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Aims 

 To review common gastrointestinal emergencies seen by 

general paediatricians and Paed Gastro 

 Understand  first day care for paediatric GI emergencies 

 Offer to cover related issues e.g. IV feeding line sepsis. 

 Approach to a child with a frightening GI emergency e.g. 

GI bleeding, fulminant colitis, ingestion of something bad 



Outcomes 

 Feel confident about conditions you see uncommonly 

 Understand initial care for ingestion of objects and caustic 

 Understand outcomes for conditions you should know 

about e.g. intussusceptions or GI bleeding 

 Know which guidelines are out these already on common 

conditions 

 Know who needs transfer to a GI unit and who you can 

safely keep at your hospital 

 



Topics we will cover 

 Upper GI bleeding 

 Acute colitis 

 Caustic and foreign body 

ingestion 

 Relentless vomiting 

 Then we have a choice: 

 Intussuception 

 Pancreatitis 

 Acute onset jaundice 

 IVI sepsis 

 Acute diarrhoea 

 Appendicitis 

 Anaphylaxis 

 



Clinical scenario 

 Jamie, age 14, acute onset abdominal pain, for  24 hours,  

followed by vomiting frank blood. 

 Then later that day passed 3 stools with description of 

melaena 

 

 Possible diagnosis 

 Investigations of choice 



Causes of haemotemesis by age 

 Infant: 

 Esophagitis 

  Gastritis 

  Stress ulcer 

  Duplication cyst 

  Vascular 

malformation 

  Vitamin K 

deficiency 

  Hemophilia 

  Varices 

 Child 
 Esophagitis 

  Gastritis 

  Peptic ulcer disease 

  Mallory-Weiss tear 

  Esophageal 

varices/gastric varices 

  Portal hypertensive 

gastropathy 

  Pill ulcerations 

  Foreign body 

ingestion 

  NSAID use 

 Adolescent. 

 Esophagitis 

  Gastritis 

  Peptic ulcer disease 

  Mallory-Weiss tear 

  Esophageal varices/gastric 

varices 

  Portal hypertensive 

gastropathy 

  Pill ulcerations 

  Foreign body ingestion 

  NSAID use 
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Clinical scenario 

 Jamie, age 14, acute onset abdominal pain, for  24 hours,  

followed by vomiting frank blood. 

 Then later that day passed 3 stools with description of 

melaena 

 

 Possible diagnosis 

 Investigations of choice 

 FBC 

 Urea  

 Clotting 

 LFT 



Management in emergency room 

 Prompt fluid resuscitation 

 Assess volume loss – replace with blood if >30% 

 Don’t overfill (in case variceal). 

 Correct coaguloapthy 

 Undertake the relevant score 

 In adult protocols, hold off PPI and scope within 24 hours 

 Endoscopic management has been clearly nationally 

defined. 

 PPI can be withheld until the endoscopy in adults 

 Endoscopy within 24 hours 

 Endoscopic therapy to bleeding lesions 

 

 



NICE Guidelines in Place 

 









Summary points to consider 

 Risk assessment 

 Blatchford score at first 

assessment, 

 the full Rockall score after 

endoscopy 

 

 

 Do not use adrenaline 

as monotherapy for the 

endoscopic treatment of 

non-variceal upper 

gastrointestinal bleeding. 
 a mechanical method (for 

example, clips) with or without 

adrenaline 

 thermal coagulation with 

adrenaline 

 fibrin or thrombin with 

adrenaline. 

 



Endoscopy 

Combination of 
endoscopic therapy with 
injection solution coupled 
with either thermal or 
mechanical treatment 

Repeat at 24hrs if 
suboptimal therapy or 
next selective arterial 
embolisation or surgery 

 



 Treat and eradicate H pylori 

 After haemostatic therapy, then provide high dose IV PPI 

therapy – bolus and infusion if required. 

 ? Give before endoscopy to stabilise the clot? 

