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Objectives: define differences between upper and lower GI bleeds, decide need for acute intervention versus stable evaluation, 
describe pathologic causes of lower GI bleeds and algorithmic approach 
 
Introduction: LGIB refers to GI bleeding below the ligament of Treitz. Mortality ranges from 2-4%.  
A reminder about symptoms and presentations of UGIB vs LGIB (see handout on UGIB for more details). Remember: UGIB is the most 
common cause of GI bleeding overall! 
Upper: from mouth to ligament of Treitz.  
Lower: from the ligament of Treitz to anus. 
 
Presentation:  

UGIB: melena and hematemesis (either frank blood or coffee-ground material). 15% of UGIB have hematochezia. These patients 
 are typically “sicker” appearing (more likely hemodynamically unstable, elevated BUN-Cr ratio). 
 LGIB: bright red blood if distal from left colon; dark/maroon bloody stool is typically found in the right colon. Melena is rare. 
Hematochezia: maroon or bright red blood with or without clots. Presence of clots in stool dramatically raises chances of LGIB > UGIB. 
 
Causes of acute LGIB in order: diverticulosis, anorectal causes (hemorrhoids, anal fissures, rectal ulcers), colorectal cancer, mesenteric 
ischemia, inflammatory bowel disease, angiodysplasia, infectious colitis 
 
Hemodynamically stable or unstable? 

-If any signs of volume loss, 2 large bore IVs are a priority- sooner rather than later! 
-Examine for tachycardia (sign of hypovolemia and impending shock). Blood loss >15% causes orthostatic hypotension, blood 

 loss >40% manifests in supine hypotension. 
-If unstable, one must consider an UGIB source (as noted above). 

 
It is important to note that the vast majority of all LGIB’s spontaneously stop bleeding (80%). 
 
Diagnostic approach: CBC, type and screen, CMP, +/- Coags (only get the latter if patient has a history of anticoagulants, liver 
disease/alcohol abuse, inherited coagulopathy). 
Hemoglobin is normal in the vast majority of patients during the initial 24 hours or more due to the patient losing whole blood. Do not 
trust the hemoglobin during acute blood loss! Giving IV fluids which dilute the hemoglobin cause a falsely lower reading in the first 24 
hours. 
The MCV should be normal in acute bleeding. A low MCV in the setting of anemia suggests chronic LGIB. 
 
Obtain a detailed HPI (if hemodynamically stable and the patient is able to verbalize): 

-how much bleeding, how long? 
-is the bleeding painful? 
-does the bleeding occur spontaneously, only with bowel movements, or only when wiping after a bowel mvt? 
-pertinent positives: abdominal pain, nausea/vomiting, bowel movements 
-stool: diarrhea? Formed, loose, or just frank blood? Bright red blood or dark and tarry? Clots? Painful? 

Obtain PMH and social history (do not overlook this!) 
-has this happened before? If so, was it treated? (up to 60% of previous LGIB/UGIB rebleed!) 
-taking any anticoagulation? 
-history of GI malignancy?  
-history of AAA? Repaired? 
-Prior GI surgeries? 
-When was your last colonoscopy? 
 

Perform a focused physical exam 
-recheck the vitals! 
-abdominal exam that demonstrates focal tenderness; guarding and rebound tenderness raise concern for peritoneal irritation 

 (suggests perforation). 
-rectal exam to determine presence of blood. Look for fissures, hemorrhoids, skin tags, fistulae, abscess, masses, condylomata. 
 

What about the stool guaiac test or fecal occult blood test (FOBT)? FOBT has come under fire lately due to a lot of inaccuracies and 
lack of appreciable studies. There are high rates of false positives and negatives. One study showed they only change management 34% 
of the time, and in the majority of those patients 60% had endoscopy prior to the FOBT even being performed. Stool color is more 
sensitive for UGIB than FOBT. +FOBT does not rule in UGIB and negative FOBT does not rule out UGIB.  
BUT, you still need to do a digital rectal exam. This can tell you if there is active rectal bleeding or blood in the rectal vault. 
 
