the non-stable hemostasis. Short hemostatic, infusion therapy and urgent operation are held because of the high risk of bleeding recurrent.

3 group – includes the patients with the bleeding which has been stopped or has stopped by itself. The blood loss is light or moderate and there are signs of stable hemostasis. These patients are treated to the blood replacement, measures preventing recidivation and complete examination as well. The operation is usually done 10-14 days later.

4 group – includes the patients with the non-stable hemostasis of high risk or with the persistent hemorrhage. The risk of the operation competes with the risk of bleeding continuation or bleeding recrudescence.

The treatment of the acute blood loss and its consequences:

In case of acute oligemia it is necessary to provide high enough tempo of the infusion for the replacement of circulating blood volume. For this purpose both catheterization of the central vein and infusion in 2-3 peripheral veins are used. The total volume of the infusion and transfusion must be 60-80% higher of the estimated volume of the blood loss for the replacement of the volume removed from the circulation due to depositing. In case of the blood loss for about 20% of the circulating blood volume, the lost volume should be compensated by infuse of the colloidal and crystalloidal solutions in the equal proportions. Such colloidal solutions as plasma, albuminum, polyglucin have good volemical effect.

1. The infusion should be started with polyglucin followed by crystalloids. In case of profuse blood loss (more than 30-40%) the proportion of these solutions must be 1: 2. Besides it is necessary to carry out blood transfusion which volume should not be higher that 60% of the blood loss volume.

2. Breach removal of the microcirculation is achieved with the help of the low-molecular dextrans, such as: гемодез, реаnолиглюкин, желатиноль. These preparations improve the realogical blood characteristics and have disaggregative effect.
3. Disintocsication is achieved by addition of the concentrated solutions of glucose with insulin, hemodes and diuretic medicine.
4. Usage of large dosage of the hormonal medicine is an effective method of the restoration and stabilization of the hemodynamics. Glucocorticosteroids provide the substitutive therapy in case of emaciation of the adrenal gland function due to the stress situation. Besides, hormonal drugs improve the myocardial contractility and normalize vascular tonus. 

The bleedings in case of esophageal diseases:

Varicose dilatation of esophageal veins in case of portal hypertension, peptic ulcers or disport esophageal carcinoma can be the bleeding sources in esophagus. 

The bleedings from varicose esophageal veins:

The portal hypertension syndrome is characterized by the firm (steady) increase of pressure in the portal system. The main clinical symptoms are:

1. varicose dilatation of esophageal veins and sometimes of the cardiac portion of stomach

2. hypersplenism (splenomegaly)

3. ascites 

Portal blood flow observation is the main condition of the portal hypertension development. There are intra – and extra hepatical blocks. Extrahepatical portal block is developed in case of:

· cicatrical (scarry) constriction (stenosis) or obliteration v.porta or and v.lienalis

· anomaly of v. porta development (anatomical or congenital)

· compression of v. porta from outside

· v. porta thrombosis

Hepatocirrhosis is the main cause of the intrahepatic block (occurs in 70-80% of cases). As a rule, bleeding from the varicose esophageal veins develops acutely. The first complains are: weakness, dizziness, nausea, pains in the abdomen, borborygmus.  This is a very short period followed by profuse vomiting by red blood with blood clots. Later abundant liquid tarry stool or melena appears.

The clinical symptoms of the functional hepatic failure in the cases of hepatocirrhosis are developed very quickly after the first hemorrhage. Icteritiousness of the skin and scleras, fetor hepaticus oliguria, ascites increase, encephalopathy – are the main manifestations  of the hepatic insufficiency. After stormy manifestations bleeding can stop because of general hypotonia and secondary portal pressure decrease.

If the arrest of bleeding (hemostasis) is not supported by medical hemostasis measures, the hemostasis is only temporary and bleeding replace can begin in a short time. The first bleeding becomes the last for 50% of the patients with the hemorrhage from the varicose esophageal veins.

Diagnostics:

The physician must find out the main complains and learn the history of the case (some patients, about 30%, know about their disease and had such complications in the past). The important facts are: 

1. viral hepatitis in the past

2. transient jaundice

3. abdomen size increase (frog-like abdomen)

4. dilated hypodermic veins on the anterior wall of abdomen

5. carrying out sonography we can see

· enlarged or on the contrary small nodular liver

· hypersplenism and ascitis

Laboratory tests show: 1. the increase of the total bilirubin level because of indirect bilirubin and blood amino-acids levels. 2. the decrease of the total protein level and blood prothrombin level. 

The treatment of the patients with the bleedings from the varicose esophageal veins starts with the conservative measures. In case of persistent bleeding the most effective method of the hemostasis is the introduction of the special esophageal triple-lumen probe (tube). After the introduction cardial balloon cuff and then esophageal balloon cuff for veins tamponade are consecutively inflated.

