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Case 1  
RoongruedeeChaiteerakij,MD.

RungsunReknimitr,MD.

 

 A45-year-oldmalepatientwithunderlyingalcoholiccirrhosiscametotheemergency

departmentduetomassivehematemesis.Heunderwentgastroduodenoscopy.

	 The	figure	was	shown	below.	

 The findingwas tortuous dilated submucosal vesselswith red spot surroundingwith small

whitishpatchontop(whitenipplesign(arrow))atthesecondpartofduodenum.

 Thediagnosiswasduodenalvariceswithstigmataofrecentbleeding,“whitenipplesign”which

is a plug of platelet fibrin on varix and the patientwas treatedwith tissue adhesive n-butyl-2-

cyanoacrylate(Histoacryl)injection.

 Differentialdiagnosiswassubmucosalfoldsoftheduodenumanddilatedveins.

Part 3 
Small and Large Intestine 
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Discussion 
 Gastroesophageal varicesarecommonly found inpatientswithportal

hypertension,however,variceslocatedatothersitescalledectopicvaricescan

befoundwhichareusuallyinsmallintestineandcolon.Duodenalvarixisoften

detected in the second and third part of duodenum and caused by

retroperitoneal porto-systemic shunt due to portal vein obstruction. The

collateral vesselsoriginate frompancreatoduodenal veinanddrain to inferior

venacavaviaretroperitonealvein1.Bleedingduodenalvaricesrarelyoccursince

these tend tohave a smaller diameter and shorter length thanesophageal

varices,moreover,theyareusuallylocateddeeperandmainlyontheserosaof

theduodenum1, incontrast to thesubmucosalpositionofesophagealvarices.

However,itcanalsobeinsubmucosallayer,asnotedinthiscase,andcause

massiveandlife-threateningbleeding.

 The physicians should be aware the possibility of bleeding ectopic

varices in patientswith portal hypertensionpresentingwith gastrointestinal

hemorrhageofunknownorigin and thebleedingduodenal varicesshouldbe

consideredincasesofhemorrhagefromduodenumalthoughtheduodenalulcer

ismoreoftenthecorrectdiagnosis.

 Although, there is no consensus in treatment for bleedingduodenal

varix due to the rarity of this entity, endoscopic procedure including band

ligation, sclerotherapy2, tissue adhesive injection3 or clipping should be

considered as the first line therapy.Surgical procedures, such asduodenal

resectionor extrahepatic portosystemic shunts4, or interventional radiologic

therapywith transileocolic vein obliteration or balloon-occluded retrograde

transvenousobliteration5arealternativetreatmenttostopbleedingafterfailure

ofendoscopictherapy.
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Case 2 
SombatTreeprasertsuk,MD.

VarochaMahachai,MD.



 A55year-oldfemalepresentwithobscureGIbleedingandreferredfor investigations.Shegot

EGDandcolonoscopy lastweek fromprivatehospitalandshowednormalstudy.Physicalexamination

showedstablevitalsignswithlowhemoglobinlevelwhichdroppedfrom13to8gm/dlwithin2weeks.

Stooloccultbloodalsoshowedpositive.HehadhistoryofdiabetesandhypertensionandonASAfor

primarypreventionofcardiovascularevent.Doubleballoonendoscopywasdoneandshownasfigure1-4

 Doubleballoonendoscopicfindingsshowedmultiplesmallulcerat3rdto4thpartofduodenum.