 

Remember the ligament of Treitz is a suspensory muscle of duodenum that is 
located at the terminal duodenum and beginning jejunum. 
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Initial resuscitation: If a patient is tachycardic, active bleeding present, and/or hypotensive with LGIB/UGIB symptoms or signs, there 
should be low threshold to transfuse early. 
 
Regarding reversing anticoagulation, this is truly a case-by-case basis. Most approved guidelines favor continuing aspirin in patients 
with high-risk CAD. In general you should not discontinue dual-antiplatelet therapy in those with an acute coronary syndrome < 90 
days or with a bare-metal stent placed <6 weeks or drug-eluting stents <6 months. 
                Figure 1: diagnostic algorithm for patients with hematochezia 
Details from Figure 1: 

1) Rule out UGIB first.  
2) Colonoscopy is the initial exam of choice 

in most LGIB patients. This does require 
bowel prep for best views. 

3) Radiographic tests (CTA, radionuclide 
imaging, Mesenteric angiography all 
require active bleeding. 
Of note, no randomized trials have 
demonstrated the advantage of any of 
the above tests over one another. 

 
Colonoscopy: 45-90% successful in identifying a 
source. For best results, complete in <24 hours of 
presentation in patients.    

CTA: 85% specific and 92% sensitive. 

Patients with lower GI bleeding are a common ED complaint. CT angiography is widely available, faster, and less invasive than 
colonoscopy or endoscopy. In patients with ongoing, hemodynamically significant hematochezia, CT angiography is the initial 
diagnostic test of choice. However, the patient must have active bleeding for a positive scan. CT angiography without and with contrast 
of the abdomen and pelvis should be considered ONLY in the following situations in patients with suspected upper or lower GI 
bleeding:  

- The patient is hypotensive with BP < 100 SBP or MAP <65.  
- The patient’s hemoglobin is ≤ 7.  
-  

Details on specific causes: 
Diverticulosis: most common cause of acute LGIB. Sac-like protrusion of colonic submucosa and mucosa, form a false diverticulum due to 
increased intraluminal pressures. These weak protrusions are prone to 2 major complications: 
1) ruptured capillaries of the vasa recta which overlie the diverticulum dome, inciting acute bleeding. 
2) fecal impaction within outpouching allow bacteria to accumulate and cause diverticulitis. In the western society, diverticula are found on the 
left in the vast majority of patients (in eastern culture it is on the right). Right side is prone to more bleeding. 

Diagnosis: can be clinical suspicion, but CT abdomen/pelvis is much, much better. Colonoscopy is the gold standard. 
Prevention of diverticulitis/losis: high fiber diet avoiding heavy meats and fats, stool softeners. 
Treatment of diverticulosis: for acute diverticular bleeding, it is uncommon for patients to become unstable or to continue bleeding to warrant 
EGD. 
Treatment of diverticulitis: Antibiotics (ciprofloxacin and metronidazole), admission if unstable or high fever, dehydration, not tolerating oral 
intake. 
 
Mesenteric ischemia: see our handout on mesenteric ischemia for more details. 
 
Angiodysplasia: excessively dilated, tortuous submucosal vessels which lack smooth muscle cells and are prone to rupture. Risk increases with 
age as blood vessels become weaker and less able to probably handle the high intraluminal pressures of the GI tract. Unlike diverticula, 
angiodysplasia is a venous bleed. Most common location of bleeding: cecum, right colon. 
Weird associations: vWF deficiency and aortic stenosis (Heyde’s syndrome: vWF is “wasted” on the aortic valve due to macroangiopathic 
hemolysis, resulting in more bleeding in the distal GI tract due to high shear stress vessels in the intestines. 
Treatment: colonoscopy with electrocoagulation, hemostasis, or argon laser coagulation 
 
Anorectal disease: please see our handout on anorectal diseases for further details. 
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