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Yikes!

• Focus on the 5% of GIB that are obscure, and 
often problematic

• Look at the definitions & evidence

• Useful tools & tips for challenging cases

• Add in key aspects from UGI and LGIB 
literature

• Incorporate case learning



Definitions

• Obscure GIB – ‘bleeding of unknown origin 
that persists despite bidirectional endoscopy’

– Overt - visible

– Occult – ‘invisible’ +/- IDA

• Suspected small bowel bleeding is a new term

• Broad aetiology with huge range of patients

• Regional variability in NZ and internationally 
with teams & resources available



The rest:

Aetiology of small bowel bleeding Clues from the history

20-30%: Angioectasia Older, valvular heart disease

Small bowel tumours Neuro-endorine, B-Symptoms

Erosions/ulcers from NSAIDS Nurofen-Plus

Crohn’s calprotectin, ASCA, ANCA

Meckel’s or small bowel diverticular younger patient

Dieulafoy lesion Torrential recurrent UGIB

Small bowel varices portal HT

Aorto-enteric fistulae Torrential

Radiation enteropathy RT in Hx

Unknown
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References for this talk:

• The role of endoscopy in the management of suspected small-bowel bleeding. 
ASGE. Gastrointestinal Endoscopy. 85(1) 2017

• BMJ: BSG: Diagnosis and management of acute LGIB 2019

• BMJ: State of the art review: Management of acute UGIB 2019

• Frontline Gastroenterology: Siau et al. BSG-led multisociety consensus care 
bundle for the early clinical management of acute UGIB

• BSG Guidelines on endoscopic therapy for UGIB

• Experience of interventional, VCE & radiology colleagues at WDHB

• Many more practice guidelines

• All depend on the niche!



ASGE:





Blood thinners and platelet meds
Drug When and how to stop When to re-start 

post bleed

Warfarin low thrombotic risk Unstable: stop, give IV Vit K and 
Prothrombinex

7 days after bleed

High thrombotic risk 
(MVR, AF + valve, MS, 
recent DVT/PE)

Stop if major bleed
Reverse: IV Vit K and Prothrombinex
continue if bleeding mild

Enoxaparin - 48h after 
bleed
Bridge back to warfarin

DOAC Rivoroxiban, Epixiban Stop: short half-life
Reverse:  idaruzumab / andexanet
Don’t give Vit K or prothrombinex

Restart after 7 days

Aspirin primary prophylaxis 
(Cartia at the 
supermarket

Stop now Don’t restart

secondary prophylaxis
(had angina, stroke)

Don’t stop! If you have to stop, then 
restart ASAP

Antiplatelets
(P2Y12 inhib)
Clopidogrel
Ticagrelor

Monotherapy – e.g. TIA Stop: short term ASAP

Clopidogrel + Aspirin
Recent coronary stent, 
vascular stent, recent 
stroke

BSG says ‘call the senior
cardiologist/vascular surgeon’
If very unstable then stop P2Y12 and 
bridge with aspirin
Platelet tranfusion – no!

Start P2Y12-inhib within 
5 days



Tranexamic acid
• Good for trauma, historic data?
• BSG says … not in GIB. Await HALT-IT trial

Restrictive Blood Transfusion (BSG) in an acute 
bleed

Trigger to 
transfuse

Hb target

Most patients 70 70-90

Cardiovascular 
disease

80 100

Platelets <50 50+





ASGE:



Case 1: Mrs X

• 78yo Chinese woman, daughter a nurse at NSH. 
Mechanical MVR 1998, AF, on warfarin. 
Progressive LVF.

• IDA 2018: Presented with anaemia as inpatient 
and outpatient
– 5 x OGD, 3 x colonoscopies
– MR-E

• Small Caecal AVMs, treated with APC. IDA 
continues.

• Comes to Waitakere Day Stay for Ferinject + 
transfusions every 5 weeks to keep Hb above 90



ASGE: Occult / or Stable Overt bleeding:

– CT or MR-E – imaging first  if concerned about anatomy 
in  younger patient

– Video Capsule Enteroscopy first if AVMs more likely
*probably do both!

Next step: Enteroscopy – Push (PE) or Balloon (DAE –
especially good for roux-en-Y / bypassed bowel)



What about imaging?
Cross sectional imaging is vital for small bowel bleeding
• CT-E Oral and IV contrast (ASGE)

• Inflam lesions, Tx, 
• vascular: angioectasias, varices, Dieulafoy, Ao-Enteric fistulae, aneurysms

• CT-A (no oral contrast) (UK, NZ)
– 198 patients: sens 89% and spec 85% with all GIB

• MR-E – limited data, common in this context in NZ

Cross-sectional imaging + VCE = complimentary:
– Detected lesion in 16/17 patients (Vs VCE alone 6/17). 
– Pooled yield of 40% with CTE, and 50% yield if negative VCE

Less common scans: 
• Radio-isotope scans (Technetium RCC scan): need to bleed 0.1 – 0.4 

mL/min. Limited use.
• Small bowel follow - rare, low yield (3-6%)
• Enteroclysis: MR-E and CT-E largely replaced



VCE: PillCam within 48h of large LGIB: yield 87-91%

– Beyond 3 days: yield <50%

– Higher yield if done first than SB radiography, cath & 
push enteroscopy

– Strategy: VCE  first; if + then DAE = Pooled yield: 53%

C.I: Obstruction from adhesion or tumour

Patency capsule

• PE = push enteroscopy

• DAE = device assisted enteroscopy (balloon)

Endoscopy - what else?
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DAE: Single 
Balloon



Lower GI Bleeding: endoscopic options

Injection 1mL aliquots of 
1:10,000 adrenalin

Good initial choice
Do not use alone

(caution in rectum and near GDA)

Mechanical Through the scope 
– standard clips. 

