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Some causes of the Acute Gastrointestinal
Bleeding: Detection, Localization and
Treatment with Conventional
Angiography

Akut Gastrointestinal Kanamanin Bazi Sebepleri:
Tespit, Lokalizasyon ve Konvansiyonel Tedavi

Anjiyografi
Background

Acute gastrointestinal (GI) bleeding is a medical emergency situation with high mor-
bidity and mortality rates (1). Acute GI bleeding is divided into two catagories by ana-
tomic landmark, the ligament of Treitz (2). Acute GI bleeding which is above the liga-
ment of Treitz, is called upper GI bleeding, and have 8% to 14% mortality rates (3.4).
When it is localized below the ligament of Treitz, lower GI bleeding, have 3.6 % to 18
% mortality rates (5,6).Then it is important to find the localization of bleeding.

Diagnostic modalities used for the detection and localization of acute GI bleeding
is endoscopy, colonscopy, radyonucleide imaging, conventional angiography or contrast
enhanced multi-detector row helical computed tomography (7).

In this article, we provide an overview of GI bleeding causes which was detected
and treatead by conventional angiography.

Oz

Akut gastrointestinal (GI) kanama yiiksek morbidite ve mortalite oranina sebep olan
tibbi bir acildir (1). Akut GI kanama anatomik isaret yeri olan Treitz ligamanina gore
iki kategoriye ayrilmistir (2). Treitz ligamanimna gore iistte yerlesen ve % 8-14 mortali-
tesi olan akut GI kanamaya tist GI kanamasi denir (3,4). Treitz ligamanmin altinda yer-
lesirse, % 3.6-18 mortalite oranma sahip ise alt GI kanamadir.

Akut GI kanamasimi bulmak ve lokalize etmek i¢in kullanilan teshis yontemleri; en-
doskopi, kolonoskopi, radyoniikleer goriintiileme, konvansiyonel anjiografi veya kont-
rastl multidedektor helikal sirali bilgisayarli tomografidir (7).

Bu makalede, konvansiyonel anjiografi il saptanan ve tedavi edilebilen GI kanama
nedenlerine genel bir bakis sunuyoruz.

Findings and Procedure Details

Acute gastrointestinal (GI) bleeding an important situation that must be faced and very
immediate intervention because of its high mortality rates in the emergency department.
GI bleeding is diveded in two catagories upper or lower GI tract which is based on the li-
gament of Treitz. Mortality rates have been reported to vary from 8 % to 14 % for patients
with acute upper GI bleeding and from 3.6% to 18% for those with acute lower GI bleeding.



After stabilization of the patient diagnostic measures for
localization the source of bleeding must be done. If the he-
morrhage is localized upper GI tract the first diagnostic pro-
cedure is endoscopy whereas patients with lower GI tract
bleeding undergo colonoscopy, (capsule) endoscopy, con-
ventional angiography radionuclide imaging or contrast en-
hanced multi- detector row helical computed tomography.
With conventional angiography definitive diagnosis and tre-
atment can be done.

In this pictorial essay, we present a few examples of GI
tract bleeding which was diagnosed and treated by conven-
tional angiography.

Acute gastrointestinal (GI) bleeding is a medical emer-
gency situation with high morbidity and mortality rates (1).
Acute GI bleeding is divided into two catagories by anato-
mic landmark, the ligament of Treitz (2). Acute GI bleeding
which is above the ligament of Treitz, is called upper GI blee-
ding, and have 8% to 14% mortality rates (3.4). When it is
localized below the ligament of Treitz, lower GI bleeding,
have 3.6% to 18% mortality rates (5,6).Then it is important
to find the localization of bleeding. Diagnostic modalities
used for the detection and localization of acute GI bleeding
is endoscopy, colonscopy, radyonucleide imaging, conven-
tional angiography or contrast enhanced multi-detector row
helical computed tomography (7). In this article, we pro-
vide an overview of GI bleeding causes which was detec-
ted and treatead by conventional angiography.

Angiodysplasia

Angiodysplasia is a frequent of haemorrhage in the lo-
wer intestinal tract and mostly seen in old patients ectatic,
dilated, thin-walled vessels that are lined by endothelium is
what we see in angiodysplasia (8). The pathogenesis of an-
giodysplasia is intermittant, recurrent low-grade obstructi-
on of submucosal veins at the level of the muscularis prop-
ria and it causes dilatation and tortuosity of the vessels. It
is mostly seen in cecum and right colon where wall tensi-
on is the highest (8).

