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Disorders of the Gastrointestinal System

Figure 345-16 Endoscopic ultrasound (EUS)–guided fine-needle
aspiration (FNA). A. Ultrasound image of a 22-gauge needle passed
through the duodenal wall and positioned in a hypoechoic pancreatic
head mass. B. Micrograph of aspirated malignant cells. (Image B courtesy of Dr. Michael R. Henry; with permission.)

Bedside evaluation also suggests an upper or lower gastrointestinal source of bleeding in most patients. Over 90% of patients with
melena are bleeding proximal to the ligament of Treitz, and about
85% of patients with hematochezia are bleeding from the colon.
Melena can result from bleeding in the small bowel or right colon,
especially in older patients with slow colonic transit. Conversely,
some patients with massive hematochezia may be bleeding from an
upper gastrointestinal source, such as a gastric Dieulafoy lesion or

duodenal ulcer, with rapid intestinal transit. Early upper endoscopy
should be considered in such patients.
Endoscopy should be performed after the patient has been resuscitated with intravenous fluids and transfusions, as necessary. Marked
coagulopathy or thrombocytopenia is usually treated before endoscopy, since correction of these abnormalities may lead to resolution of
bleeding, and techniques for endoscopic hemostasis are limited in such
patients. Metabolic derangements should also be addressed. Tracheal
intubation for airway protection should be considered before upper
endoscopy in patients with repeated recent hematemesis, encephalopathy, and suspected variceal hemorrhage.
Most patients with significant hematochezia can undergo colonoscopy after a rapid colonic purge with a polyethylene glycol solution;
the preparation fluid may be administered via a nasogastric tube.
Colonoscopy has a higher diagnostic yield than radionuclide bleeding
scans or angiography in lower gastrointestinal bleeding, and endoscopic
therapy can be applied in some cases. In a minority of cases, endoscopic
assessment is hindered by poor visualization due to persistent vigorous
bleeding with recurrent hemodynamic instability, and other techniques (such as angiography or emergent subtotal colectomy) must
be employed. In such patients, massive bleeding originating from an
upper gastrointestinal source should also be considered and excluded
by upper endoscopy. The anal and rectal mucosa should be visualized
endoscopically early in the course of massive rectal bleeding, because
bleeding lesions in or close to the anal canal may be identified that are
amenable to endoscopic or surgical transanal hemostatic techniques.
Peptic Ulcer The endoscopic appearance of peptic ulcers provides useful prognostic information and guides the need for endoscopic therapy
in patients with acute hemorrhage (Fig. 345-21). A clean-based ulcer is
associated with a low risk (3–5%) of rebleeding; patients with melena
and a clean-based ulcer are often discharged home from the emergency
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Figure 345-17 Endoscopic full-thickness resection of a gastrointestinal stromal tumor. A. Subepithelial lesion in the proximal stomach.
B. Hypoechoic lesion arising from the fourth layer (muscularis propria) at endoscopic ultrasound. C. Full-thickness resection defect. D. Closure
of defect using an over-the-scope clip.
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