First line for diverticular bleeding –
low risk, easy
Great to mark an area for IR, or 
repeat endoscopy

30% risk of rebleeding in some series
Need skill and practice

Over the scope 
clips  OVESCO

high risk lesions in high risk patients
Diverticular bleeds
Close defect
There is a grasper which helps pull 
an ulcer into the cap

Take scope out, put it on, re-insert
Need teaching and training
Difficult (not impossible) to remove, 
special removal  device or APC
Hard to manouevre

Endoscopic band 
ligation

Great for haemorrhoids and 
varices

Not commonly used or 
licneced in LGI but can be

Take scope out, put it on, re-insert
Need teaching and training
Difficult (not impossible) to remove, 
special removal  device 
Hard to manouevre

Haemostatic 
powder

TC-325
Hemospray. 

handy when tried everything else
Limited technical skill required
Buys time when NOACs involved
Buys time for malignant GIB

not licensed in UK for LGIB
Catheter easily blocked
Keep the channels dry
Obscure views: can make it harder to go 
back

Thermal Gold Probe Visible bleeding vessel Bipolar, - low power, less pressure, 
shorter pulses Gold probe + ERBE 10-
15W, 2s pulse

APC – lower gas volume and power – ERBE 
0.8L, 30W



Case 1: What happened?

• Did all the tests: Push & DAE. Multiple AVMs 
treated, clipped, APC

• Tried TXA. Tried Thalidomide.
• Kept losing iron.
Plan:
• Ongoing discussion with Cardiology and CT about 

re-do MVR (driver of the AVMs)
• Kept on warfarin – stroke risk
• Continues on Ferinject.
• Stopped endoscopies as a department (no benefit)



Case 2: Mr B

• 69yo fit and active farmer with known HHT / 
Osler-Weber-Rendu. AD, Highly variable penetrance. His 
daughter died post heart transplant in childhood (HHT)

– Telangiectasia – all through GI tract. Major 
epistaxis.

– Pulmonary Arteriovenous Malformations + pulm
HT 

– Hepatic AVMs. Portal HT.
• Arteriovenous shunts >> increased cardiac output 

which accelerates blood loss via GI bleeding



Case 2: Mr B – the first 5 years
• Telangiectasia – multiple presentations: emergent and 

elective. OGD, Colon, Push-E. Referred for Double Balloon 
(inter-DHB)
– Managed with Ferinject 5 – 6 weekly
– Hypophosphataemia!
– Sepsis & infections

• Pulmonary Arteriovenous Malformations - coiled
• Pulm HT /high output cardiomyopathy - watched
• Hepatic AVMs. Portal HT. AVMs wrapping around CBD 

causing obstructive cholangiopathy with ‘minor’ 
cholangitis

• Worked on his farm







2020 for Mr B

• Presented to NSH in Level 4 lock down with 
severe cholangitis

• Crashed from sepsis > ICU

• Major inter-disciplinary discussions

• Took to theatre for ERCP





What next for Mr B? 

• ? Liver transplant - 10y survival rate is 82.5%. MELD-
exception for transplant – portopulmonary HT = 
transplant priority

• Bevacizumab – Severe liver HHT, management fails, 
transplant not possible, especially for >65s or as a 
‘bridge to transplant’
– Case reports of dramatic reduction in disease 

manifestations in hepatic and pancreatic AVMs

– Concerns: clots, PE reported

• Embolisation, ligation, banding – no longer advised as 
risk of hepatic necrosis and 20% mortality rate



Pros
✓ Standard of HHT care in big centres
✓ Decent body of evidence now
✓ The subset with severe grade 4 liver VMs at high risk of poor outcome,  -

consider prophylactic Bevacizumab
✓ Reduced cardiac index in 24 patients with severe liver VMs and high cardiac 

output
✓ Dramatic reduction in tranfusions and bleeding (eg from 80% to 9% 

transfusion requirements)
✓ Has prevented patients from requiring OLT in case reports
✓ Far fewer AEs in HHT compared with cancer 

Cons
➢ unpredictable efficacy +  non-negligible toxicity (HT, headache)
➢ Big RCTs lacking
➢ revascularization following drug withdrawal
➢ Concerns of angiogenesis-dependent phenomena such as wound + 

anastomoses healing 
. 

Emergency NPPA for Bevacizumab
approved from PHARMAC





ASGE: Overt / unstable patient:
• CTA –first test in unstable SBB
• Sensitivity 79-95%, Specificity of 95-100%

– Higher yield in unstable patients

• Therapeutic angiograms within 90min of CTA - 8x more likely to 
find & treat the bleeding point, 
– 93-100% published success
– Complications: 7-24%

• NSH Practice: Consider emergency push enteroscopy or VCE
• Intraoperative Enteroscopy – team approach



Conclusion: Less yikes?
• 5% of GIB are obscure, and often problematic

• Demonstrated evidence, including tips & tricks 
from UGI and LGIB literature

• Challenging cases

Future Direction:

• GI Bleeding cases benefit from teamwork: surgery 
& gastroenterology need to share the yikes!





G.I.BLEED, 
MA’AM











LGIB











Intraoperative Enteroscopy:

• last resort,  consider if adhesions prevent DAE.

• VCE important directive role: 18 patients with 
small bowel bleeding 15/18 + VCE – 13 
patients succesfully treated with 
intraoperative enteroscopy

• 3 patients with negative VCE: normal 
intraoperative IE

• AE: serosal tear, avulsion of mesenteric 
vessels, prolonged ileus

Douard et al AmjSurg 2009 (cited)


