
 

 - 1 - 

 
 

GI Haemorrhage Study 
 

Study protocol 
 
 
Expert Group Members 
 
Dr Peter Bungay    Consultant Interventional Radiologist, Derby 
Dr Mark Donnelly   Consultant Gastroenterologist, Sheffield  
Mr Dan Greer   Pharmacist, Leeds 
Dr Vipul Jairath  NIHR Clinical Lecturer, University of Oxford 
Dr Michael Mitchell  Consultant Gastroenterologist, Belfast 
Professor Mike Murphy Consultant Haematologist, Oxford 
Dr James O’Beirne    Consultant Hepatologist, London 
Mr Derek O’Reilly  Consultant Hepatobiliary & Pancreatic Surgeon, Manchester 
Mr Jared Torkington   Consultant Colorectal Surgeon, Cardiff   
Professor Julia Wendon Consultant Critical Care, London 
 
 
 
NCEPOD Steering Group Members 
 
Dr Anne McCune  Consultant Hepatologist, Bristol  
 
 
NCEPOD Clinical Coordinators 
 
Dr Simon McPherson  Consultant Interventional Radiologist, Leeds 
Dr Mark Juniper  Consultant Physician, Swindon 
Mr Martin Sinclair  Consultant General Surgeon, Ipswich 
 
 
NCEPOD Non clinical staff 
 
Dr Marisa Mason  Chief Executive 
Dr Neil Smith   Deputy Chief Executive 
Miss Kathryn Kelly  Researcher 
Miss Donna Ellis  Administrative Officer 



 

 - 2 - 

Introduction 

 

Gastrointestinal Haemorrhage (GIH) is a common cause of hospital admission (incidence 

100/100,000 adults annually) and death. The overall in-hospital mortality is 10% and is 

attributed to a combination of advanced age, multiple co-morbidities, and high transfusion 

requirements, rather than exsanguination. When GIH complicates other severe illnesses, 

the mortality is much higher (26% vs 7%) [1]. Upper GIH is 4 times commoner than lower 

GIH. 9000 UK patients die annually from upper GIH alone [1]. Evidence of widespread 

variation in the availability of services was published in 2010 [2]. 

 

Whilst UK overall mortality rates have improved from 14% to 10% in the past 20 years, 

other European countries have improved to 7% [1,3,4].  A USA study in 2009, showed 

significantly excess mortality at weekends [5]: findings that are likely to be replicated in the 

UK. 

 

GIH is managed by both medical and surgical teams and requires a multidisciplinary 

approach. Management differs between upper and lower GIH. Upper GIH is managed by 

supportive therapy, pharmacologically, endoscopic treatment, interventional radiology 

(embolisation), and open surgery. Lower GIH is managed by supportive therapy, 

diagnostic and interventional radiology or open surgery. 

 

Each unit of blood transfusion increases the chance of death (coagulopathy/multi-organ 

failure). Rapid definitive treatment reduces mortality but depends on appropriate staff and 

resources being available [6]. 

 

CT scanners are now highly sensitive at localising acute GIH. Extensive evidence 

demonstrates the benefit of utilising this non-invasive technique but its use out of hours is 

unknown [7]. 

 

When endoscopic treatment fails, embolisation has the same therapeutic success as 

surgery but with lower mortality and morbidity [8].  It is currently underutilised [1]. The 

reasons are probably multi-factorial with factors including non-inclusion on care-pathways, 

education and lack of 24 hour availability (perceived and real). 
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Guidelines and standards 

  

Scottish Intercollegiate Guidelines Network [SIGN] Guideline No. 105, Management of 

acute upper and lower gastrointestinal bleeding ISBN 978 1 905813 37 7,  2008 

 

NICE Clinical Guideline 141 Acute Upper Gastrointestinal Bleeding - Management  2012 

 

Following NICE CG141  

National costing report: acute upper gastrointestinal bleeding was produced in June 2012. 

http://www.nice.org.uk/nicemedia/live/13762/59577/59577.pdf 
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Royal College of Radiologists /British Society of Interventional Radiologists, British Society 

of Gastroenterology, Association of Coloproctology, The Joint Advisory Group on 

Gastrointestinal Endoscopy, The Association of Upper Gastrointestinal Surgeons, The 

Royal College of Physicians. 
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Aims and Objectives  

 

Aim 

To identify the remediable factors in the quality of care provided to patients treated for GI 

haemorrhage. 

