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Small intestinal bleeding accounts for 5
(GIB).In the modern era of capsule endoscopy, Angiodysplasia
a major cause of “obscure GIB”, particularly in the elderly. Due to the multifocal nature of 
Angiodysplasia, effective therapy is a challenge.  
from 20 to nearly 50%
presented to our institute with an acute recurrent upper GI bleeding originating from several 
angiodysplasia foci. Using capsule video endoscopy, followed by push enteroscopy and 
coagulation temporary hemostasis was done. Due to the nature of the lesions, recurrent bleeding 
episodes recurred and mandated the need of systemic treatment with somatostatin. 
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INTRODUCTION 
 
Small intestinal bleeding accounts for 5–10% of all causes of 
upper GIB (Longstreth, 1997). Capsule endoscopy and push 
enteroscopy have improved the ability to investigate and treat 
small bowel bleeding sources (Gunjan, 2014
of the small intestines is the most common cause of “obscure 
GIB” particularly in the elderly. It is an abnormally dilated, 
tortuous, thin-walled vessel, involving small capillaries, veins 
and arteries. Gastric and colonic angiodysplasia
markers for small bowel angiodysplasia (Gerson
Outcomes associated with treatment of small bowel vascular 
lesions as sources of bleeding have been disappointing and 
despite endoscopic therapy (mainly argon plasma coagulation 
and adrenalin injection), the recurrence rate after treatment 
range from 20 to 50%. Risk factors for recurrent bleeding from 
small bowel angiodysplasia have includes the n
vascular lesions, age over 65 years, presence of lesions in the 
jejunum, presence of cardiac valvular disease, chronic renal 
failure, usage of anticoagulant medication, and need for 
transfusion (Lepère, 2005). Somatostatin, another treatment 
option, reduces bleeding potential by the inhibition of
angiogenesis, decrease in splanchnic flow, increase in vascular 
resistance, and improved platelet aggregation
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ABSTRACT 

Small intestinal bleeding accounts for 5–10% of all patients presenting with gastrointestinal bleeding 
(GIB).In the modern era of capsule endoscopy, Angiodysplasias of the small intestine turned out to be 
a major cause of “obscure GIB”, particularly in the elderly. Due to the multifocal nature of 
Angiodysplasia, effective therapy is a challenge.  Recurrence rate after endoscopic treatment ranges 
from 20 to nearly 50%. Additional systemic therapy options are available. A 62 years old male was 
presented to our institute with an acute recurrent upper GI bleeding originating from several 
angiodysplasia foci. Using capsule video endoscopy, followed by push enteroscopy and 
coagulation temporary hemostasis was done. Due to the nature of the lesions, recurrent bleeding 
episodes recurred and mandated the need of systemic treatment with somatostatin. 
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Case presentation: 62 years old male was admitted to our 
institute in a clinical state of an acute upper GIB. He 
complained about severe weakness coincided with dark tarry 
stool. His medical record includes heavy smoking, primary 
hypertension, chronic renal failure and recen
for which he is treated with dual anti platelet medication 
(aspirin and clopidogrel). Upon initial evaluation, vital signs 
showed borderline blood pressure and tachycardia. Melena was 
observed on rectal examination. Blood count revealed 
normocytic normochromic anemia of 7 gram/l (a drop from 
baseline level of 12 gram/l two weeks earlier). The patient was 
resuscitated and stabilized using transfusion of packed RBCs. 
Clopidogrel treatment was discontinued. Urgent gastroscopy 
findings were mild erosive duodenitis, antral gastritis and few 
angiodyslasia with no signs of recent bleeding. Urease test was 
negative. Next, on colonoscopy small internal hemorrhoids and 
few non bleeding angiodysplastic lesions in the right colon 
were found (Fgure 1). Small bowel video capsule, as the next 
step to investigate this case of obscure small bowel bleeding, 
revealed many enteric angiodysplastic lesions, mostly along 
the proximal to mid small bowel, with several foci of intense 
oozing mainly in the proximal Je
enteroscopy was done screening approximately up to mid 
jejunum. 
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10% of all patients presenting with gastrointestinal bleeding 
of the small intestine turned out to be 
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62 years old male was admitted to our 
institute in a clinical state of an acute upper GIB. He 
complained about severe weakness coincided with dark tarry 
stool. His medical record includes heavy smoking, primary 
hypertension, chronic renal failure and recent ischemic stroke 
for which he is treated with dual anti platelet medication 
(aspirin and clopidogrel). Upon initial evaluation, vital signs 
showed borderline blood pressure and tachycardia. Melena was 
observed on rectal examination. Blood count revealed 
ormocytic normochromic anemia of 7 gram/l (a drop from 

baseline level of 12 gram/l two weeks earlier). The patient was 
resuscitated and stabilized using transfusion of packed RBCs. 
Clopidogrel treatment was discontinued. Urgent gastroscopy 

ld erosive duodenitis, antral gastritis and few 
angiodyslasia with no signs of recent bleeding. Urease test was 
negative. Next, on colonoscopy small internal hemorrhoids and 
few non bleeding angiodysplastic lesions in the right colon 

Small bowel video capsule, as the next 
step to investigate this case of obscure small bowel bleeding, 
revealed many enteric angiodysplastic lesions, mostly along 
the proximal to mid small bowel, with several foci of intense 

mainly in the proximal Jejunum (Figures 2, 3). Push 
enteroscopy was done screening approximately up to mid 
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Figure 1. Angiodysplasia – right colon (colonoscopy image- 
Olympus) 

 

 
 

Figure 2. Angiodysplasia oozing- proximal jejunum (video 
capsule endoscopy image- GIVEN) 

 

 
 

Figure 3. Angiodysplasia oozing- proximal jejunum (video 
capsule endoscopy image- GIVEN) 

 
 

Figure 4. Angiodysplasia proximal jejunum (push enteroscopy 
image- Olympus) 

 

 
Video 1: Angiodysplasia oozing in proximal jejunum (push enteroscopy 
image- Olympus). 

 
Figure 5: Angiodysplasia oozing in proximal jejunum (push 

enteroscopy image- Olympus) 
 

 
 

Figure 6. Angiodysplasia proximal jejunum – treated with 
adrenalin injection and argon plasma coagulation (push 

enteroscopy image- Olympus) 
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Consistent with the video capsule, endoscopy identified an 
obvious focus of active bleeding from angiodysplasia (figures 
4, 5, video 1). The lesion was treated successfully with diluted 
adrenalin followed by argon plasma coagulation (Fgure 6), the 
oozing stopped and patient was stabilized. Echocardiogram 
ruled out aortic valve stenosis. Two weeks later, the patient 
readmitted with recurrent upper GI bleeding. On repeated push 
enteroscopy, same multiple angiodysplastic lesions were 
observed but no source of bleeding was found, assuming that 
the culprit lesion is probably located more distally. Systemic 
treatment with somatostatin analogue was initialized with no 
recurrent bleeding episodes. 
 

DISCUSSION AND CONCLUSION 
 
Terminology shifted concerning obscure GI bleeding mainly 
due to the utilization of video capsule endoscopy. 
Angiodysplasia of the small intestines is the most common 
cause of “obscure GIB” particularly in the elderly. Outcomes 
associated with treatment (mainly in setting of multiple 
vascular lesions) have been disappointing with high recurrence 
rate. This case presents a patient with several risk factors for 
acute recurrent bleeding from small intestinal angiodysplastic 
lesion mainly dual antiplatlets use. Capsule endoscopy and 
argon plasma coagulation are modern tools profoundly 
contributed to the diagnosis and to the endoscopic treatment, 
however,   efficacy was limited. 
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