Upper Gl bleed




Introduction




A Common Clinical Problem

 1-2% of all hospital admissions
— Most common diagnosis of new ICU admissions

e 5-10% mortality

* 80% of Gl bleeds stop spontaneously
— Those with massive bleeding need urgent intervention




Introduction

Second commonest medical reason for transfusion,

accounting for 14% of all blood transfusions

Early treatment can reduce the number of units of

blood received and complications

Managed by both medical and surgical teams

Traditionally split into upper Gl and lower Gl bleeding




Introduction

e There has been a focus on upper Gl bleeds including a

large BSG audit of 6750 patients in 2007 and

subsequent quality improvement initiatives

e Conversely the review of services for lower Gl bleeds

has been lacking




Gl bleed presentation

Melaena / haematemesis
Collapse

Dizziness

Hypotension




Causes of acute upper gastrointestinal haemorrhage

Diagnosis Approx %

Gastroduodenal erosions
Oesophagitis 5-15 %
Mallory Weiss tear 15%
Varices 5-10 %

Gl cancer







Delay in recognition of bleed

Table 4.8 Delay in recognising the inpatient's
Gl bleed — reviewers’ opinion

Delay Number of
patients

No 135
Yes 35
Subtotal 170
Unknown 10
Total 180




Initial risk assessment score used

Table 4.9 Initial risk assessment score used

Risk assessment score used Number of
patients

Yes 125
NO 242
Subtotal 367
Unknown 108
Not answered 15
Total 490




Time to OGD by blood usage

Table 4.29 Time to OGD by appropriate blood usage

Better management may have
improved blood usage

Time to OGD reasonable No Yes Subtotal Not
answered

Yes 192 31 223 12
No 65 39 104 6
Subtotal 257 70 327 18
Unknown 10 1 11 i
Total 267 71 338 19
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Figure 6.1 Time to OGD




Shock Index and time to OGD

Table 6.3 Time to endoscopy vs. shock index

Time to endoscopy Shock index at Shock index at %
presentation <1 presentation >

<2 hours 4 . 9
2-4 hours 16 . 13.8
4 to 24 hours 119 53 564
=24 hours 86 23 213
Total 225 94




e Haematemesis, Melaena, Bright red rectal
bleeding

PR examination (all patients with confirmed
or suspected Gl bleed should have PR
examination performed on arrival)




Assessment
Immediately

a) ABCDE approach: consider Shock index (SI): ratio between HR
and systolic BP >0.9 - detect early haemorrhagic shock

b) Risk assessment: Use Blatchford score (use Rockall post
endoscopy)

Blatchford score - assess probability for intervention (blood

transfusion, endoscopy)-

Score O - low risk, consider early discharge
Score >0 - manage as in patient

Score >5 - high risk for intervention

Blood sampling for ABG (Hb, PH, Lactate), FBC, Clotting, U&Es,
LFTs and cross match, ECG, Drugs History - Clopidogrel,
aspirin, warfarin, NOAC




Table 1 | Glasgow-Blatchford score assessment criteria Table 2 | Rockall score assessment criteria

Risk factors at presentation Threshold Score [| Yariables

Blood urea nitrogen (mmaol/1) 6.5-7.9 T i
8.0-9.9
10,0-24.9
~25.0

Hemoglobin for men (g/1) 120-13230
100119
=100

Hemoglobin for women (/1) 100—-120
<100

Hemodynamic shock

Heart rate =100 bpm

Systolic blood pressure <100mmHg
Coexisting linesses

Heart fallure, ischemic heart disease

Renal failure, hepatic failure, metastatic cancer
Endoscoplc signs (diagnostic)

Mo lesion obsernsed, or Mallory—Welss tear
Peptic ulcer, erosive disease, esophagitis
Cancer of the upper gastrointestinal tract
Endoscopic signs (hemorrhagic)

CleanHbase ulcer or flat, pigmented spot
Visible blood, active bleeding, visible vessel,

Systolic blood pressure (mmHg)
G099
<80

Heart rate (bpm) =100
Melena Present
Syncope Present
Hepatic disease Present
Cardiac failure Presant

adherent clot
Total scone (0—-23). Patlents with soores =0 aro considerad to e ot high = R IRt i e AT R T T

rsk. Parmission obialned mem Elsadar Lid © Blateirond, O, et ai. Lanoot fisk =2, moderate risk 35, high rsk =6. Parmission obtained rom BM)
A58, 13181321 (2000}, Publisning Group Lid © Rockail, T. A. of al. Gul 38, 315321 (1DoGT).
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Resuscitation
to start within 30 minutes

