
HAEMATEMESIS AND MELAENA
Haematemesis is vomiting blood. Melaena is the passage of black, tarry
stools, usually from a lesion proximal to the right colon.

Case history

A 70-year-old man was admitted, having vomited blood this morning. His stools have
been loose and black (melaena).

On initial assessment he looked pale and was shocked, with a tachycardia of
110 bpm and a BP of 80/60 mmHg.

An IV cannula was immediately inserted, blood taken for Hb, U&Es, clotting, and
grouping and cross-matching for 4 units. He was initially given fluid replacement with a
colloid and transferred to ITU after qSOFA assessment.

Resuscitation

• IV access.
• CVP assessment.
• Fluid replacement (initially with colloid).
• Blood transfusion.
• O2 for shocked patients.

Remember

Hb ,100 g/L, urea m, postural hypotension present, pulse rate 110 bpm. This patient is
severely compromised and needs urgent treatment.

The gastroenterologists and surgical teams were informed. He was
admitted to the high-dependency unit and a CVP line was inserted.

Many hospitals have MDTs and protocols. Keep the patient nil by mouth
until the bleeding has stopped. Causes of upper gastrointestinal bleeding
are shown in Fig. 5.2.

A further history of this man revealed that he had had a high alcohol
intake of 70 units/week for many years. He had no history of long-term dys-
pepsia and didn’t take NSAIDs, including aspirin.

On examination, he had signs of chronic liver disease with spider naevi
and gynaecomastia. His liver was 4 cm palpable and he had splenomegaly.

Remember

SHOCK
• Pallor
• Cold nose
• k Systolic BP.

Common causes of a GI bleed

• Peptic ulcer.
• Gastric erosions.
• Oesophageal varices.

Management

The patient’s Hb was returned as 90 g/L and the urea was raised at
10 mmol/L. A blood transfusion was started to resuscitate him (Fig. 5.3).
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On improvement, he had an endoscopy, which showed oesophageal vari-
ces, and these were banded (Fig. 5.4). On return to the ward, he had a further
haematemesis 4 h later. Vasoconstrictor therapy was given.

Vasoconstrictor therapy
The main use of this is for emergency control of bleeding while waiting for
endoscopy and in combination with endoscopic techniques. The aim of vaso-
constrictor agents is to restrict portal inflow by splanchnic arterial constriction.
• Terlipressin. This is the only vasoconstrictor shown to reduce mortality.

Dose is 2 mg 6-hourly, reducing to 1 mg 4-hourly after 48 h if a
prolonged dosage regimen is used. It should not be given to patients
with ischaemic heart disease. The patient will complain of abdominal
colic, will defecate and have facial pallor owing to the generalised
vasoconstriction.

Reflux
oesophagitis (2–5%)

Drugs (NSAIDs)
Alcohol

Varices (10–20%)

Gastric varices

Gastric carcinoma
(uncommon)

Haemorrhagic gastropathy
and erosions (15–20%)

Gastric ulcer
50%

Duodenal ulcer

Mallory–Weiss
syndrome (5–10%)

Other uncommon causes

Gastric antral vascular ectasia
   (GAVE)
Hereditary telangiectasia
   (Osler–Weber–Rendu syndrome)
Pseudoxanthoma elasticum
Blood dyscrasias
Dieulafoy gastric vascular abnormality
Portal gastropathy
Aortic graft surgery with fistula

Figure 5.2 Causes of upper gastrointestinal bleeding.
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• Somatostatin. This drug has few side-effects. An infusion of
250�500 μg/h appears to reduce bleeding but has no effect on mortality.
It should be used if there are contraindications to terlipressin.

Bleeding varices

Urgent endoscopy
with banding or injection

Repeat endoscopic 
therapy

Bleeding

stops

Resuscitate
Prophylactic cephalosporin

Target transfusion Hb 80 g/L
Terlipressin or 
somatostatin

Early 
rebleeding

Sengstaken
tube

TIPS Assess for 
beta-blockade; if 
contraindication/
intolerance use 

banding

If not available consider 
surgery or use of injectable 
adhesive glues or thrombin

Figure 5.3 Management of gastrointestinal haemorrhage due to oesophageal
varices. TIPS, transjugular intra-hepatic portosystemic shunt.

a b

Figure 5.4 (a) Oesophageal varices; (b) with band in place. (From Feather A,
Randall D, Waterhouse M, eds. Kumar and Clark’s Clinical Medicine, 10th edn.
Edinburgh: Elsevier, 2020; Fig. 34.24, courtesy of Dr Peter Fairclough.)
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Balloon tamponade with a Sengstaken�Blakemore tube can be used if
the bleeding continues. Use the gastric balloon only initially, but if the bleed-
ing is not controlled, inflate the oesophageal balloon, remembering that con-
tinuous inflation leads to oesophageal damage. It has serious complications
and should be left in situ for only 24 h.

If these measures fail, a transjugular intra-hepatic portosystemic shunt
(TIPS) might be required; this is often used as the treatment of choice for gas-
tric varices.

Progress. Unfortunately, this patient continued to bleed, despite a
repeat endoscopy with injection of the varices. A Sengstaken�Blakemore
tube was put in place and he was therefore referred urgently to a Liver unit
for TIPS insertion.

Remember

Erosions can bleed profusely and be very difficult to control.
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