Angiodysplasia is usually diagnosed by endoscopy be-
ing done to evoluate gastrointestinal bleeding. With CT an-
giography we can see a group of hypertrophied vessels in
the colonic wall, early filling veins as well as supplying en-
larged artery (9) (Figure 1).

Angiography may help to localize the site of bleeding and
permit embolization or infusion of vasopressin to stop the
bleeding (10) (Figure 2 and Figure 3).

Segmental Arterial Mediolysis
Segmental arterial mediolysis is a rare arteriopathy exists
most commonly in the late middle age and elderly popula-

Fig. 1: 78-year-old woman with GI bleeding, CT angiography
shows hypertrophied vessel in the cecum wall (arrow).

Fig. 2: Conventional angiography demostrates the enlarged
vessel (arrow)

Fig. 3: 58-year-old female suffering from hematochezia, con-
ventional angiography shows the enlarged vessels in the cecum

wall

tion and is characterized by dissecting aneurysms resulting
from lysis of the outer media of the arterial wall (11). The
most common presentation is acute abdominal pain and he-

morrhage resulting from arterial rupture or dissection from
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the weekened arterial wall.

The histopathologic lesions of segmental arterial medi-
olysis are; mediolysis, seperation, arterial gaps, and repe-
rative fibrosis (12). The angiographic appearance of segmen-
tal arterial mediolysis is variable, such as arterial dilatati-
on to aneurysm formation(single or multiple), stenoses or
occlusion, frequently with dissection (Figure 4). The diffe-
rential diagnosis of segmental arterial mediolysis are athe-
rosclerosis, fibromusculer dysplasia, infection (e.g.myco-
tic aneurysm and endocarditis), connective tissue diseases
(e.g. Behcet's disease and polyarteritis nodosa), neurofib-
romatosis, and inherited defects in vessel wall structural pro-
teins (e.g. type 4 Ehler Danlos and Marfan's Syndrome) (13).

Gastroduodenal Artery Pseudoaneurysm:

Visceral artery pseudoaneurysms are rare but life-threa-
tening conditions if rupture occures. Pseudoaneurysms oc-
cur if there is vasculer injuries or erosions such as in trau-
ma or inflammation (i.e. pancreatitis, autoimmune disorders,

vascular intervention, laporoscopic cholecystectomy and he-

patic transplantation) (14,15).

Pancreatitis is the most common cause of the gastroduo-
denal artery aneurysm. The other conditions associated with
gastroduodenal artery aneurysm are ethanol abuse, peptic
ulcer disease and cholecystectomy (14,16).

Common presenting symptoms of gastroduodenal artery
aneurysm are rupture (hematemesis, melena, shock), abdo-
minal pain, gastric outlet obstruction, compressive symptoms
( nause, vomitting), hemobilia/hemosuccus pancreaticus, pul-
satile abdominal mass/bruit or patients may be asymptoma-
tic (14).

Although conventional angiography is the gold standart
for the detecting gastroduodenal pseudoaneurysms compu-
tered tomography is a good choice to localize the aneurysm
with its relations to surrounding structures non invazivly (14)
(Figure 5).

Treatment of the gastroduodenal artery pseudoane-
urysm depends on the presenting symptom, the location of
the aneurysm and general condition of the patient. Surgical

Fig. 4: 58-year-old woman with abondan GI bleeding because of the spontan splenic artery rupture in the CT image(a). Conven-

tional angiography shows splenic aneurysm and extravazation (b).

Fig. 5: Contrast-enhanced abdominal CT of a 38-year-old male suffering from abdominal pain and melena because of the peptic

ulcer. In duodenum segment 2 peptic ulcers that cause gastroduodenal artery pseudoaneurysm are seen.
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Fig. 6: 46-year-old man with melena, contrast enhanced CT shows gastroduodenal pseudoaneurysm, selektive gastroduodenal ar-

tery angiography, and embolization (c,arrow)

resection or ligation of the aneurysm and endovascular tre-
atment such as trans-catheter embolization are the choices
(Figure 6). If patient hemodynamically unstable because of
the aneurysmal rupture ligation or bypass surgery must be
choiced. But if the patient is stable the less invasive endo-
vascular options should be prefered (14,17).