 Avoid NSAID 

 Avoid SSRIs 

 Avoid anticoagulants and steroids 



Variceal bleeding 

Therapeutic options 
 Needs variceal band ligation 

 Vasopressin/Terlipressin 

should be given to patients 

suspected of variceal 

haemorrhage 

 Vasoactive drug – 

terlipressin, octreotide, or 

high dose somatostation 

 Give antibiotics if 

concurrent liver disease 

 If fails to settle by band 

ligation, then consider 

balloon tamponade, ß 

blocker, nitrate 

 Vasopressin 

 Constrict splanchic 

arterioloes 

 Somatostatin 

 Vasoconstriction 

 Oesophageal balloons 

 Sclerotherapy 

 Variceal banding 

 Surgical shunts 



This is an unusual cause of bleeding 



Bottom line 

Gastroscopy within 24 hours 



Acute colitis 







Scoring severe colitis 

 > 65 = severe 

 35-60 =Moderate 

 10-30 =Mild 

 < 10 = none 



 Admit 

 Methylprednisolone 

0.75mg/kg/day BD 

 Early sigmoidoscopy 

 Daily PUCAI score 

 PUCAI >45 on day 3 = 2nd 

stage therapies (cyclosporin 

or inflximab) 

 PUCAI >70 on day 5 = 

likely to need colectomy  

 



Implications 

 Carries a mortality – albeit much reduced 

 Up to 29% colectomy rate 

 Joint care between Paediatric Gastroenterologist and 

Colorectal surgeon 

 2/3rd will respond to IV steroids – high dose 

 K+ supplement 

 Early sigmoidoscopy to seek CMV infection 

 Stool for culture 

 If possible continue nutrition esp if patient has 

malnutrition 



Further considerations 

 No anticholinergic medication 

 Subcutaneous heparin  

 



Outcome from acute colitis 



 



Assessing progress 

 Stools > 12 a day on day 2 has a 55% chance of 

colectomy 

 Stools > 8 a day on day 3 has a 85% chance of colectomy 

 Watch CRP, albumin, pH, ESR, fever. 

 ESR > 75 or fever >38oC = 5-9 fold risk of colectomy 

 Beware colonic dilatation on Xray 

 Use these indices to decide early about ciclosporin, 

inflximab or tacrolimus 

 Chance of colectomy if you get through this admission is 

≈35%. 



Not all severe colitis have UC 



And this is a non urgent colitis 



Bottom line 

Admit, early sigmoidoscopy, 

PUCAI, 2nd line therapy 



Caustic ingestion 



Management of suspected caustic 

ingestion 

 Acids cause scarring that limits their damage 

 Alkalis combine with the tissues, causing saponification 

and deeper injuries 

 Look for burns around the mouth 

 Do not induce vomiting 

 Do not induce an antidote 

 Do not offer charcoal 

 

 



Next step 

 Acidosis with a pH <7.22 is a bad prognostic feature 

 Endoscopy within 24 hours especially if symptomatic 

 Can be delayed if volumes are low and no symptoms 

 Endoscopy is prognostic: 

 

 



 Endoscopic therapies: 

 Dilatation from week 4 

 Mitomycin C- to slow fibroblastic proliferation 





Bottom Line 

Gastroscope within 24 hours, 

anticipate complications 



Foreign object ingestion 









Disc battery burn 



Consider other GI pathologies that may assist impaction 

 

Dangerous = disk batteries, multiple magnets, open pins 



Bottom Line 

Go get from oesophagus. Beware 

magnets and batteries 



Relentless vomiting 



Important differential diagnoses – 

conditions you’d never forgive yourself if 

you missed 

 Pyloric stenosis 

 Intestinal obstruction * 

 Brain tumour or  ICP * 

 UTI in an infant 

 Diabetic ketoacidosis 

 Metabolic disorder (primary) 

 Sigmoid volvulus esp in neurodevelopmental children * 

 



Beware the child that vomits 



Cyclical vomiting syndrome 



We have a choice 

 Finish here  Or fit in an optional 

microteach 



Topics to cover 

 Gastrointestinal bleeding 

 Acute colitis 

 Caustic and foreign object ingestion 

 Relentless vomiting 

 Intussusception 

 Pancreatitis 

 Acute onset jaundice 

 Relentless vomiting 

 IV line sepsis 

 Acute diarrhoea 

 Appendicitis 

 Anaphylaxis 

 



Intussception 



Useful facts 

 Lead points found in <4% of children < 2 years 

 Risk factors - ? Adenovirus, old versions of rotavirus 

vaccine, ? Antibiotic usage,  

 Intussusception is the leading cause of small bowel 

intestinal obstruction in children 

 Up to a fifth are lethargic, hypotonic, altered LOC 

 Predictive symptoms: 

 Pain and vomiting 80% 

 Mass 60% 

 Bleeding 50% 

 



Management 

 Fluid resuscitation 

 If advanced, will need NG decompression, systemic 

antibiotics, may need ABC resus. 