Therewasoneulcershowedswelling,erythematousandcleanbased.Therewasnoanyothermucosal

lesionorintestinalbloodycontent(downwardfromoralroutinabout200cm.estimatedfrom10times

ofDBEinsertion).Thefinaldiagnosiswassmallbowelulcermayberelatedtoaspirin.
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Discussion 
 Non-steroidal anti-inflammatory drugs (NSAIDs) is oneof themajor causeofgastrointestinal

complication.NSAIDsenteropathyisacommonconditionbutmaybeunderdiagnosedduetothefacility

togetdiagnosis.AhighlevelofclinicalsuspicioninNSAIDsuserswhohaveoccultGIbloodloss,hypo-

albuminemia,obstructiveGIsymptomsandhistoryoflong-termNSAIDsuse(>6months)isimportantto

get thediagnosis. Threehithypothesisofsmallbowel injurybyNSAIDscomposedof the following

step: firstly NSAIDswhich is the lipid-solubleweak acidsmay interactwith surfacemembrane

phospholipids and cause direct damage of enterocyte mitochondria by uncoupling oxidative

phosphorylation.Thisstepmaybereversedbymetronidazole,whichcanreducedmitochondrialoxygen

consumption.Secondly,aftermitochondrialdamageoccurred, it leadedtointracellularenergydepletion,

fluxofcalciumandsecondarygenerationof freeradicals.Consequently, thebreakdownof intercellular

integrity occurred and increased intestinal permeability. Lastly, enterocytewasmore vulnerable to

damageby intraluminal intestinal contents forexamplebile, food,bacteriaandenzymes1-3.Treatment

withavoidanceofNSAIDSisrecommendedandPPIsmayprotectagainstNSAIDenteropathy.PPImay

behelpful by antisecretory actions, anti-inflammatory, anti-oxidativemechanismandotherprotective

mechanisms4.Other treatmentwith antibiotics such as metronidazole, sulphasalazine is under

investigationsandneedmoreevidencesforclinicaluse5-6.
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Case 3 
NathayaTangmankongworakoon,MD.

SombatTreeprasertsuk,MD.



 A90year-oldfemalepresentwithhematocheziaandgotEGDandcolonoscopy last2week

fromprivatehospitalandshowednormalstudy.Wirelesscapsuleendoscopy (WCE)wasperformed

andshowedasfigures:

 WCEshowedmultipleabnormalvascular lesions insmall intestinevary insizeandshape.The

finaldiagnosisisangiodysplasiasofsmallintestine.
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Discussion  
 Avascular lesion,angiodysplasiamaypresentwithactivehemorrhage inabout60%andsome
patientspresentwithrecurrentGIbleeding1.Mostcommonsiteofthislesionisincolonbutitfoundin
smallintestinein15-20%ofangiodysplasia.Wirelesscapsuleendoscopy(WCE)hasbecomeavaluable
toolforthedetectionofthislesion.ThediagnosticyieldofWCEforobscuregastrointestinal(GI)bleeding
has been established of 60%and angiodysplasiawas one of themost commondiagnoses2.New
instrumentsuchasdouble-balloonenteroscopy (DBE) isalsoauseful,safeandwell-toleratedmethod
withahighdiagnosticandtherapeutic impactforangiodysplasia3.ThediagnosticefficacyofbothWCE
(65%)andDBE (53%)wasnotsignificantlydifferent.However,DBEhasabetter roleof therapeutic
aspect4.Rebleedingafterendoscopicinterventionisoneofthemajorconcernandmayoccurredinabout
20%ofGIbleedingpatientscausedbyangiodysplasias5. For thepharmacologic therapy, therewasa
studyshowedthatThalidomidehadapotentinhibitorofangiogenesisinexperimentalmodels.Itmight
regulatedvesselgrowthorhadantiangiogeniceffect. Itsdosageof100mg.daily, for3monthswith
meanfollow-upof3yearsshowedsubstantialimprovementsinthenumber,size,andcolorintensityof

angiodysplasiasbutitneededmoreinformationbeforeusinginclinicalpractice6.

