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SURGEONS OF ENGLAND

At least one in two thousand of the adult population ln
the UK is admitted to hogpital each year "th =2 acute

. , The overall mor-
upper gastrointestinal haemorrhage. N

\ . i has been
tality £rom upper gastrointesting] Pleeding “=° ~- -
reported == about 10% in many Studies, but in recen

series a fall to about 4% [1,2] and even lolwer figurﬁs
have been reported B3I In view of this evidence, the
I the
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British gociety of Gastroenterology 2nd the Auc,ht,t dl
?f the Royal College ©f Surgeons of England 'Vite
! . the and to pre-
Working group *° consider problem
e ; th i
pare quidelines for good practice. As e prgparatlon
°f quidelines alome does mot necessarily influence
, h . also constructed =
practice [4], the working group which it
series of audit measures, presented here, by b
can be seen whether the recommendations have been
followed. o
Clinical guidelines aim to help doctors by prdov1d:gng
. : ; i r
an gnalytical framework within which audit an eview
of clinical practice can tak.e p]_ace They
ed to yeplace = doctor's clinical judgement
necessarily the only way * which = particular views
tion can be managed but reflect the consensus
, .
?f clinicians who attended the WOIkShOp and their
. . - Th ideli
interpretation Of the literature. These guidelines "
to patients admitted to hospital with a preshumptlve
: : . : aemor-
diagnosis ©f acute upper gastrointestinal

rhage, e~ who bleed acutely from the upper gu o
: t of some other condition.

are not intend-
and are not
condi-

relate

t while

in hospital for treatmen
Patients with relatively minor bleeding managed 3¢
home, or those who die at home from a severe Dleed,

are not considered here.

Background data

District hospitals admit each year 50-80 cases Of ypper

. . : f th _
gastrointestinal (GI) bleeding per 100,000 oF F1€ pop
ulation [2,5]; more than two-thirds of the patients 2*¢

See the end of this article for Members of the Joint

Working Group
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aged °ver 60, = frequency in this age group 2° least
twice that gmong younger members of the population.
Mortality from such bleeding rises with j4¢ but the
death rate has remained constant or decreased despite
an increasing proportion ©f ©1der patients treated [e].
Prognostic factors can be defined which are associated
with a higher than average risk of death from the
bleed [7-11]. Improved management ©F patients in
this high risk group will have the greatest effect in
reducing the overall mortality.

About half the bleeds in this country are due to pep-
tic ulcer and about one-third of these patients have
been taking nonsteroidal anti-inflammatory drugs,
though the increased incidence of bleeding in older
age groups Cannot be entirely attributed to this factor
[12]. Although oesophageal Varices are the source of
only 2-4% of bleeds (a proportion which may
increase, judging by trends in other countries), such =
patient stands a one in three chance of dying =s =
result of the bleed.

Standards of practice

The following guidelines, applicable t 3! hospitals
which accept emergency admissions, aim to proyide =
minimum standard against which existing practice and

outcome may Pe judged.

staff, facilities, planning and records

Staff

Patients with acute ypper gastrointestinal bleeding
should be the regponsibility ©f = consultant physician
or gurgeon who collaborates from the outset with a
consultant in the other discipline whenever a patient
has a bleed which threatens life.

Medical and gurgical staffing 2t junior levels should
be adequate allow 24-hour observation and care.

Experienced nursing staff should be available for
the care Of geverely !l patients 2t = staff/patient ratio

appropriate ®° = high dependency unit-
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Admission yryangements

Patients with acute ypper gastrointestinal bleeding
should be admitted (or transferred) to a safe environ-

ment. In many hospitals this will be an acute general
medical ward where the staff has experience of the
problem. Severely il patients are Dbest admitted to a
high dependency unit, defined as an area for patients
who require moxe intensive observation gnd/or nurs-
ing than would be expected ©= = general ward. Criti-
cally ! patients, particularly those with yery rapid
bleeding, those with severe coincidental cardiorespira-
tory, hepatic or renal disease, and those with bleeding
oesophageal varices, may require admission to an
intensive care unit if they need invasive monitoring,
mechanical ventilation or other treatment for organ
failure.

