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Learning Objective

* Describe the management of the patient with abdominal
trauma.

* Describe the management of the patient with
gastrointestinal bleeding.




Matthew 14:15-21

14:15 Menjelang malam, murid-murid-Nya datang kepada-Nya
dan berkata: "Tempat ini sunyi dan hari sudah mulai malam.
Suruhlah orang banyak itu pergi supaya mereka dapat membeli
makanan di desa-desa." 14:16Tetapi Yesus berkata kepada
mereka: "Tidak perlu mereka pergi, kamu harus memberi

., mereka makan." 14:17Jawab mereka: "Yang ada pada kami di

sini hanya lima roti dan dua ikan." 14:18 Yesus
berkata: "Bawalah ke mari kepada-Ku." 14:19 Lalu disuruh-Nya
orang banyak itu duduk di rumput. Dan setelah diambil-Nya lima
roti dan dua ikan itu, Yesus menengadah ke langit dan
mengucap berkat, lalu memecah-mecahkan roti itu dan
memberikannya kepada murid-murid-Nya, lalu murid-murid-Nya
membagi-bagikannya kepada orang banyak.14:20 Dan mereka
semuanya makan sampai kenyang. Kemudian orang
mengumpulkan potongan-potongan roti yang sisa, dua belas
bakul penuh. 14:21 Yang ikut makan kira-kira lima ribu laki-laki,
tidak termasuk perempuan dan anak-anak.



http://alkitab.sabda.org/verse.php?book=Mat&chapter=14&verse=15
http://alkitab.sabda.org/verse.php?book=Mat&chapter=14&verse=16
http://alkitab.sabda.org/verse.php?book=Mat&chapter=14&verse=17
http://alkitab.sabda.org/verse.php?book=Mat&chapter=14&verse=18
http://alkitab.sabda.org/verse.php?book=Mat&chapter=14&verse=19
http://alkitab.sabda.org/verse.php?book=Mat&chapter=14&verse=20
http://alkitab.sabda.org/verse.php?book=Mat&chapter=14&verse=21

Definition

Acute gastrointestinal (Gl) bleeding is defined as

gross bleeding into the enteric tract (Israni &
Cunney, 2002).

can be life-threatening



Why can be life-threatening 22?

Loss of circulating blood volume - decreases venous retur
- decrease CO and BP - poor tissue perfusion - shiftin
interstitial fluid to intravascular space - SNS is stimulat
- Vasoconstriction and increasing HR - RAA system
activated - fluid retention and increasing BP

and blood
uous

If no treat
loss ¢

Decreased CO = Cellular Hypoxia = All organ fail due hypoperfusion
DEATH



Upper Gl Bleeding

Oesophagitis
(10%)
Usually with
hiatus hernia

NSAIDs H. pylorn

N4

Peptic ulcer
(35~50%)

Vascular
malformations
(5%)

Aortic graft

v
Aorto-duodenal
fistula
(0.2%)
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Liver Portal vein
disease thrombosis
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Varices
(2-9%)
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Helching
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Mallory-Weiss tear
(5%)

Cancer of
stomach or

oesophagus
(2%)

NSAIDs Alcohol

N/

Gastric erosions

(10-20%)
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Sign and Symptom
1. Hematemesis (
coffee ground

emesis)
2. Melena
3. Epigastric pain
4. Tachycardia
5. Hypotension
6. Hb less than 10

g/dl




Lower Gl Bleeding
N

Sign and Symptom

1. Hematochezia
(bright red blood)

2. Tachycardia

3. Hypotension or

SMALL INTESTINAL BLEEDING

Ischemic bowel disease

Intussusception

Meckel diverticulum

orthostatic
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Angiodysplasia hy p Ote n S | O n
4. Hb less than 10
Colonic carcinoma g / d I

Diverticulosus
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Rectosigmoid carcinoma * , ? Inflammatory
. /s 4 bowel disease
Hemorrhoids ! z
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Anal fissure \




Blunt/Stab Gl Bleeding

Sign and Symptom

depend on location

and organ damage:

1. Hepatic Injury

2. Splenic Injury

3. Large and small
bowel injury

4. Gastric esophageal

injury
5. Renal Injury
6. Bladder and

urethral injury




Focus assessment an

- ABC > Make sure
Air way,
Breathing,
Circulation stable

* Hemodynamic
stabilization > IV
access 2 line
depend on patient
condition, = fluid
resuscitation
(colloid or
crystalloid), Blood
replacement.