 Xray is a useful investigation 

 Ultrasound 

 CT abdomen 

 



Reduction 

 Pneumatic reduction of intussusception using air and 

fluoroscopic guidance 

 Use of US as a way of monitoring reduction 

 Some studies with no radiological monitoring 

 Surgery if fails to reduce on 3-4 attempts, or rest for 2 

hours 

 Less likely to reduce: 

 Premature 

 Age > 2years 

 Symptoms >48hrs 

 Jejuno-ileal 



Do not advocate pneumatic reduction 

with a defined pathological lead point 

 



Type of Lead Point Number of Cases 

Total (n = 179) 

Meckel’s diverticulum 27 6 14 7 12 7 73 (40.8) 

Intestinal polyps 12 2 8 1 8 3 34 (19.0) 

Duplication cyst 4 4 5 2 3 1 19 (10.6) 

Lymphoma 5 1 1 6 3 1 17 (9.5) 

Henoch-Schönlein purpura   2 1   6   9 (5.0) 

Lymphoid hyperplasia       5 1   6 (3.4) 

Cystic fibrosis   2     4   6 (3.4) 

Appendiceal 

disease/mucocele 

    1 2 2 1 6 (3.4) 

Carcinoid 2           2 (1.1) 

Ectopic pancreatic tissue       2     2 (1.1) 

Neutropenic colitis         2   2 (1.1) 

Celiac disease   1         1 (0.6) 

Leiomyoma       1     1 (0.6) 

Leukemia   1         1 (0.6) 









Topics to cover 

 Gastrointestinal bleeding 

 Acute colitis 

 Caustic and foreign object ingestion 

 Relentless vomiting 

 Intussusception 

 Pancreatitis 

 Acute onset jaundice 

 Relentless vomiting 

 IV line sepsis 

 Acute diarrhoea 

 Appendicitis 

 Anaphylaxis 

 



Pancreatitis 



Common Rare 

Symptoms Abdominal pain 

Irritability in infants 

Nausea 

Vomiting 

Anorexia 

Back pain 

Jaundice 

Fever 

Feed intolerance 

Resp distress 

Signs Abdominal tenderness 

Abdominal distension 

Dehydration 

Turners sign 

Cullens sign 

Ascities 

Pleural effusion 



Investigations 

 Amylase or lipase > 3 times URL 

 US for pancreatic hypertrophy, dilated ducts, 

peripancreatic fluid, gallstones 

 CT is probably the best imaging modality 

 Then MRCP reveals pancreaticobiliary disorders 



treatment 

 Rapid and aggressive fluid management 

 Parenteral narcotics 

 Avoid starving the patient 

 Enteral nutrition within 24 hours 

 NG or NJ if necessary 

 Presently, opinion is to give a low fat diet 

 

 Can take 2 weeks to settle 

 Watch for complications 



Topics to cover 

 Gastrointestinal bleeding 

 Acute colitis 

 Caustic and foreign object ingestion 

 Relentless vomiting 

 Intussusception 

 Pancreatitis 

 Acute onset jaundice 

 Relentless vomiting 

 IV line sepsis 

 Acute diarrhoea 

 Appendicitis 

 Anaphylaxis 

 



Acute jaundice 



Colour of urine and stool DD 

 Gilbert’s syndrome 

 Viral hepatitis 

 Autoimmune hepatitis 

 Red cell anolmalies and 

haemolysis 

 Drugs 

 Veno occlusive disease 



Plan when faced with jaundice patients 

Haemolysing Not haemolysing 

 Call a haematologist 

 Take all your bloods 

before you transfuse e.g. 

