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Tumors.  

Carcinoma of the colon  

-Even when a mass is palpable, it is rarely possible to be certain that this is not an 

inflammatory mass, and even if the mass is very hard, discrete, knobbly and not very 

tender, it may simply be the result of inflammation.   

Cancer of the right colon  

-right sided GI tumors are oftenly silent until grown in size  and present with 

anemia,WL,Mass with adull pain   

-A carcinoma of the caecum may cause appendicitis.Consequently, the possibility of a 

cancer of the caecum must always be considered in a patient over 40 years old who 

presents with acute appendicitis.   

-Localized perforation of the caecum can also occur, leading to initially localized and then 

generalized peritonitis  

-Right-sided colon cancers tend to be asymptomatic or cause these symptoms only 

when they are at an advanced stage and fairly large  



 



 



 



 



 



 



 

Lab test:  

 1- complete blood count (including RBCs,WBCs,hemoglobin,   

haematocrit , thrombocytes) . 

  

●  2- Coagulation pro fi le, including activated partial thromboplastin  

time(aPTT), prothrombintime (PT),manual plateletcount,and bleeding  

time.  

  

● 3- serum chemistry(electrolytes and creatinine ) 

  

● 4- hemoccult &stool culture  

  

● 5- blood typing,cross-matching and recipient antibody screen tests  

are required before blood transfusion.  



 

Colonoscopy  

● Examine the whole length of colon ,for majority of cases it’s the only  

intervention is needed. 

  

●  -needs bowel preparation 

  

**Can identify the site of bleeding:  

  

1- active bleeding 

  

visible vessels 2- 

  

3- blood clot 

  

4-  fresh blood adherent to the colonic segment 

  

5- ulceration in the diverticulum with fresh blood in adjacent area 

  

Cecal intubation is achieved in more than 95% of attempts. 

  

- Colonoscopy is the  fi rst choice for investigation because it is highly  

accurate and its sensitivity is very high  



 

         

  Ulcerative colitis                                      Colon CA with bleeding  

  

. 

  

   Crohn’s disease                                             Diverticulosis  

  



 



Angiography:  

-If colonoscopy fails to define the site of bleeding in patients with 
massive bleeding, angiography is recommended .  

- This test is less sensitive than colonoscopy  

- Identify bleeding site by showing you extravasation of contrast into 
lumen  

- Criteria for emergency angiography : at least 4 units of blood 
transfusion in the first 2 hours following hospital admission and 
systolic blood pressure of less than 100 mm Hg.  

- By embolization or vasopressin infusion can control bleeding  

- Diagnostic yield 27% - 67%  

- Complication rate 2% - 4% (allergy, renal failure, bleeding and / or 
embolism) 



 

Mechanism of Angiography: 

  

-- In a patient with active GI bleeding , the  

radiologist  fi rst 

  

cannulates the superior mesenteric artery ,  

because most 

  

of the hemodynamically signi fi cant bleeding  

originates in the right colon. The  

extravasation of contrast material indicates a  

positive study  fi nding . 

  

-- If the  fi ndings from the study are negative ,  

the inferior mesenteric artery is cannulated ,  

followed by the celiac artery.  



 

Radio-labeled Red Blood Cell Scanning  

# Highly sensitive 80% - 98%  

  

#Accuracy rate 93% 

  

# Bleeding rate 0.1 – 0.4 ml/min 

  

# Tc-labeled sulfur colloid 

  

# Considerable disagreement in literature concerning speci fi city in  

identifying the anatomic site of bleeding 

  

# No therapeutic intervention capabilities 

  

# Used in patients with none-life threatening lower GIT bleeding as  

guide to mesenteric angiography  



 



 

Initial Management 

  

●  -Admit to ICU 

  

●  -ABCDE! 

  

 Airway Breathing Circulation Disability Exposure 

  

●  - Supplemental oxygen via nasal cannula 

  

●  - NPO (nothing by mouth) 

  

●  - Two large bore Ivs 

  

●  - IV Normal Saline 

  

● - After that take CBC(complete blood count ) 

  

  

●  Be aware that blood transfusion may be needed 

  

●  If hb is less than 7mmgh transfuse blood 

  

●  If hb is 10 and patient is still having anemia symptoms, then transfuse  

blood 

  

●  If patient is thrombocytopenic (platelets less than 50000), transfuse platelet 

  



 

 Treatment 

  

●  The treatment of lower gastrointestinal (GI) bleeding depends on the  

source of the bleeding 

  

In most cases bleeding cease spontaneously and supportive care is 

  

su ffi cient 

  

Some therapies used in LGIB: 

  

1 . Endoscopic Therapies 

  

2 . Angiographic Therapy 

  

3 . Embolization 

  

4  . Surgery  



 

Endoscopic Therapies  

Thermocoagulation                                                                                Injection (ex; epinephrine)   

   Clipping  



 

                Angiographic Therapy 

  

Embolization                               Injection  



Surgery  

Done on patients who have failed medical, colonoscopic, angiographic 

intervention. Ongoing bleeding>4U of PRBC per 24h Effort should be 

made to localize the source prior to surgery.  

If the patient is hemodynamically stable→preoperative localization  

→segmental colectomy  

In patients who are hemodynamically stable, once the bleeding site is 

preoperatively localized, intra-arterial vasopressin is used as a 

temporizing measure to reduce  

the bleeding before patients undergo segmental colectomy.  

Subtotal colectomy is the procedure of choice in patients who are 
actively bleeding from an unknown source. 



Thank 