 

Objectives  

Based on the issues raised by the expert group, the objectives of this study are to collect 

information on the following:  

 

� The quality of assessment including risk stratification and early warning scores 

� Referral pathways:  including who the patient is admitted under/transferred to 

� Delays in treatment   

o Endoscopy, CT, interventional radiology, surgery 

 

� Inequalities in treatment   

o Secondary vs tertiary 

o Geographical 

 

� Assess the use of escalated care and anaesthetic support for interventions. 

 

� Identify futile/inappropriate interventions  

 

Methodology  

Population/Inclusions  

Patients aged 16 years or older that were coded for a diagnosis of GI haemorrhage and 

admitted to hospital between 1st January 2013 and 30th April 2013 inclusive. The included 

ICD10 codes are: 

 

I85.0  Oesophageal varices with bleeding 

K92.0  Haematemesis 

K92.1  Melaena 

K92.2  Gastrointestinal haemorrhage, unspecified gastrointestinal bleeding 

K25.0  Gastric ulcer, acute with haemorrhage 

K25.2  Gastric ulcer, acute with both haemorrhage and perforation 

K26.0  Duodenal ulcer, acute with haemorrhage 
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K26.2  Duodenal ulcer, acute with both haemorrhage and perforation 

K27.0  Peptic ulcer, site unspecified, acute with haemorrhage 

K27.2 Peptic ulcer, site unspecified, acute with both haemorrhage and perforation 

K28.0  Gastrojejunal ulcer, acute with haemorrhage 

K28.2  Gastrojejunal ulcer, acute with both haemorrhage and perforation 

K29.0  Acute haemorrhagic gastritis 

 

Exclusions 

Patients admitted as a day case will be excluded from the study. 

 

Case identification 

Local Reporters will be asked to complete a predefined spreadsheet listing all patients that 

meet the inclusion criteria. Details on any procedures performed (OPCS codes) and the 

amount of blood, if any, transfused will also be collected along with details of the 

discharging clinician. The blood data will be used as an indicator of the more severe 

bleeders.  

 

Since both lower and upper GI haemorrhage patients will be included, information on all 

diagnosis codes will be collected to help determine the likely source (lower or upper) of 

bleeding. This will enable the biased sampling of cases so sufficient ‘severe’ lower GI 

bleeders are included in the peer review sample. 

 

It may be necessary to verify the severity of bleeding and type of GI bleed (lower or upper) 

with the clinician questionnaire, prior to requesting photocopied casenote extracts for the 

peer review sample. 

 



 

* The number of units of blood that is used to determine the group of ‘severe 

bleeders’ is subject to change

Figure 1 

 

Sample size  

A sample size of approximately 

group’ (see figure 1) for clinician questionnaire dissemination and 

number of cases included will be limited to a maximum of 

  

Method of data collection

Spreadsheet 

As above, cases will be identified using a data collection spreadsheet. This will identify all 

patients meeting the study inclusion criteria, and include th

birth, diagnosis codes (ICD10), procedure codes (OPCS), blood transfusion data, 

admission and discharge dates and the name of the discharging consultant. 

 

Clinical questionnaire 

A questionnaire will be sent to the consultant who was responsible for the patient’s care at 

the time of discharge. This will collect data around the objectives listed above. 
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* The number of units of blood that is used to determine the group of ‘severe 

bleeders’ is subject to change 

approximately 500 patients will be selected from the ‘severe bleeding 

for clinician questionnaire dissemination and case note 

included will be limited to a maximum of five per hospital

ata collection 

As above, cases will be identified using a data collection spreadsheet. This will identify all 

patients meeting the study inclusion criteria, and include the patient’s NHS number, date of 

birth, diagnosis codes (ICD10), procedure codes (OPCS), blood transfusion data, 

admission and discharge dates and the name of the discharging consultant. 