G6PD etc 

 Sit and think about the 

most likely causes before 

sending off all bloods 

 US will be helpful 

 Often don’t need 

admitting 

 If confused, think 

metabolic and liver disease 



Topics to cover 

 Gastrointestinal bleeding 

 Acute colitis 

 Caustic and foreign object ingestion 

 Relentless vomiting 

 Intussusception 

 Pancreatitis 

 Acute onset jaundice 

 Relentless vomiting 

 IV line sepsis 

 Acute diarrhoea 

 Appendicitis 

 Anaphylaxis 

 



Intravenous Line sepsis 



 Numerous aspects of catheter care is in place to prevent 

line infection 

 Of those on home TPN at least 2.5 admission per year 

 1.2/1000 Home TPN days 

 Equal number of admissions for fever without catheter 

infection 



Approach to adopt 

 These central lines are precious – preserve them at every 

cost 

 Large volume blood cultures out of lines 

 Broad spectrum antibiotics 

 Admit 

 Hold off TPN for 24 hours 

 Consider delayed introduction of lipd or hyperglycaemic 

TPN 

 



Topics to cover 

 Gastrointestinal bleeding 

 Acute colitis 

 Caustic and foreign object ingestion 

 Relentless vomiting 

 Intussusception 

 Pancreatitis 

 Acute onset jaundice 

 Relentless vomiting 

 IV line sepsis 

 Acute diarrhoea 

 Appendicitis 

 Anaphylaxis 

 



 Freddie  weighs 10kg, age 14 months. 

 He vomited 8 times yesterday and had 4 watery stools 

and has not eaten or drunk for 24hrs. 

 He was warm, HR140/min, lethargic, warm peripherally, 

and had a dry nappy. 

 

 What is your first course of action? 















Infectious diarrhoea and rehydration 

Absorption 

Secretion 





omponent Old WHO ORS AAP ORS ESPGHAN ORS New Hypo-

osmolar WHO 

ORS 

Sodium 

(mmol/L) 

90 45 60 75 

Glucose 

(mmol/L) 

111 138 74-111 75 

Osmolarity 

(mmol/L) 

311 250 225-260 245 

Chloride 

(mmol/L) 

80 60 60 65 

Potassium 

(mmol/L) 

20 20 20 20 

Citrate (mmol/L) 10 10 10 10 



ORS is still under utilised 



Topics to cover 

 Gastrointestinal bleeding 

 Acute colitis 

 Caustic and foreign object ingestion 

 Relentless vomiting 

 Intussusception 

 Pancreatitis 

 Acute onset jaundice 

 Relentless vomiting 

 IV line sepsis 

 Acute diarrhoea 

 Appendicitis 

 Anaphylaxis 

 



Appendicitis 



 Argument for antibiotics has arisen whilst CT can be used 

to identify those with uncomplicated appendicitis in adults 

 We know the sensitivity and specificity of WBC and CRP 

in appendicitis in children J Paed Surg 2007 

 WBC or CRP  has sensitivity of 98% 

 US is a poor tool, CT is superior 



Fig 4 Antibiotic treatment versus appendicectomy for uncomplicated appendicitis: forest plot 

for complications.  

Varadhan K K et al. BMJ 2012;344:bmj.e2156 

©2012 by British Medical Journal Publishing Group 



 20% chance of reoccurence – 20% perforated 

 Need CT scan 

 Risks of an abscess 

 

 



Topics to cover 

 Gastrointestinal bleeding 

 Acute colitis 

 Caustic and foreign object ingestion 

 Relentless vomiting 

 Intussusception 

 Pancreatitis 

 Acute onset jaundice 

 Relentless vomiting 

 IV line sepsis 

 Acute diarrhoea 

 Appendicitis 

 Anaphylaxis 

 



Food reactions coming to ER 

















And one emergency for fun……. 





Bottom lines 

 Gastroscopy within 24 hours for GI bleeds 

 Acute colitics – PUCAI > 65, admit, start treatment, refer 

to GI centre and sigmoidoscopy before day 3 

 Caustic ingestions – gastroscopy and NG within 24 hours 

 Foreign objects – go get if they are nasty 

 Worry about relentless vomiting – it’s a quick route to 

the coroner 



Outcomes 

 Feel confident about conditions you see uncommonly 

 Understand initial care for ingestion of objects and caustic 

 Understand outcomes for conditions you should know 

about e.g. GI bleeding 

 Know which guidelines are out these already on common 

conditions 

 Know who needs transfer to a GI unit and who you can 

safely keep at your hospital 

 