Two large venflon - 02, fluid resuscitation - saline colloid/ Blood transfusion - (consider
activating massive haemorrhage protocol early if ongoing shock or massive
haemorrhage)

a)Aim - systolic BP >100 (90-100 systolic in variceal bleed), satisfactory urine output, Use fluid boluses,
reassess after each bolus

c)Monitoring every 15 minutes for the first hour

e)If suspected peptic ulcer bleed give bolus IV PPI (not in NICE guidance, but emerging evidence), variceal
bleed, give terlipressin 2mg (antibiotics in suspected variceal bleed)

g)Offer FFP for patients who are actively bleeding with PT and/or aPTT more than 1.5 normal, offer
cryoprecipitate to patients with persistent fibrinogen level of less than 1.5g/l despite initial resuscitation




7/50-1500
15-30

Normal
Raised

100-120

Normal

Anxious /
aggressive







Flow Rates through Cannulae (ml/min)

Colour Gauge | Flow rate (ml/min)

Pink 20 40
Green 18 75

Grey 16 150
Orange 14













Appropriate blood product use

Table 4.27 Appropriate blood product use -
reviewers’ opinion

Appropriate blood product use Number of

patients
Yes 342
No 84
Subtotal 426
Unknown 59

Total 485




Appropriate blood product use

Table 4.28 Improved management may have reduced

the use of blood products — reviewers’ opinion

Improved management may Number of
have reduced the use of blood patients
products

YEs 113
No 344
Subtotal 457
Unknown 28
Total 485

%




e 2011 Red cell use In Medical Patients

— 9216 cases In 181 hospitals/trusts
— Medical use (only 1:3 haem audited)

— 53% of transfusions fell outside of algorithm
based on national appropriate use guidance

— 1592 potentially avoidable transfusions audited
In more depth

» 43% ?reversible, 32% above guideline trigger, 18%
over transfused




Acute upper Gl bleeding accounts for 13% of
all blood use

38% In West Midlands transfused rbc

6750 cases analysed

13% of rbc transfusions deemed inappropriate
— Hb>100g/l and stable

42% of platelets given were inappropriate

27% of FFP was given inappropriately
* 57% with INR>1.5 not given FFP




Transfusion Strategies for Acute Upper
Gastrointestinal Bleeding

NEJM, January 8, 2013
Liberal (Hb 90) v Restrictive (Hb 70)

Improved survival in restrictive group 95% v 91%
* Less re-bleeds
e Less adverse events
e Lower portal-pressure gradient

THOUGH -higher mortality in restrictive group with

« PUD
e Childs-Pugh A or B




Risk of death 3.1 per 1 000 000 components transfused
Risk of major morbidity 46.5 per 1 000 000




e All patient with a Gl bleed and haemodynamic
instability should have 24/7 access to an

e Endoscopy within 24 hours (ideally within 6-12
hours within working hours, if space and skilled
endoscopist available - this potentially prevent
further bleed and possibly blood transfusion).

e Patient with BRRB with shock index >1 - urgent
OGD -




Who Is at risk- assessment

|n patient Vs acute admissions

| ncreasing age

Co-morbidity — IHD, Renal/Liver/cancer
Shock — BP < 100, HR > 100 (drugs)
Drop in HB, Urea level

Antl-PL, NSAIDs, warfarin

Endoscopic findings- spurter, vessel




Endoscopy 24/7

Table 2.12 Endoscopy on-call rota 24/7 (hospitals to
which patients with a Gl bleed are admitted)

Endoscopy on-call rota 24/7 Number of %
hospitals

Yes 125 90.6
No 13 94
Total 138

Table 2.13 Endoscopy service 24/7 (hospitals to
which patients with a Gl bleed are admitted)

Endoscopy service 24/7 Number of %
hospitals

Yes 125 P67 6
No 60
Subtotal 185

Not answered

Total




Resuscitation — IV access- grey VFX2
What Fluid- D/W, N/S, Colloid, Blood?