Some hogpitals admit all patjents with ypper GI
bleeding te beds designated for treatment of gastro-
enterological disorders; such units are often jointly
managed by medical and surgical staff with an interest
in the specialty. A patient who needs surgical treat-
ment is often best treated in the same ward before and
after operation t° preserve continuity and facilitate
joint surgical and medical management .

Blood transfusion

A hospital which jecepts patients with acute ypper GT
haemorrhage should provide a 24-hour blood trans-
fusion gervice, preferably one which is papy of the
National Quality Control Scheme. The laboratory
should keep = supply of Group O Rh- blood for emexr-

gency use-

Endoscopy

Facilities should be available for ypper gastrointestinal
endoscopy within 24 hours of admission. A rota should
be maintained of endoscopists trained both in diagno-

sis and therapeutic measures to check bleeding. I* may
be pogsible in seme circumstances for endoscopists i
different but peighbouring hospitals to covex for one
another, am arrangement Which also permitg inter-
change ©°f experience. The procedure should be per.

formed in a fylly equipped endoscopy unit staffed py
nurses trained in the care of ill patients during

endOSCOpy and in the maintenance and use of the
instruments and accessories [13]. The staff should be
aware Of the partjcular danger °f pulmonary aspira-
tion in these patients and trained to deal with unex-
pected vomiting. Facilities should be available for car-

diorespiratory monitoring during @nd after endoscopy
[14]. It is important to resuscitate adequately and in
particular te correct hypovolaemia Pefore endoscopy.
Sedation may be hazardous in these ill patients [14].
In = patient whose consciousness is already impaired

owing, for example, t° hepatic encephalopathy, endo-
tracheal intubation may Pe necessary t° protect the

airway. Occasionally patients may meed endoscopy °ut
of normal working hours or in the operating theatre

(or anaesthetic yoom) ; for such contin-

i arrangements
gencies should be prepared.

Planning

Medical, surgical @nd nursing staff should together
draw yp an ggreed protocol for the management ©F
patients With upper gastrointestinal haemorrhage.

Once prepared, copies ©f this protocol should be
given to all medical and senior nursing staff who care

for such patients, the admission department, all medi-
cal (including geriatric) 2nd gurgical wards, depart-
ments such as the laboratory and pharmacy, and the
hospital management team-

Records

The gystem ©f hospital coding used should jdentify
patients With acute ypper gastrointestinal haemor-
rhage, whatever the cause, in all departments of the

hospital. The code for hleeding peptic ulcer has been
defined separately only in the 9th revision of the Inter-

national Classification of Disease. The advent of ICD10
and the development of Read codes should make cod-

ing moxe gpecific. Endoscopy and theatre records,
both of which are often computerised, may be used to

'flag' patients With bleeding. The protocol £ manage-
ment of bleeding should lay down the form of clinical

record to be maintained.

Management

(See also flow charts)

The management of acute gastrointestinal haemor-
rhage is summarised in the jocompanying flow charts
(pp283 and 284). In addition, the admitting physician
or gurgeon com consider the fo]lowing points.

Has a bleed occurred?

An ypper gastrointestinal Pleed is diagnosed if vomit
has contained red blood (or coffee-ground-like materi-

al observed by a doctor or nurse)

and/or

The stools have been black or red-black (confirmed by
observation or rectal examination)

If none of these features is present, acute ypper GI

bleeding i unlikely. (Red rectal bleeding in the

absence of hypotension i likely to Pe ariging from the
lower GI tract.)
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If there has been no bleed

The patient may return home immedj_ately or after a
brief admission to a general ward.

An elective endoscopy and a check measurement of

haemoglobin (Hb) may Pe useful.

If there has been an ypper gastrointestinal P1eed

(a) Is it of mild or moderate geverity?

