Practice Guidelines

Management of Acute Lower Gl
Bleeding: Guidelines From the American
College of Gastroenterology

Key Points for Practice

« Risk stratification tools, such as the Oakland score, have
some evidence of helping determine which patients with
lower Gl bleeding do not need hospitalization, but clinical
judgment is still needed.

* For hemodynamically significant lower Gl bleeding, CT
angiography can accurately locate the bleeding source.

* For hemodynamically stable patients, with or without
continued lower Gl bleeding, performing colonoscopy
within 14 days of presentation is as effective as performing
it within 24 hours.

» Transcatheter embolization within 90 minutes of positive
CT angiography results can stop bleeding 98% of the time,
although 30-day mortality is 13%.

From the AFP Editors

Acute lower gastrointestinal (GI) bleeding,
with hematochezia or bright red blood from the
rectum, is cause for more than 100,000 hospital
admissions annually. The American College of
Gastroenterology (ACG) has published updated
guidelines for the management of acute lower
GI bleeding.

Risk Stratification

Risk stratification tools such as the Oakland score
(https://www.mdcalc.com/calc/10042/0akland-
score-safe-discharge-lower-gi-bleed) can be
used to assist physicians in determining which
patients may be suited for outpatient manage-
ment. The Oakland score and other similar tools
have demonstrated small-scale validity without
randomized controlled trials or large-scale data
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verification. Physicians should primarily use clin-
ical judgment when risk-stratifying patients with
lower GI bleeding.

Evaluation

In patients with hemodynamically significant
bleeding, computed tomography (CT) angiogra-
phy can identify the source and associated vas-
culature with a sensitivity of approximately 90%.
Nearly 80% of patients with negative CT angiog-
raphy results will have no rebleeding and require
no further evaluation.

Colonoscopy is the standard for diagnostic
testing in hemodynamically stable patients with
lower GI bleeding. In a European cohort, colo-
noscopy led to a definitive or presumptive source
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in 79% of patients. For hemodynamically stable
patients without continued bleeding, moderate-
quality evidence supports completing a colonos-
copy within 14 days of spontaneous hemostasis.
For these patients, performing a colonoscopy
in the first 24 hours after presentation does not
improve outcomes. No bowel preparation appears
superior to any other for colonoscopy after lower
GI bleeding.

Patients who have had a colonoscopy within
the past 12 months may not need repeat testing
if bleeding has subsided and a suspected bleeding
source, such as diverticulosis, was identified.

Transfusion

Low-quality evidence supports a restrictive
transfusion approach at a threshold hemoglobin
level of less than 7 g per dL (70 g per L) in hemo-
dynamically stable patients. In a retrospective
analysis, restrictive vs. nonrestrictive transfu-
sion strategies demonstrated similar mortality
and rebleeding rates. A higher threshold of 8 g
per dL (80 g per L) can be considered in patients
with known cardiovascular disease or acute cor-
onary syndrome.

Management
Transcatheter arteriography is nine times more
likely to detect the bleeding source and enable
embolization therapy when performed within 90
minutes of a positive angiogram compared with
delayed arteriography. Embolization therapy has
a 98% success rate, but it can cause an ulcer or
bowel infarction in nearly 5% of patients. Even
after embolization, 30-day rebleeding and mor-
tality rates are 16% and 13%, respectively.
Despite higher colonoscopy treatment rates
after a positive CT angiogram result, routine use
of CT angiography before colonoscopy does not
reduce mortality or rebleeding.

Anticoagulant Medications

Endoscopic procedures can generally be per-
formed safely in patients with an international
normalized ratio of 2.5 or less. Although the
evidence is limited, use of reversal agents is
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discouraged unless the patient remains hemody-
namically unstable despite resuscitation.

For severe lower GI bleeding, the target platelet
level should be greater than 30 X 10° per uL (30 X
10° per L) and a threshold greater than 50 X 10°
per pL (50 X 10° per L) is needed before endoscopy.
Transfusing to higher platelet levels increases
mortality without improving rebleeding risk.

Because rebleeding risk appears small, the ACG
recommends that patients taking aspirin for sec-
ondary prevention of cardiac disease continue
therapy. For dual antiplatelet therapy in patients
with a recent cardiac stent, a multidisciplinary
team should compare risks.

Antifibrinolytic agents such as tranexamic acid
should be avoided in lower GI bleeding because
the evidence shows increased rates of thrombo-
embolism and seizure without any improvement
in outcomes.

Following hospitalization for lower GI bleeding,
the ACG recommends that patients discontinue
aspirin for primary cardiovascular prevention
and nonsteroidal anti-inflammatory drug treat-
ment after diverticular bleeds. In contrast, aspi-
rin for secondary cardiovascular prevention and
anticoagulation taken following venous thrombo-
embolism or ischemic stroke should be continued.
For other anticoagulation therapy, a multidisci-
plinary team should compare risks.
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