What to Monitor (BP >100)
Proton pump inhibitors?
When to endoscope
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Figure 6.1 Time to OGD




Findings at OGD

Table 6.14 Findings at OGD

Findings at OGD Number of
patients

Non-variceal bleeding 213
Variceal bleeding 38

Upper Gl bleeding but cause 25
obscured by blood

No upper Gl bleed found
Subtotal

Not answered

Total




Length of stay
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Figure 7.1 Length of stay - acute admission with Gl bleeding




Mortality

Table 7.7 Mortality

Total Mortality
number of %o
patients

All patients 29,796
=4 units 4,563
No blood 20,631

Table 7.8 Mortality by degree of sickness using shock index as a marker

Shock index Alive  Deceased Mortality
%

=0.7 172 38 18.1

>0.7 =1 170 55 24.4
>1.0=1.3 73 28 27.7
=13 36 15 29.4
Insufficient data 25 6 19.4
Total




What isthe management of high-risk lesions?
Actively bleeding

Non bleeding visible vessel

Adherant clot

Inj ection therapy

thermal therapy

mechanical therapy




Endoscopic Risk
Stratification

Endoscopic Finding Rebleed Mortality
Active Bleeding 55% 11%

Visible Vessel 43% 11%
Adherent Clot 22% 7%

Flat Spot 10% 3%
Clean Ulcer Base 5% 2%

[.aine & Peterson NEJM 1994:331:717










Figure 3. ESGE algorithm for the endoscopic management of patients with NVUGIH
secondary to peptic ulcer stratified by endoscopic stigmata

Performance of UGI Endoscopy®

o =
FHh Hisk Stgmata | T e Stigmata
Fla {active spurting) v Flat pigmented spot (FIIc)
FIb (active oozing) : s
; Adherent Clot (FIIb) Clean base (FIII)

F1la (non-bleeding visible vessel)

| \ |

Perform endoscopic hemostasis Consider performing clot removal followed by No endoscopic hemostasis required
endoscopic hemostasis of high risk stigmata In select clinical settings these
l OR medical management with high dose IV PP1 patients may have expedited

For Fla and Flb stigmata

|

S : . For Flla stigmata
Ffomlmqaﬂon g.:ndt.nsFop_lc tciupy using Contact thermal®*, mechanical, or injection of
Giksccpuisene Sujcolon Pl ok a sclerosant can be used alone as_afonotherapy Oral PPI

hemostasis modality (contact thermal**,

inephri Test for H. pvlori, treat if positive
mechanical, or second injectable agent) b Py P

or in combination with di
injecti Document H. pylori eradication

injec

Y

If endoscopic hemostasis performed:
High dose [V PPI given as bolus + continuous infusion or as Dilute epinephrine injection circumferential to base of clot
intermittent IV bolus dosing (minimum twice daily) for 72 hours / followed by cold polyp snare guillotine removal of clot
Test for H. pylori, treat if positive If underlying high risk stigmata identified after clot removal, apply endoscopic
Document H. pylori eradication hemostasis as described for Fla, FIb, Flla stigmata

\

If clinical evidence of ulcer rebleeding, repeat upper endoscopy with endoscopic hemostasis where indicated
If hemostasis not achieved or recurrent rebleeding following second attempt at endoscopic hemostasis, consider endoscopic salvage
therapy with topical hemostatic spray / over-the-scope clip or refer for TAE or surgery

£

*Use of a large channel or double channel therapeutic UGI endoscope is recommended;**Large size 10Fr probe recommended; UGIH, upper gastrointestinal hemorrhage:
PP, proton pump inhibitor; F, Forrest; ASA, acetylsalicylic acid; DAPT, dual anti-platelet therapy; TAE, transcatheter angiographic embelization










Thermal treatment

Heater probe — MP

*Gold probe BP ( depth is sallow and more
predictable)

*Coupled with injection therapy

«Coaptive coagulation- firm pressure

Until area black and cavitated (severl pulses)
*HP used to low power 15-30J ( lower in Duo




Injection therapy

Adrenaline 1:10,000 mono therapy ?
Along with thermal, clips or thrombin

RCT->13ml adrenaline- avoid injecting the
vessel, 4 guadrant around then into it. (direct
Injection into vesseltHR, BP

>40ml can lead to /Pain/perforation?

Sclerosant effectivet complication

» Lin et al GIE 2002
» Rollhauser et al Clin Gast 2001




A Circum:
ferentizl
injections

Saline Injected,
blood vessels
campressed,
hemorrhage halted




Adherent clot I1b



















Simplify your choice for fast,

effective hemostasis.