Ifpatient % aged <60 years, 2nd has prev1oulsly
been fit, with no evidence of hypovolaemia,

Hb>10G:
Admit to general medical ward

- Allow fluids py mouth on first day and
food thereafter. Nil by mouth for 6 hours
before endoscopy
Observe for continued bleeding °* ==~
bleeding 2= below
Arrange endoscopy

i ithi if
Discharge £rom hospital within 5 days *
there is no evidence of continued or
and there is no other

on next routine list

recurrent bleeding
contraindication [9].

(b) Is it ]ife-threatening?

If patient i aged >60 years, = hypovolaemic
(systolic P1o0d pressure <100mm Hg, ©= the
diastolic blood preggure f2lls o= sitting ©*
Standing), or Hb<lOG, or there is severe dis-
case (eg liver, cardiovascular, respiratory °*
renal), regard the bleed as dangerous and
take the following action:

Restore blood volume; consider using
central venous pressure (CVP) as a 9Uide

Admit to high dependency ¥&¥d

Inform consultant physician and consul-

tant syrgeon
- Observe for continued bleeding == *e-

bleeding (ask nurses te report °Verc

bleeding, fall of gystolic P1o0d pressure
oxr rise in pulse rate o fall in CVP)

- Allow only sips of water until endOSCOpy,
preferably done within 12 hours of
bleed

If liver disease is present, avoid sedation;
clear bowel with magnesium sulphate
mixture 10 ml three times a day °¥ lactu-
lose 20 ml three times a day ©o*r ==

enema; 20G protein per day diet.
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what is pleeding?

Endoscopy
Endoscopic haemostatic
therapy
Oesophageal Other
varices
Very severe
continuous
bleeding
Surgery Persistent Drug
or A
recurrent follow_up
bleeding
>60 yrs
or high risk
factor
Surgery
Surgery

What laboratory tests should be requested after = bleed?
Hb, blood urea

Liver function tests, coagulation screen,
HBsAg in liver disease

Blood group and save serum (some laborato-
ries like to cross-match) if Hb normal or if
bleed is considered mild or moderate, as
defined above

Cross-match blood if Hb<10G, or with a life-
threatening bleed, as defined above.

How should blood be replaced?

> If there is gypine o= postural hypotension and/or
cutaneous vasoconstriction and tachycardia, = large

bore intravenous cannula should be inserted to allow
rapid fluid replacement. Whole blood should be given
as seon as available, preceded if pecessary by = plasma
expander. A central line should be used as a guide to

blood volume if there is severe haemorrhage especial—
!
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Acute bleed?

Check Hb

Discharge
Brief admission

Life-threatening?

Age >60
or
Shock
or
Age <60
Hb<10G No shock
or Hb=>10G
Complicating Previously fit
disease
Resuscitate
High dependency ward rippH General ward
Inform consultants Duty physician
Re-bleed

Surgical consultation

Observe for bleeding
Observe for bleeding

No
re-bleed

Early discharge

ly if there is complicating cardiorespiratory disease; it
giVGS an ear]_y indication of a recurrent bleed, or fluid
overload [15], Packed red cells magy be needed if there
is anaemia but a normal or increased blood volume.

What is the source Of bleeding?

? The ]jkely source of bleeding may P& suspected =
clinical grounds, particularly if there is a history of
peptic ulcer or evidence of liver disease. Upper GI

endoscopy, performed within 24 hours of hleeding,
can identify the site of bleeding in most cases. Patients

with glight bleeding WhO are haemodynamically stable
may be endoscoped within 48 hours on the next rou-

tine list, if necessary == outpatients, though this
reduces the likelihood of making = diagnosis. If bleed-
ing is severe, and especially if continued, then early
endoscopy indicated and the endoscopist should
take an active papt in clinical care. The endoscopist is
responsible for assessing the possible hazards of the

procedure for each patient and geeing that precau-
tions are taken to avoid them as far as possible (see

above) .
* Diagnostic endoscopy Without a therapeutic proce-
dure does not affect mortality [16,17], though in most

cases it is possible to define the source Of bleeding.
Detection of active bleeding or of a visible vessel with-