Tablae 1:

A comparison of the initial
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management
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Correction of
coagulopathy
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Focus assessment and management

= |dentification of causes -2
assessment, Blatchford Score, endoscopy, lab, CT-
Scan abdomen, FAST and the other supporting
assessment.

¥

Rockall Score

History,

physical

» Table 1. Causes of Upper Gastrointestinal Bleeding

Score
Variable (1] 1 2 3
Age < 60 years 60-79 years =80 vyears
Shock ‘no shock”, ‘tachycardia’, | "hypotension”,
SBP® =100 SBP =100 SBP < 100
mm Hg, pulse | mm Hg, mm Hg,
<< 100 beats pulse = 100
per minute beats per
minute
Comorbidity | no major cardiac tailure, | renal failure,
comorbidity ischaemic liver failure,
heart disease, disseminated
any major malignancy
comorbidity
Diagnosis Mallory-\Weiss | all other malignancy of
tear, no lesion | diagnoses upper Gl tract
identified and
no SRH
Major none, or dark blood in
stigmata spot only upper Gl tract,
of recent adherent clot,
haemorrhage visible or
(SRH) spurting vessel

Low-risk (full Rockall score 0-3)

Medium-risk (full Rockall score 4-6)

High-risk (full Rockall score =7)

Frequency
Diagnosis Distinguishing features (%)
Peptic ulcer History of aspinin or nonstercidal anti- 62
bleeding inflammatory drug use associated with

Gastritis and
duodenitis

Esophageal varices
Mallory-Weiss tear

Gastrointestinal
malignancy

Arteriovenous
malformations

Esophagitis or
esophageal ulcer

Dieulafoy ulcer

Mo identifiable
source

abdominal pain, food consumption
reduces pain, nocturnal symptoms,
history of peptic ulcer bleeding or
Helicobacter pylori infection

Same as peptic ulcer bleeding

History of cirrhosis and portal hypertension
History of repeated retching or vomiting

History of weight loss, smoking, or alcohol
consumption; more commaon In Asians

Painless bleeding in older patients (older
than 70 years), history of iron deficiency
anemia

Heartburn, indigestion, or dysphagia

Painless bleeding, more common in men




Focus assessment and management

* Treatment - Fluid recuscitation, Blood replacement, 02
support, NGT, catheter urine, balloon tamponade, prepare
ET if patient shock, Endoscopy, OT

* Monitor closely - Vital sign (BP, HR,
respiration, Temperature)




Focus assessment and management

« Treatment = Fluid recuscitation, Blood replacement, O2 support, NGT, catheter urine,
balloon tamponade, prepare ET if patient shock, Endoscopy, OT (stop bleeding),
Monitor closely. Stab trauma -> stabilization object

Nursing diagnosis and intervention

for the Patient with Acute Gastrointestinal Bleeding

NURSING DIAGNOSIS

PATIENT OUTCOMES
Adequate circulating blood volume

NURSING INTERVENTIONS RATIONALE S




Nursing diagnosis and intervention
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Algoritm
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Hismwory or suspected portl hypercension {ie, suspected variceal bleed)? Scable?
J_F,.-"

TES MO TE{f h‘h‘-ﬁ‘q_f‘:-lﬂ'

5 I:-I{F ?ﬂbh’ Careful * 5 *I:'
__ﬂ—f'ﬁ table? .\-\_\-\_\-\"—\—\_\_\_ fﬂ_ﬂd_p q_h_"—h—__ arcful history uspocied aorc-

A dhmirmster warm errverss fiztula?
TES ! [ TES P

rneor rmal =alire
* * + + Fotify endosoopy for
Comvnee MGT Continwe MGT Contimws BGT Contirme MGT

soope within 34 hr
Admirester T% warm Admirester 1Y warm normal Admeniser warm Sidmiinister swarm normal