A questionnaire will be sent to the consultant who was responsible for the patient’s care at 

the time of discharge. This will collect data around the objectives listed above. 

All GI Haemorrhage patients 
admitted  between Jan 1st - April 

30th 2013 inclusive (ICD10 
codes)

Blood 
transfusion 

data

*Severe 
bleeders (≥ 4 
units of blood)

Up to 5 cases per 
hospital to be selected 

for peer review

Less severe 
bleeders (< 4 
units of blood)

 

 

* The number of units of blood that is used to determine the group of ‘severe 

from the ‘severe bleeding 

case note review. The 

per hospital. 

As above, cases will be identified using a data collection spreadsheet. This will identify all 

e patient’s NHS number, date of 

birth, diagnosis codes (ICD10), procedure codes (OPCS), blood transfusion data, 

admission and discharge dates and the name of the discharging consultant.  

A questionnaire will be sent to the consultant who was responsible for the patient’s care at 

the time of discharge. This will collect data around the objectives listed above.  
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Casenotes 

Photocopies of the case notes of each included patient will be requested at the time of 

questionnaire dissemination. A list detailing the required case note extracts will be 

included with each questionnaire. 

 

Organisational questionnaire 

An organisational questionnaire collecting information regarding facilities, equipment, 

policies and guidelines relevant to the management of patients with a GI haemorrhage will 

be sent to the NCEPOD Local Reporter. We ask that the Local Reporter liaise with the 

relevant person(s) that can accurately complete the questionnaire.  

 

Participating sites 

Data will be collected from all hospitals in England, Wales, Northern Ireland, the Channel 

Islands and the Isle of Man. Scotland is not included but Scotland will be made aware of 

the work through links with the Scottish Audit of Surgical Mortality, with whom NCEPOD 

has excellent links. Data will be collected from NHS and large independent sector hospital 

groups, as well as many of the smaller private hospitals. 

 

Pilot Study 

A pilot study will be undertaken prior to ensure the data collection methods and 

questionnaires are robust. 

 

Review of cases and analysis 

Advisor group 

A multidisciplinary advisory group will be recruited to review the data and to provide expert 

opinion on the process of care and management of patients who been diagnosed with a 

GIH.  

 

Assessment form 

For each case included in the peer review the Advisors will be asked to complete a 

questionnaire outlining details of the case and giving their opinion on the quality of care 

provided to the patient. 

 

Analysis 

Questionnaire data will be electronically scanned into a preset database. Data will be 

analysed quantitatively and qualitatively 
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Confidentiality and data protection 

Once the data have been extracted by the NCEPOD researchers, the questionnaires and 

casenotes will be anonymised to remove patient identifiers prior to review by the Advisory 

Group. 

All electronic data are held in password protected files and all paper documents in locked 

filing cabinets. As soon as possible after receipt of data NCEPOD will encrypt electronic 

identifiers and anonymise paper documents. Section 251 approval has been obtained to 

perform this study without the use of patient consent. 

 

Dissemination 

On completion of this study a report will be published and widely disseminated. 
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Form the Expert Group                      

Write the protocol                         

Design the questionnaire                        

Write the strategy of analysis                        

Write the database                         

Advertise the study with participants                        

Advertise for Advisors                        

Test data collection methods                         

Meet with Expert Group                          

Start data collection               

Run Advisor meetings                 

Data analysis                        

Presentation to Experts and Advisors                          

Presentation to Steering Group                           

Presentation to CORP IAG                          

Write the report                     

First draft to reviewers                          

Second draft to reviewers                          

Report design and print if appropriate                         

Embargo copies sent                          

Publish the report                          

Disseminate findings                          

 