References 
 1.Marcuard SP, Weinstock JV. Gastrointestinal angiodysplasia in renal failure. J Clin
Gastroenterol1988;10:482-4.
 2.LeeBJ,ChunHJ,KooJS,KeumB,ParkSH,KimduR,KwonYD,KimYS,JeanYT,LeeHS,
UmSH,LeeSW,ChoiJH,KimCD,RyuHS.[Analysisofthefactorsthataffectthediagnosticyieldof
capsule endoscopy in patientswith obscure gastrointestinal bleeding]. Korean J Gastroenterol
2007;49:79-84.
 3.Cazzato IA, CammarotaG,Nista EC, Cesaro P, Sparano L, BonomoV,Gasbarrini GB,
GasbarriniA.Diagnosticandtherapeutic impactofdouble-balloonenteroscopy(DBE) inaseriesof100
patientswithsuspectedsmallboweldiseases.DigLiverDis2007;39:483-7.
 4.OhmiyaN,YanoT,YamamotoH,ArakawaD,NakamuraM,HondaW, ItohA,HirookaY,
NiwaY,MaedaO,AndoT,YaoT,MatsuiT,IidaM,TanakaS,ChibaT,SakamotoC,SuganoK,GotoH.
Diagnosis and treatment of obscureGI bleeding at double balloonendoscopy.GastrointestEndosc
2007;66:S72-7.
 5.HsuCM,ChiuCT,SuMY,LinWP,ChenPC,ChenCH.Theoutcomeassessmentofdouble-
balloonenteroscopyfordiagnosingandmanagingpatientswithobscuregastrointestinalbleeding.DigDis
Sci2007;52:162-6.
 6.Bauditz J, LochsH,VoderholzerW.Macroscopic appearanceof intestinal angiodysplasias
underantiangiogenictreatmentwiththalidomide.Endoscopy2006;38:1036-9.



Atlas of GI. Endoscopy The Series of Interest 

76

Sm
all and Large Intestine 

Case 4  
NathavutSirimontaporn,MD.

SombatTreeprasertsuk,MD.



 A75yearsoldmale,admitatcoronarycareunitbecauseofsevereischemiccardiomyopathy.

During admission, hedeveloped cardiogenic shockwith ischemic stroke. Then, vasopressor and

aspirinweregiven,andhisclinicalsymptomwas improved .Fewdays later,hepassedbright red

bloodstool,andsigmoidoscopywasperformedandshownaspictures.

 Sigmoidoscopic	findings	:Rectum:

largerectalulcerwithfriabilitymucosasize3x3

cm. at 5 cm. above anal verge with 2-3

hemorrhagic spot. Argon plasma coagulation

was appl ied at lesion without immediate

complication.
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Discussion 
 Acutehemorrhagic rectal ulcer syndrome (AHRUS) is characterizedby suddenonset,

painless,andmassivehemorrhagefromrectalulcer(s)inpatientswithseriousunderlyingillnesses.

ItwasfirstreportedinJapan1.Thediagnosedbasedonthefollowingcriteria1)suddenonsetof

painless,massiverectalbleeding;2)seriousunderlyingdisorders;3)presenceofulcerationswith

ongoingbleedingorstigmataofrecentbleedingintherectum,asconfirmedbycolonoscopy;and

4) stool or biopsy cultureswerenegative2. The colonoscopic findingsor rectal ulcersusually

appeared as round, geographical, or Dieulafoy-like ulcerwithout significant surrounding

inflammation, exudates, or ecchymosis. Histopathologic findings of rectal ulcer(s) showed

evidenceofnecrosiswithdenudationofcoveringepithelium,hemorrhage,andmultiplethrombiin

thevesselsof theepitheliumandunderlyingstroma.DifferentialdiagnosisofAHRUS includes

solitaryrectalulcersyndrome(SRUS)whichoftenoccursinyoungadultswithaprevioushistory

ofconstipation, self-digitation. Stercoralulcerwhichchronicconstipationalwaysprecedes the

occurrenceof thedisease, andsometimes residual solid fecalmasscanbe found. Infectious

rectalulcersisimportanttobeexcludedbystoolexaminationorrectalbiopsyorcultures.AHRUS

canbe treatedby local cauterization, local injectionwithhemostasisagents,orsuture ligation.

However, themanagementofunderlyingdiseaseandhemodynamicstabilizationwill easeand

reliefthisproblems.
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