During the persistent esophageal bleeding the probe is left inside up to 48-72 hours. In every 8-12 hours the cuffs are released to prevent esophagus wall necrosis (development). Medical treatment in case of esophagus bleeding is as follows:

1. pressure decrease in the system of v. porta (pituitrinum intravenous or intramuscularly is used)

2. blood coagulation increase (vicasolum, calcium chloridum, fibrinogen, aminocapronic acid)

Surgical hemostasis is achieved by the following operations:

1. the operations oriented to decrease arterial blood flow to the cardio-esophageal zone of portal pool, such as ligation of arteria gastrica sinistra and arteria lienalis.

2. the operations oriented (referred) to the block of portal blood shunt to esophageal veins. It is achieved by veins sewing of cardiac portion of the stomach through the gastrotomical opening. However, the investigation showed that the varix spread out of the limit of the esophagus abdominal part is the evidence of the v. cover superior system involvement is this process. In this case the portal blood shunt stop out of the stomach doesn’t guarantee the esopgagus hemostasis (bleeding arrest). Transthorasic esophagus veins ligation is very traumatic and not very effective.

3. The only way to achieve the stable hemostasis is the decompressive portocaval distal splenorenal shunting. Post-operative lethality in such cases is about 40%. The main death reasons are acute blood loss and progressive hepatic insufficiency.

There is another way of active hemostasis in the cases of varicose esophageal veins, which means the usage of the sclerosing agents injections in esophageal veins or submucosal injections. About 60-70% of patients have stable hemostasis. 25% of the patients suffer from bleeding recidivation. Vast submucosal haematomas and erosions are the usual complications of this method. Peptic esophagus ulcer bleedings appear against the background of reflux-esophagitis. As a rule there is a number of ulcerative defects which accompany stomach and duodenum ulcerative disease. The treatment, as a rule, is conservative. Hemostatic therapy and antiulcer treatment (almagelum, gastrocepinum and others) are held in these cases.

Ulcerative disease of the stomach is complicated in 4-16% of cases. Profuse bleedings, as a rule, start from callous, penetrating ulcers on the lesser curvature of the stomach, where left gastric artery is located.

Ulcer disease bleeding starts suddenly and is accompanied with ground coffee vomiting and abundant fluid tarry stool. The general condition becomes worse: acute weakness, dizziness, ear noise, headache, cold sticky perspiration, tachycardia, arterial pressure decrease leading to collapse appear.

Intensification of the pain precedes the beginning of the bleeding, as a rule. When the bleeding starts, pain disappears. Carefully investigated history disease allows diagnosing correctly, before the instrumental diagnostic stage. The main diagnostic method is endoscopy. All methods of the local hemostasis are used in urgent endoscopy. In case of superficial ulcers and erosions the irrigation of bleeding source by aminocapronic acid or chlorethyl and covering the bleeding source with special sizing substance are effectively used.

In case of callous and penetrating ulcers endoscopical electrocoagulation or laser photocoagulation are used. These methods allow to stop the bleeding for some time and to give the opportunity to fulfill the preoperative preparation. Besides endovascular arterial embolization is used for the temporal profuse bleeding stop. After arrest of bleeding, the patients are operated in the period of 3 days up to 3 weeks later.

Absolute indications for operation are:

1. persistent bleeding of the patients who are in the state of hemorrhagic shock.

2. persistent bleeding (at the inefficiency of medical endoscopy and conservative measures).

3. the repeated bleeding in the surgical department, which started again after having been stopped as the result of conservative treatment.

The operations in case of persistent and profuse bleeding are connected with the high risk of the general and local complications development, that’s why as the result the patients usually hardly stand it and the result is often lethal. The main aim of the operation is the arrest of bleeding and patient’s life saving. That’s why the operation in case of profuse bleeding must be minimal in their volume and simple in the surgical techniques.

The stitching of ulcer or its excision with stem vagotomy and pyloroplasty is done to the elderly patients with severe concomitant pathology. These operations have only symptomatic character. In case of callous and chronic ulcers and severe blood loss absence the younger patients are treated to the resection (distal or procsimal) of the stomach.

Hemostasis with the help of the conservative therapy is succeeded in many cases. However, the risk of the bleeding recidivation is very high in cases of the patients of more than 60 years old, chronic and penetrating ulcers and the patients who had stomach bleedings in the past. All these patients need urgent operations in nearest 24-48 hours after bleeding arrest. These operations are characterized by the smallest risk, because surgeon has time for blood replacement and preoperative preparations measures. Pathogenetic operation can be done in such a situation.