out bleeding gives information about the likelihood of
continued or recurrent bleeding_ A Spurting arterial
bleeding point indicates pgjor continued pleeding. &
visible vessel, defined as a red or blue spot elevated
from the base of an ulcer, or a protruding clot in the
base of an ylcer, are both associated with about double
the usual risk of pe_pleeding [10]. The combination of
a visible vessel and hypotensive shock is associated with
an 80% chance of ype_pleeding [11]. Qozing of blood
from the floor of an ulcer crater, or a red or black spot
level with the floor of an ulcer are signs of recent
haemorrhage but do not indicate an above average
risk of re-bleeding. In the absence of any sign of recent
bleeding from == ulcer, re-bleeding is mest unlikely
[10,11].

» The main reason for determining the site and activi-
ty ©f bleeding is te assess guitability £°F endoscopic
treatment of a visible vessel in an ulcer or vascular mal-
formation, or of a ryptured varix complicating portal
hypertension. Information about the site of bleeding
may 2180 assist the gyrgeon if operation i required.

What medical or endoscopic measures should be taken
to stop bleeding or reduce the risk of early recurrent

bleeding?

» If a bleeding peptic ulcer is found on endoscopy,
there is no ynequivocal evidence that immediate drug
therapy reduces mortality. Although meta-analysis has
suggested that antifibrinolytic therapy and gastric anti-
secretory drugs could reduce portality [18,19], large
scale clinical trials have failed to confirm the value of
antisecretory drugs [20,21], and antifibrinolysis
requires similar study before it can be generally
accepted.

? If an ulcer with a visible vessel in its base is found,
two general methods of endoscopic haemostasis are
available?thermal coagulation and direct ipjection ©F
a vasoconstrictor and/or sclerosant. Since the mortali-
ty from bleeding peptic ulcer is low, only a few studies
have shown a significant reduction in death rate [22].
However, a meta-analysis of 25 randomised controlled
trials yging different methods has guggested = signifi-
cant reduction of about one-third in the death rate
[23]. Several controlled trials have shown improve-
ment as compared with a control group for such end-

points == frequency °f re-bleeding or need for yrgent

surgery, transfusion requirement and number of days
in hospital [24]. Trials are difficult to conduct and
patients need to be stratified aCCOrding to the nature
and aetivity of the pleeding point. What the optimum
method of treatment should be is not yet clear and
may Dot be critical. Controlled trials are in progress of
injection therapy with adrenaline, with or without a
sclerosant, and of thermal treatment with or without
injection therapy [25]. Repeat treatment gy some-
times be indicated. It seems likely that endoscopic

treatment of phleeding peptic ulcer, using generally
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available techniques, will emerge 2° of proven benefit.

All studies show that the success of each technique
depends on the skill and experience ©f the endo-
scopist who should use a method with which he oxr she
1s familiar.

If bleeding oesophageal Varices aze seen, I |
sclerotherapy [26] into the lumen of the vein [27] is

the preferred option [28]. Temporary Paltloon cam-
ponade or pharmacological regimes, according ©° the
experience Of the clinician, based on pitresgin @nd
nitroglycerine, o= somatostatin, may provide control of
bleeding for yp to 24 hours. Where local expertise **
not available for endoscopic sclerotherapy, transfer to
a specj_a]_j_st unit is advisable as soon as the patientls

immediate

condition is stable.

Action to be taken if hleeding continues ox recurs

? If it is impossible t° maintain or replace the blood
volume oying te rapid and continuous bleeding,
emergency endoscopy, preferably i the endoscopy
unit, should be arranged with plans for immediate
transfer to the operating theatre if indicated. Falllng
this, immediate transfer to the operating theatre for
endoscopy, 2nd usually operation, needed. |

? There is evidence from a controlled trial that a poli-
cy °f early operation reduces mortality among patients
over 60 years of age but that early surgery in younger
patients leads to unnecessary operations [29] which
may increase mortality in duodenal ulcer [30].

or a younger Patient with
more than four units of

?