« Hemospray usefor the management of acute
bleeding from upper gastrointestinal cancer:
The Russells Hall Experience




Acute UGIH in a patient using anti-platelet agent(s) (APA)

Gralnek et al. ESGE NV UGIH Clinical Guideline 'll

|
¥

Figure 2. ESGE algorithm for the management of
patients with acute UGIH using anti-platelet agent(s)

-

UGI endoscopy demonstrates a non-variceal source of bleeding, (e.g. peptic ulcer bleed)

.

/

High-risk endoscopic stigmata identified
(Fla, FIb, Fila, F1Ih)

APA uvsed for primary prophylaxis

Hold low-dose ASA
Re-evaluate risks and benefits of ongoing low-dose ASA use
Resume low-dose ASA after ulcer healing or earlier if clinically indicated

Ny

Low-risk endoscopic stigmata identified
(Flle, FIIT)

l

APA used for primary prophylaxis

Hold low-dose ASA
Re-evaluate risks and benefits of ongoing low-dose ASA use
Resume low-dose ASA at hospital discharge if clinically indicated

|
|
%

APA used for secondary prophylaxis (known cardiovascular disease)
1. Patients on low-dose ASA alone
Resume low-dose ASA by Day 3 following index endoscopy

Second-lock endoscopy at the discretion of the endoscopist may be considered

()

Patients on dual anti-platelet therapy (DAPT)
Continue low-dose ASA without interruption

Early cardiology consultation for recommendation on resumption / continuation of second APA
Second-look endoscopy at the discretion of the endoscopist may be considered

APA uvsed for secondary prophylaxis ( known cardiovascular disease)
1. Patients on low-dose ASA alone
Continue low-dose ASA without interruption

[

Patients on dual anti-platelet therapy (DAPT)
Continue DAPT without interruption

For patients using a non-ASA APA as monotherapy (e.g., thienopyridine alone), may substitute low-dose ASA for
interval period in those patients without any contraindication or allergy to ASA, Early cardiology consultation

should be obtained for further APA recommendations

58

ASA, acetylsalicylic acid: APA, anti-platelet agent, DAPT, dual anti-platelet agent




The risk of gastrointestinal bleeding with novel oral anticoagulants in a large cohort of
patients at a district general hospital

The Dudley Group INHS |

NHS Foundation Trust

Aditi Kumar?, Benjamin R Disney?, Rupert Hipkins?, Sarah Hughes?, Steven Jenkins?, & Sauid Ishag?*

1Department of Gastroenterology, Dudley Group NHS Foundation Trust, Russells Hall Hospital, Dudley UK
2Department of Haematology, Dudley Group NHS Foundation Trust, Russells Hall Hospital, Dudley UK

BACKGROUND:

. Rivaroxaban, apixaban and dabigatran compile the novel oral
anticoagulants (NOAC).
NOACs are used as first line treatment for atrial fibrillation (AF),
pulmonary embolism (PE) at Russells Hall Hospital (RHH) since 2012
and deep venous thrombosis (DVT) since 2013
Trial data regarding risk of gastrointestinal (GI) bleeding is
conflicting
In the ROCKET-AF study, the rate of Gl bleeding was significantly
higher in the group randomised to receive rivaroxaban (3.2%) versus
warfarin (2.2%), p < 0.0001)
EINSTEIN-DVT and EINSTEIN-PE studies showed similar bleeding
rates for rivaroxaban and warfarin although Gl bleeding was not
specifically addressed
A meta-analysis of NOACs found an increased risk of Gl bleeding
with NOAC as opposed to warfarin (2.3% vs 1.3%, p = 0.036)

The Dudley Group INHS |

NHS Foundation Trust

Mean age
(rs)

Gender

NOAC
therapy

RESULTS
Non-bleeders(n- 2487)  Bleeders (n=61)

74 +/-15 P <0.001

Females 1175 (47.2%)
Males 1312 (52.8%)

Females 41 (67.2%)
Males 20 (32.8%)

Rivaroxaban 2332
(93.8%)

Apixaban 77 (3.1%)
Dabigatran 77 (3.1%)

Rivaroxaban 54 (88.5%)
Apixaban 4 (6.6%)
Dabigatran 3 (4.9%)

. Althouah trials have shown ir risk of Gl bleeding with

METHODS:

. A retrospective review was performed of all patients at RHH who
received NOACs
These patients were identified from the anticoagulation database and
cross referenced with the Gl endoscopy database and patient notes.