The bleeding in case of M-W syndrome

is met in 13% of cases. It results in mucous coat line rupture in cardiac portion of the stomach and sometimes deeper layers which leads to severe bleeding.

The bleeding begins because of repeated vomiting after the alcohol abuse, overeating and lifting weights. 

The main part in the pathogenesis of this disease belongs to sudden increase of the intraventricular pressure because of disfunction of the cardiac and pyloric sphincters. The main diagnostic method is the urgent endoscopy. In modern conditions the treatment begins with the conservstive measures (infusion and transfusion therapy, hemostatic medicine injection and endoscopy treatment). In case these measures fail to help, such operations as laparotomy, gastrotomy and sewing is the mucous coat rupture by hemostatic stich are performed. The acid-peptic factor plays the main role in the pathogenesis of the ulcerative disease of the duodenum. Increase of n. vagus tonus causes hyperchlorhydria.

Profuse duodenal bleeding manifests by general blood loss symptoms, coffee ground vomiting and melena. The majority of the patients know about their disease. The pain in the abdomen after the beginning of the hemorrhage can decrease or disappear. But the tenderness (palpatory) of the abdomen wall in the right hypochondrium will be actual because of ulcerative penetration or secondary (repeated) periduodenitis. Blood loss in case of duodenal ulcerative bleedings is usually severe. It is connected with the abundant blood supply of the duodenum. The bleedings from the callous and penetrating ulcers located on the medial or back wall of the duodenum are especially выраженный.

The main diagnostic method is endoscopy. The method of the endoscopic arrest of bleeding has already been mentioned above. Persistent bleeding and non-effective conservative and endoscopic therapy are the indication for emergency operation. Urgent operations in the nearest 24-48 hours after bleeding arrest are performed in the following cases:

1. non-stable hemostasis

2. callous or penetrating ulcers

3. if the patient had bleeding in the past.

The majority of the surgeons consider that the operations that don’t traumatize the organ (for example, when the stomach is not resected but completed by the vagotomy) are pathogenetical and quite effective.

If the bleeding ulcer is located on the anterior lateral wall of the duodenum, it is necessary to excise the ulcer and perform pyloroplasty.

In case of penetrating and chronic ulcers located on the posterior and medial wall of the duodenum the stomach resection is necessary. The stitching of the ulcer and stem subdiaphragmatic vagotomy is done in the cases of severe contaminating pathology. In case of the operation complicated by profuse bleeding the stem vagotomy is performed. Proximal selective vagotomy is done to patients of younger age 2-3weeks after bleeding arrest.

V. Literature.

1. Short practice of Surgery by Charles V. Mann and 
2. Lectures.

VI. Approximate actions base.

1. Introduction (5 min.)

VII. Test questions:

1. What stomach pathology may cause the hemorrhage?

a. Ulcerative disease of the stomach.

b. Carcinima of the stomach.

c. Acute ulcer.

d. Erosive gastritis.

e. anastomatic peptic ulcer

f. Mallory-Weiss syndrome

g. Ulcerative disease of the duodenum.

2. What esophageal pathology can cause the bleeding?

a. varicose dilatation of the esophageal veins.

b. erosive esophagitis.

c. peptic esophageal ulcer.

d. diverticulums of the esophagus, complicated by diverticulitis.

e. Mallory-Weiss syndrome.

3. Choose the main general symptoms of the bleeding.

a. dizziness

b. weakness

c. noise in the ears

d. fainting

e. pain in the abdomen

f. melena

4. Choose the main local symptoms.

a. coffee-ground vomiting

b. tarry stool

c. Bergman’s symptom

d. pain faint

e. weakness

5. Name the clinical stage of the hemorrhage by Forrest.
a. persistent hemorrhage

b. repeated hemorrhage

c. non-stable hemostasis

d. stable hemostasis

e. occult bleeding

6. Choose the most important instrumental diagnostic methods for bleeding diagnostics.

a. X-ray examination

b. endoscopic examination (esophagogastroduodenoscopy)

c. ultrasound examination

d. objective examination

e. CT-scanning

7. What facts of the clinical blood examination are necessary to blood loss degree diagnostics?

a. blood protein

b. hemoglobin

c. hematocrit

d. erythrocytes number

e. thrombocytes number

f. blood sugar (glucose)

8. Name the blood loss degrees by Gorbashko:

a. light

b. moderate

c. severe

d. terminal

9. What are hemostatic medicine?

a. vicasolum

b. aminocapronic acid

c. hemodes

d. calcium chloridum

e. polyglucin

10. Surgical intervention used in case of ulceral disease complicated by gastroduodenal bleeding:
a. gastroduodenotomy

b. puloroplasty and vagotomy

c. Ulcer or bleeding vessel stitching

d. stomach resection

e. gastrectomy