If a patient aged >%9 years

any high risk factor requires
whole blood to restore or maintain blood volume eover

24 hours or continues to bleed or re-bleeds, operation

18 generally advised. ek ac
? . 1 . 1 -
* Ifa patient aged 60 years Without any high

tor continues to bleed or shows evidence of two

episodes of re-bleeding, operation I* generally 2dvised:

Surgery?when, by whom and what gperation?

? A consultant surgeon should be informed about the

possible need for gyrgery and make the decision to

operate or to delegate the operation
son. A consultant anaesthetist should also be

informed, assess the patient's fitness for gperation @74

decide whether the anaesthetic should be given by 2
of an

to another per-

consultant or delegated to Someone else. Timing .
operation should avoid, if possible, the hours of mid-
night to 7am. The portality 2fter urgent surgery for
bleeding peptic ulcer correlates with the pre-cperative
APACHE II score [31].

Ifa patient with bleeding peptic ulcer has been pre-
viously fit, but with a history of recurrent ylcer-type

a

dyspepsia, and is mot geverely i1l from the bleed,
definitive operation £or peptic ulcer may be indicated,

usually Billroth I partial gastrectomy for gastric ulcer
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or truncal yagotomy and pyloroplasty for duodenal
ulcer.

? If a patient With bleeding peptic ulcer is g]derly and
in poor physical condition, the minimum operation to
stop the bleeding should be undertaken, either py
local excision or ypder-running ©f = gastric ulcer [32]
or under—running of a duodenal ulcer.

= If variceal hgemorrhage is uncontrollable by the
means described gbove, and provided that liver func-
tion is gdequate, distal pegophageal transection and re-
anastomosis with ligation of veins around the distal
oesophagus @14 gastric fundus is usually the best
option.

2 If = patient ¥ bleeding £rom gastric carcinoma, the
lesion is usually aldvanced. Polya gastrectomy may be
appropriate for distal ‘tumours but total gastrectomy
for proximal tumours Is not gppropriate s am yrgent
procedure [33].

Follow-up and drug treatment

> If the patient is anaemic, oral iron should be given
until the haemoglobin level returns to normal.

> If a peptic ulcer is found, treatment should be given
to heal the ulcer.

» If the ulcer is in the gtomach, repeat endoscopy with
biopsy is indicated after 6-8 weeks to check that it is
benign.

¢ If the patient i elderly and frail, re-pleeding £rom
an ulcer could be fatal. The cumulative risk of gnother

bleed is about 16% at 5 years [34,35]. There is some
evidence that long-term H2 blocker therapy reduces
the rate of recurrent bleeding in patients with duoden-
al ulcer [36,37]. Long-term treatment of elderly

patients With = gastric antisecretory drug should there-
fore be considered. If the patient ¥ young and fit,

long-term treatment is determined by the severity of
ulcer symptoms. Patients with frequent recurrent ulcer
dyspepsia require long-term maintenance tharapy,
those with ipfrequent mild gymptoms ==» be treated

intermittently with an H2 blocker. In fyture, proton
pump blockers and treatment to eliminate Helicobacter

pylori may be used for some patients.
» If the patient has taken nonsteroidal anti-inflamma-

tory drU.gS, this treatment should preferably be
stopped. If they are essential, then addition of an p3
blocker for duodenal ulcer [38] or synthetic prosta-

glandin for gastric ulcer [39] may be indicated. The

only twe trials. published have suggested that the drugs
reduce the incidence of uncomplicated ulcer in

patients taking nomsteroidal gnti_jinflammatory drugs.

Consultation with patients and relatives

» The patient and relatives should be kept informed

at all stages ©f management, especially if a» operation

may be needed.
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Liaison with the general practitioner

» The general practitioner needs information about
the diagnosis and treatment in hospital at least by the
day o= which the patient is discharged.

?» If the general practitioner is asked to undertake
responsibility for follow-up, repeat P1ood tests ox drug
treatment, = plan °f management should be gyggested.