STRENGTHS
« Largest cohort worldwide
« Single center experience

LIMITATIONS:
+ Due to the small sample size of patients on apixaban and dabigatran, difficult to
compare with the trial data as well as between the NOACs
« Severity ((ij upper Gl bleed using the Rockall score or Blatchford score was not
rme

« A multivariate analysis needs to be performed with patients on warfarin over the same
time period at RHH to ensure there are no confounding variables.
« Alcohol, concomitant medications, symptoms, comorbidities

CONCLUSIONS
« Prevalence of bleed more common >75 yrs of age
« Whilst there appeared to be a higher incidence of Gl bleeding as compared to that
observed in RCTs thus far,
« There were no deaths directly as a result of the Gl bleed
« Only 11.5% required endoscopic intervention
« The use of blood products was relatively low at 34.4%

« Further studies need to be performed to provide a more accurate analysis for apixaban
and dabigatran

*2.45% bleeds in total at time of study. Since thieoreased to 2.57%

Normal (6)
Peptic ulcer

Gastritis (6)

Oesophagitis (5)

*30/61 (49.2%)
16/30 (53%) required blood transfusion

Diverticular disease (16)
disease (6) Haemorrhoids (12)
Polyps (colonic/rectal) (7)
Normal (5)

*31/61 (51.8%)
5/31 (16%) required blood transfusion

REEERENCES

1 Patel MR et . Ruaroxaban versus warfarin in nomvalwiar atral fibrilation. N Eng JMed. 2011, 365(10) 883-91.

2. Buler HR et al. Oral rvaroxaban for the treatment of symptomatic puimorary emboism. N Eng J Med. 2012. 366(14): 128797
3. Bauersachs R etal Oral ivaroxatan for symptomatic venous thromboembolism. N Eng J Med. 2010. 363(26): 2499-510
atria fibitation: t

4, danno et . Novel Int J Cardiol.
2013, 167(4) 1237-41

“UGIB is defined as

malaena andior

**LGIBIs defined as patients who presented it blesﬂmg

Graph 1: Endoscopic findings of all patients on NOACs

20%
10%
0%

+ 26.29% patients with

Percentage
INR > 1.5
INR>2
Hb < 10

Hb<7

« pRBCs required in 34.4%

« Median units needed: 4 IQR 2, range 1-8

« There was no correlation between INR and
blood transfusion requirement

ALL PATIENTS ON NOACs:

* The most common type of bleed presentation was PH
bleeding (48%) followed by melaena (37%),haemate
(10.9%) and coffee ground vomit (1.6%)

* The median time in days from when patients were sta
on NOAC therapy to the date of their endoscopy was
204 days (6.7 months) with a range of 2 days to 19.7
months

‘\b'.. é..' Q'.. O..' 0..'®..

findings bleeding

+ 11.5% patients had active bleeding at time of ecujng all treated successfully

Dabigatran vs Apixaban NS (p=0.71)

Apixaban vs Rivaroxaban
NS (p = 0.43)
Dabigatran vs Rivaroxaban

(5% vs 2%, p=0.11)

*Fisher's test

Graph 2: Age range of all patients that had a
bleeding episode whilst on NOAC. Median age was

€

MORTALITY

30 day mortality rate was 10.9% (n=11)
No deaths due to severe GI haemorrhage

Causes of death:
Cancer
Sepsis
Unknown
Pneumonia




When to suspect Variceal bleed

e Melaena / haematemesis
Jaundice
Ascites

Splenomegaly

Spider naevi
Alcohol misuse
TINR,Bil ,.+PL
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Table 2 Scoring systems for quantifying the severity of cirrhosis
Severity of liver disease can be described using the Child—Pugh
score or MELD score.

The Child—Pugh score is the sum of severity scores for Child class,
variceal size and red wale markings the variables shown below.

Category 1 2 3

Encephalopathy 0 I/l /v
Ascites Absent Mild-moderate Severe
Bilirubin (umol/L) <34 34-51 >51
Albumin (g/L) =35 28-35 <28
INR =13 1.3-1.5 >1.5

Child—Pugh class A represents a score of <6, class B a score of 7-9, and class C, >10.
The MELD score is a formula that includes three laboratory-based variables reflecting
the severity of liver disease. It was originally used to predict the short-term mortality
after placement of a transjugular intrahepatic portosystemic stent-shunt for variceal
bleeding. Subsequently, it has been used in selecting candidates for liver
transplantation.