Conclusion

Gastrointestinal bleeding is an emergency condition that
has high mortality rates. Localization and teratment must be
done as soon as possible. Radiologic imaging technics such
as CT and angiography are helpful for detection. If the pa-
tient is stable conventional angiography can be done for de-
tection and treatment, and there will be no need to operate
the patient.

References

1. Jaeckle T, Stuber G, Hoffmann MHK, Freund W, Schmitz BL, Asc-
hoff AJ. Acute gastrointestinal bleeding: Value of MDCT. Abdom Ima-
ging 2008; 33:285-293.

2. Yoon W, Jeong YY, Kim JK. Acute gastrointestinal bleeding: contrast-
enhanced MDCT. Abdom Imaging 2006, 31:1-8.

3. Sanders DS, Perry MJ, Jones SGW, et al. Effectiveness of an upper-
gastrointestinal haemorrhage unit: a prospective analysis of 900 con-
secutive cases using the Rockall score as a method of risk standar-
dization. Eur J Gastroenterol Hepatol 2004; 16.:487-494

4. Van Leerdam ME, Vreeburg EM, Rauws EAJ, et al. Acute upper GI
bleeding: did anything change? Time trend analysis of incidence and
outcome of acute upper GI bleeding between 1993/1994 and 2000.
Am J Gastroenterol 2003,98:1494-1499

5. Longstreth GF. Epidemiology and outcome of patients hospitalized
with acute lower gastrointestinal hemorrhage. a population-based
study. Am J Gastroenterol 1997,92:419-424

6. Anthony T, Penta P, Todd RD, et al. Rebleeding and survival after

10.

11.

12.
13.

4.

15.

16.

17.

acute lower gastrointestinal bleeding. Am J Surg 2004, 188.:485-490
Stuber T, Hoffinann MHK, Stuber G, Klass O, Feuerlein S, Aschoff
AJ. Pitfalls in detection of acute gastrointestinal bleeding with mul-
ti-detector row helical CT. Abdom Imaging 2009,34:476-482
Boley SJ, DiBiase A, Brandt LJ, Sammartano RJ. Lower intestinal
bleeding in the elderly. Am J Surg 1979, 137:57.

Laing CJ, Tobias T, Rosenblum DI, Banker WL, Tseng L, Tamar-
kin SW. Acute Gastrointestinal Bleeding: Emerging Role of Multi-
detector CT Angiography and Review of Current Imaging Techniques.
Radiographics 2007,;27:1055-1070.

Uflacker R. Transcatheter embolization for treatment of acute lower
intestinal bleeding. Acta Radiol 1987;28:425.

Slavin RE. Segmental arterial mediolysis: course, sequelae, progno-
sis, and pathologic-radiologic correlation. Cardiovascular Patho-
logy 2009,18:352-360.

Chao CP. Seminars in Interventional Radiology. 2009,;26:224-32.
Baker-LePain JC, Stone DH, Mattis A, Nakamura MC, Fye KH. Cli-
nical Diagnosis of Segmental Arterial Mediolysis: Differentiation from
Vasculitis and Other Mimics. Arthritis Care Res (Hoboken)
2010,;62:1655-1660.

Habib N, Hassan S, Abdou R, Torbey E, Alkaied H, Maniatis T, Azab
B, Chalhoub M, Harris K. Gastroduodenal artery aneurysm, diag-
nosis,clinical presentation and management: a concise review. An-
nals of Surgical Innovation and Research 2013;7:4

Iyori K, Horigome M, Yumoto S, Yamadera Y, Saigusa Y, lida F, et
al. Aneurysm of the gastroduodenal artery associated with absence
of the celiac axis: report of a case. Surg Today 2004,34.:360-362.
Shanley CJ, Shah NL, Messina LM. Uncommon splanchnic artery
aneurysms: pancreaticoduodenal, gastroduodenal, superior mesen-
teric, inferior mesenteric, and colic. Ann Vasc Surg 1996;10:506-515.
Chong WW, Tan SG, Htoo MM. Endovascular treatment of gastro-
duodenal artery aneurysm. Asian Cardiovasc
Ann 2008;16:68-72.

Thorac

www.kliniktipdergisi.com | 35