Audit of gtructure, process and outcome

Medical care can be considered in terms of gstructure,
process and outcome [4(,41]. Structure is concerned
with the amount and type of resources available. Pro-
cess relates to the amount and type of activity expend-
ed in the care of the patient. Outcome in the case oOf

upper gastrointestinal haemorrhage is concerned prj-

marily With mortality @nd secondarily With patient satis-
faction.

Audit questiOnS on structure in a hospital
(organisation and facilities)

? Have medical, surgical and nursing staff met to

agree = protocol for the management ©f acute ypper
gastrointestinal haemorrhage?
?» Has the written protocol been circulated to all the

relevant departments andjunior medical staff?
?» Has the role of consultant medical and surgical staff

with gpecial experience P gastroenterology been
. p Y
defined?
» Is there a high dependency “nit with appropriate
monitoring and resuscitation equipment?
? Is a dedicated endoscopy unit available, and have
arrangements Peen made for early and emergency
endoscopy? Is there a rota of trained endoscopists?
What arrangements have been made for skilled endo-
scopic nursing support ©ut of normal yorking hours?
» Are coding facilities adequate t° identify #!! patients
with acute ypper gastrointestinal bleeding, the cause,

therapeutic procedures including surgery, and out-
come? Can the notes be retrieved if required?

» Is there a regular audit meeting t° review results and
consider changes to the protocol?

Audit gquestions ©= process ©Ff care

Answering the following questions vill reveal breaches

of the protocol drawn up by the hospital staff, and its
deficiencies. Revision of the protocol as a result of this

analysis combined with an assessment of outcome, and
reqular re-evaluation with further change 2 necessary,
closes the audit 1oop.

» If a patient wa= at high risk because aged >60 years,
o gystolic P100d pregsure ©1OOmMmM Hg or postural fall,
or HbclOG, °r complicating disease, was the protocol
followed in the following respects?

admission to hjgh dependency ward or equivalent
consultant physician and consultant gyrgeon

informed

early endoscopy (within 24 hours) performed
» If a patient was aged <60 years, w== physically fit, not
shocked or anaemic, and did not re-bleed within 4
days, was admission to hogpital <5 days, w== = diagnosis
made, and was a plan for further management made?
2 If a patient was shocked, was correction of circulat-
] volume commenced without and was blood
ing delay
transfusion within 2 hours?

begun

? If a patient wa= shocked or required transfusion in

the presence ©f severe cardiorespiratory disease, was =
central venous pressure line inserted’ and was moni-

toring ©f venous pressure satisfactory?
? If a recently bleeding vessel in an ulcer base or if a

bleeding oesophageal varix was found en endoscopy,
was endoscopic treatment undertaken?

» If a patient at high risk (see above) required more
than 4 units of blood in 24 hours to maintain blood
volume or re-bled, was surgery considered?

» If a patient aged <69 years WH© was in previous good
health showed evidence of continued pleeding ox re-
bled twice, was surgery considered?

2 Was the decision for surgery made by = consultant

i i ?
surgeon and was a consultant anaesthetist informed:

® If a patient required surgery, w== pre-operative

preparation @79 post-operative e=re satisfactory?
2 Is there evidence, from the notes, of good commu —

nication with the patient, relatives and general practi-
tioner?

?» Is there evidence, from the clinical record, of an

adequate follow-up plan?

Audit questions on outcome

(a) For a hogpital

» What is the outcome for all patients treated in the

hospital for acute ypper GI haemorrhage?
total number treated
- number djscharged ¥ell
- number djigcharged With residual complication
(eg stroke) arising during @dmission
- number who died (and certified cause of death)
If comparison Petween hospitals ¥ made, then case-

mix geverity, including age, <ause of bleeding and co-
Y g
morbidity, will need to be taken into account.

(b) For individual patients

> Complications during admission

? Days i™ hospital

> Discharge well or with residual complication

» Death

» Was any complication or death avoidable?

» Were the patient and relatives satisfied with the care
received?
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Possible national audit

A confidential enquiry inte deaths from acute ypper
gastrointestinal haemorrhage could be set yp alorllg
the lines of the CEPOD study [42]. Possible audit
questions after a death are listed in Appendix B.

