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Epidemiology 

• Lower GI bleeding accounts for 20-25% of all 
GI bleeding 
– Annual incidence in USA :21-27/100000 

• Longstreth GF Am J gastroenterol 2005 21 (11): 1281-
1298 

– Risk factors  
• Bour B endoscopy 2008 

• 1333pts 
– Mean age of 72+/-16 

– ASA score 2.5+/-0.9 

– Predisposing factors medications in 75% of pats 



 

• Small bowel (2-9% of lower GI bleeding): 

 - Arteriovenous Malformations  

 - Small Bowel Neoplasms 

 - Duodenal, jejunal diverticula, Meckel ’s diverticulum 

 - Crohn ’s disease, radiation enteritis 

 - Venous bowel infarction, segmental ischemia 

 - Amyloidosis, celiac disease 

 - Secondary aortoenteric fistula (SAEF) 

Lower GI bleeding: Etiology 

Antes, Eur Radiol 1996  

Gourtsoyiannis, Eur Radiol 1997 

Lewis, Gastroenterology, 1988 



 

• Large bowel (81-98% of lower GI bleeding): 

 - Diverticular bleeding (17-40%) 

 - Angidysplasia (2-30%) 

 - Colitis (infectious, inflammatory, radiation) (9-21%) 

 - Colorectal neoplasms (4-10%) 

 - Other (anorectal lesions, hemorrhoids) (4-10%) 

  

   

Lower GI bleeding: Etiology 

Vernava AM, Moore BA, Longo WE, et al. Lower gastrointestinal bleeding. Dis Colon Rectum 1997;40:846–
58. 
Jensen DM, Machicado GA. Colonoscopy for diagnosis and treatment of severe lower gastrointestinal 
bleeding. Gastrointest Endosc Clin North Am 1997;7:477–98. 



What are the official recommandations? 



What is the level of evidence behing 
urgent colonoscopy 

Evidence was considered as very low from the ASG expert group 
There is room for discussion and reflexion 



Urgent colonoscopy or RBCS+ Angio? 

Only one randomized study in 2005 
Compared urgent colonoscopy vs standard 
treatment including RBC scintigraphy and 
angiography if needed: No difference of outcome 



Should we incorporate CT earlier in the patient management? 



2) Angio-CT    
– Sensitivity 0.3-1 ml/min 

– Oral positive contrast FORBIDDEN !!! 

– Late aquisition may show blood pooling 

– Angio CT images serve as a road map for 
embolization   

      

Acute Lower GI-bleeding: Diagnostic 

Kuhle, Radiology 2003 

Angio CT should be performed while patient is 
bleeding!!! 

If Angio CT is negative in a bleeding 
patient: Do it once again! 





Diverticular hemorraghe 



Weishaupt, AJR 2002 

Duodenal varices in portal vein hypertension 





CT is more widely available than 
colonoscopy in emergency setting 

Delay between 
emergency 
admission and 
colonoscopy 
(22hours) or CTA ( 
3hours) p<0.001  



Delay between CT and angiography 



Terminal arteries 

Technique of embolization:  

Shin JH. Recent Update of Embolization of Upper Gastrointestinal Tract Bleeding. Korean Journal of Radiology. 2012;13(Suppl 
1):S31-S39. doi:10.3348/kjr.2012.13.S1.S31. 

Non terminal arteries 

Trans arterial embolization 



 







Embolization results 

• Sensitivity is increased when  
– Acute bleeding with >5BU, 50% drop in Hb, 

hemodynamic instability 

– Sensitivity varies from 40-86% 

– Treatement / embolization 
• Should be done in arcuate arcades or at the bleeding site 

• Avoid particles, coils and/or glue are recommanded 

• 14% rebleeding 

• 9% ischemia most of them asymtomatic 

Marion Y Journal of visceral surgery, 2014 151, 191-201 
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Selected results from the 

literature 

 



Special cases 

Hemobilia 

– Always iatrogenic or traumatic 

• Embolization is the best treatment since it spares normal 

parenchyma 

• Attention when bile ducts are dilated or when bilioenteric 

anastomosis 

Trans arterial embolization 



Hemobilia after liver biopsy 







8yo reccurent rectal bleeding in Kippel Trellaunay 

syndrome  uncontrolled by endoscopy 



Recurrent bleeding after endoscopic mucosectomy 



Conclusion 

• Embollization is recommanded in 2 situations 

– In active severe bleeding  

• After CTA 

• Pending short delays between CTA and MA 

– After a positive CTA in a stabilized patient 

• Rate of success is similar to endoscopy 

• Wait and see strategy 

– In the post-operative setting 
 



Thanks to GE and surgeons to be galant wit with IR 



We will help you next time…….. 