MELD score: please use the online calculator https:/www.esot.org/Elita/meldCalculator.
aspx.

INR, international normalised ratio.




Guidelines

Figure 3 Algorithm for the Acute variceal bleeding
management of acute variceal in a cirrhotic patient
bleeding. TIPSS, transjugular
intrahepatic portosystemic stent shunt. l

RESUSCITATION
Consider Intubation
High flow 02
Intravenous access
Blood Transfusion
Antibiotics
Terlipressin/somatostatin

¥

l Gastroscopy as soon as possible but within 24 hours ‘

[Oesophageal Variceal Bleeding | Gastric Variceal Bleeding” [

ariceal Band Ligation Cyanoacrylate injection

or thrombin.""

l

Secondary prophylaxis
after day 5 with
1 l cyanoacrylate injection.
v Consider NSBB or
thrombin. TIPSS is an
option if large/multiple
varices.

Control of bleeding | | Failure to control bleeding

Secondary Childs B wilh e
prophylaxis active bleeding Resuscitation +/-
after day 5 with or Childs C {10- balloan tamponade
VBL+NSBB or 13 points) and

NSBB/VBL within 72h of
alone (see text) index bleed**

Covered TIPSS if
patent portal vein*

Rebleeding Rebleeding

** - depending or local resources or consider referral to specialist centre.
* - consider shunt surgery in wefl compensated patients ar i TIPSS nat feasible.

In segmental partal hypartansion consider splenectomy ar splenic artery embalization
" - GOV-2 and IGVW. GOV-1 to be treated a5 cesophageal varices.
- TIP55 can be conssdered depanding on local resowrces and clinical judgement,
VBL - variceal bard ligation. NSBE - non selective beta-blackers,
GOV-1 - gastro-oesophageal varices Type 1. GOV-2 - gastro-cesophageal varices type 2.
16V — Balated gastric varices,




Variceal bleed- how resuscitation Is different

Do not over-transfuse- rebleeding risk
No Saline if ascites
Dextrose/colloid, packed cell, PCC (Octaplex 1n)/k

— (Liver failure/thrombombotic tendencies —avoid)
BP > 90 mmHg, Hb > 8gm/d|

Terlipressin 1-2mg QDS- for 5 days

I\VV antibiotics- Tazocin

Early endoscopy/Sengstaken tube)




» Endoscopic * Rescue Measures

Injection sclerotherapy Tamponade
Band ligation TIPSS

Surgery
* Pharmacological

Vasopressin analogues

Somatostatin
Somatostatin analogues




Oesophageal Variceal
Bleeding - Antibiotics

Bernard et at 1995
64 cirrhotics with bleeding

42 infections in 23
patients (36%)

In infected patients

- Higher mean Child-Pugh
score

- High mean transfusion
requirement

- More frequent rebleeding
(43 v 10%)

- Higher 30 day mortality
(48 v 15%)
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Acute GI Bleed Protocol

Caloulate their Ro-chkail

Likely Variceal

i High Risk MNom Variceal 1 W Mon-_Variceal
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| | | - i
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Volplex, M:ﬂnﬂd sVt W, FFP | Salirne, Wolplex, Red Blood [ Monitor BP, pulse, O,
Cells (HBT) or Dctaplex Cedis [check HEB) | sats at least owrly

Awnmind oreerfilfing

. needed te ::_ | ———— e ——
T — : = b= = - T e l':- = -
" Y | elotting? | | Next OGD available list |
Terfipressin 2mg bolus | i iw PPl rvob ireodi oot . : - =
then 1mg DS for 72 hrs LA el e -
e cndosc Conside | \
Meforal Ciprofioxcacin . . b ! B ot R—
N hornme o -l
N, ' y post OGD L'_'-i‘ (=
—_— = -l ':"h__ -
- Monmitor BF, pulse, (0, sats & mrine oufput = 4 .
| at least hourly imtially |

Lrgent SpE review SpR to diw oon—call endoscopist or Sorgeon. B '."3:
il copsultant will vist EAT at fam weeltemads_ ==""lfu

sndoscopist urgenthy)

Stop diuretics, NSAIDs, antiplatelets, anticosgulants (except if used for mech. valve or PEs- contavt )
Eradicate H Pylorn if DU or GU [& arrange Urease breath test). PPIin other cases. ﬂ
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