Possible multicentre therapeutic trials

Since overall mortality is 10% or less, controlled trials

have to be ]arge, about 2,000 patients, *° have suffi-

cient r to detect with confidence any change in

owe
dEathiate. Smaller numbers in a trial may give signifi-
cant results without loss of poyer if = Subset Of patients
(eg over 60 years, Visible vessel in a peptic UIce.r'
oesophageal varices) with a relatively higher mortlallty
is studied. A factorial design would increase the infor-

mation gained .

are:

Possible trials relevant to present Management .
(a An antifibrinolytic agent alone and in combina-
tion with an antisecretory drug, against placebo

(b) Therapeutic endoscopy with and without drug
therapy

(c) Earlyversus later gurgery i high-risk patients
(d) Bffect of limited (eg 3 months) versus indefinite

anti-ulcer therapy in older high-risk patients.

APPENDIX A
Audit of the quality of the clinical record

The following items of information should be clearly

or

stated in each clinical record. Their presence
absence is a measure Of the quality of the record. I.de_
ally, the information could be recorded during admis-
sion using = special proforma for use whenever .a
patient with upper gastrointestinal haemorrhage *¢
treated, so that not only the presence °©% absence of
the data but also the actual data are readj_]_y visible.

! History

Evidence for an acute upper GI bleed detailed

Did the patient have:
known peptic ulcer?

previous Pleed?
bleeding disorder?

Liver disease

Alcohol intake

Consumption ©f aspirin o= other non-steroidal anti-
inflammatory drug

iti bleed
any condition before the blee

which limited physical o= mental capacity.

Presence or absence of
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2. Admission data

Admission

blood pressure, lying @nd erect (gitting)

pul se rate
peripheral vasoconstriction

- haemoglobin level
~ general condition

Was the protocol followed regarding:
~ type of admission ward?

informing consultant phygician?
informing consultant surgeon?

3. Resuscitation

Reason for intravenous infusion

Date, time, amount and rate of ,,, fluid or blood

infused. Record number of each blood unit.

Instructions to nursing staff about observations and
action to be taken at specified events.

4. Investigation and medical measures

Date and time of andogcopy. Endoscopist.
lesion (g)

bleeding o= recently bled vessel
therapeutic measure (g)

Drug(s) giVen to reduce bleeding or its recurrence.

5. Continued or recurrent bleeding

Evidence for continued or recurrent bleeding

Was consultant gurgeon/anaesthetist consulted?

Plan of action

urgent surgery
surgery f bleeding continues
© surgery if re-bleeds
surgery if condition can be jmproved

unfit for surgery

6. Surgery

Date and time

Reason for decision to operate

- Time interval between decision and operation

Was protocol followed regarding indications for,
and timing of, operation.

Surgeon. Anaesthetist. pipndings, Procedure.
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7. Outcome
Any complications during admission.
Days in hospital

Discharge well o= with residual complications (eg
stroke) /death

8. Consultations and follow-up

Date, time and substance of consultations with patient
and relatives.

Letter to general practitioner (GP) including diagno-

sis, treatment and policy for fOllOW-U.p and drug thera-
oY, with clear guidance about GP's role.

APPENDIX B

Possible audit questions after a death from upper
gastrointestinal haemorrhage

Was the admitting team aware Of the potential danger
of the patient's condition?

Were the appropriate consultants informed at an early
stage?

Was there adequate surgical liaison?

Was resuscitation adequate?

Was monitoring adequate?

Were underlying conditions noted and treated?

Did endoscopy contribute?

Did it delay surgery ©r 1€3d to complications?

Why was a decision made for or against surgery?

Was the interval to, and timing of, surgery 2 factor in

the outcome?

Was the gperation appropriate?

Were the gyyrgeon and anaesthetist of gppropriate
grade and experience?

Were medical or surgical complications well treated?

Could life possibly have been saved or was death
inevitable or the natural outcome?
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