Begn preparaison
saline o suvolemia saline plux PRBACs as

normal mline oo nornmal salne for colonoscopy

sryalemia Transfuse warm FPREBCs Adminester rieeded D TES
Admirister Admirgster ocooreadde omeprazole #Adminiscer cmeprazoles
ortrearde Moufy endoscopy Motly endoscopy Crder emergent scope if
Motfy endoscopy and surgery for scope wichin ro emprovesteent following Administer warm nonmal Mocify surgery
PMlace ezophageal tamponade 34 Hir [T e lataty]

saline plus warm PRBCs
as needed
Flotify endoscopy and surgery

device ard endodrscheal
tube by e sidie

'

Saablef?
_,—4—'_'_'-'_'_'-'- _\-\_\_\-\_\_‘-\—\_\_
TES MO

Bogify surgery

- 5u:|=i--ﬂ_q___h

TES G

Y ¥ )

Cononues treagmenc
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Consider angicgraphy or
nuclear medicine scan
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Guideline for management of massive blood loss due to trauma

1. Activate hospital trauma team PRIOR to patient arrival
2. Team should have a designated trauma team leader and at least a general surgeon Early surgical intervention to stop bleeding e Stabilise patient
' ' eedin
and anesthesiologist Transfer patient to theatre (operating room or 9 TrmEm 7
, o ) interventional radiology suite) stopped Monitor for continued bleeding and shock
3. Receive the patient in the emergency room (warm environment) o
Secondary survey and attend to ather injuries
4. Give oxygen Ongoing bleeding
. . . , (but surgical bleeding addressed)
5. Primary survey <C> A (cervical spine protection) BC
6. Establish [V access Il
. Maintain tissue perfusion Maintaln Hb > 8g.dI" Coagulopathy Avold DIC
7. 5end blood for a group and save (type and screen) AND crossmatch 4 units of red cells and oxygenation Assess urgency of transfusion Keep patient warm (>35°C) Mortalityid high
Ensure specimens accurately labelled and hand deliver it to the blood bank Restore circulating volume
o a q . . . « Warm IV fluids § ligid) Urgent (blood group unknosn) Send i lab Treat underlying cause
8. Start fluid resuscitation prior to further transport (Failure to respond to crystalloid and L e I e i . Shack
. . . TR . haemadilution & transfuse 2 units group O Rh-ve ime, APTT, fibrinogen, = Hypothermia
blood dictates the need for immediate definitive intervention) iy - oo il <l o
6o o G .. .. »  IFavailable consider O positive units blood gases Keep ionized Ca* >1.13mmol.L"
9. Assess injuries and prioritise treatment (zortic injury, head injury) hypertonic saline, plasma R Anticipate nesd to give blood
expanders or albumin group I:I:wnl ¢ products Repeat pre-exisiting coagulopathy
10. Ensure availability of specialists based on injuries (neurosuraeon, thoracic surgeon Concealed blood loss is - Transfuse ABO specifc = FFR:12-15mlbg" after 1-1.5x N
‘ ty p J g ! g usually underestimated anr\:\:smat:h:::ﬁni:s blood walume replacement «  Cardiac failure
obstetrician) Monitor for complications . Fully crossmatched blood e +  Hepatic failure
. . ofT;sgsr::anhr:hslm Useblo_od warmer or — infusk:n ) Cwoprﬁci;‘tilﬂ 5 packs - Ne_nsl failure )
11. Alert clinical lab, blood bank, haematologist ot device ifflowrate is > Somlkghet L Consider drug effectin those on
«  lung injury in aduhs o anticoagulants
Empl Il salvage to minimise Lo
ploy ce g9
allogenic blood use « PT&AFTT < 15 namal
3 Further serological crossmatch *  Platelets > 75 10°L" 6
not required after 1 bleed volume «  Fibrinogen = 1.0gL?
replacement Antifibrinalytics
Bleeding uncontrolled Rty of complation tets may be
4
1. Guideline for management of massive blood loss. 3
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