Management of GI Bleeding in Childhood: Additional Information


GI Bleeding Additional Information
Button batteries lodged in the oesophagus can erode to the aorta within 2 hours, rapid removal is essential to prevent death. Very small self-resolving episodes of bleeding where button batteries and varices have been excluded may not require tertiary refererral , however if in doubt please discuss with a paediatric endoscopist. Small isolated coffee ground aspirates from nasogastric tubes or gastrostomies similarly do not require referral. Consider blood swallowed which is not from the GI tract; eg maternal nipple bleeding in a breast fed infant and nose bleeds. 
Before any discharge give advice to re-present if further haematemesis/melaena occurs.
Button battery below diaphragm with GI bleeding: Discuss with paediatric surgeon/endoscopist. In the absence of GI bleeding these usually do not cause problems, however if bleeding has occured discuss removal.

Centres for Variceal Bleeding: 
Birmingham Children’s Hospital; 0121 333 9999 ask for liver SpR
Kings College Hospital phone; 0203 299 9000 bleep 426 (9am-5pm) 07866792368 (5pm-9am)
Leeds General Infirmary phone: 0113 243 2799 ask for Paediatric liver SpR
Contact for Non-Variceal GI Bleeds 
    add here, including hours services available and for which ages & alternatives                                                        
                                                                                                                         ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Additional Drug Information

Omeprazole 1mg/kg IV od (max 40mg) daily 
Ranitidine 1mg/kg( max 50mg) tds

Octreotide stat dose 1microgram IV over 5minutes (max 50 micrograms), then infusion running at 1-3microgram/kg/hour (max 50 microgram)

To prepare: dilute 500 micrograms to 40ml with 0.9% saline (2ml/hour=25microgram/hour) Continue octreotide until 24 hours after bleeding stops.
Terlipressin can be used as an alternative to octreotide, follow local guidance.
Vitamin K (phytomenadione) 300microgram/kg as slow injection.
Tranexamic acid 10mg/Kg 2-3 times a day given over 10 minutes. IV infusion 45mg/kg dose to be given over 24 hours
Sheffield Scoring Scheme
History

Significant pre-exisiting condition

1

Presence of Malaena 


1

History of large bloody vomit


1

Clinical examination

HR>20 from mean for age


1

Prolonged capillary refill 


4
Lab tests
Hb drop >20g/L



3

Management 

Requirement for IV fluid bolus

3

Requirement for transfusion 
(Hb<80)
6

Need for other blood product


4
Maximum score 24. 
High risk of needing endoscopic intervention >8
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