1130-0108/2004/96/2/132-137
REvISTA ESPANOLA DE ENFERMEDADES DIGESTIVAS
Copyright © 2004 ARAN EDICIONES, S. L.

REv Esp ENFERM DIG (Madrid)
Vol. 96. N.° 2, pp. 132-137, 2004

CLINICAL NOTES

Obscure gastrointestinal bleeding: a complication of radiation
enteritis diagnosed by wireless capsule endoscopy

D. Martinez Ares, B. Gonzalez Conde, J. Souto Ruzo, M. A. Vazquez Millan, E. Estévez Prieto,

P. Alonso Aguirreand J. L. Vazquez Iglesias

Division of Gastroenterology. Complejo Hospitalario Universitario Juan Canalejo. A Coruia, Spain

ABSTRACT

Obscure gastrointestinal bleeding is a common disorder and
may account for as many as 5% of all gastrointestinal hemorrha-
ges. It is often caused by lesions in the small intestine, which were
very complicated to examine prior to the advent of wireless capsu-
le endoscopy.

Here we present the case of a 31-year-old woman with obscu-
re gastrointestinal bleeding as a complication of radiation enteritis,
which was diagnosed only after she underwent an examination
with wireless capsule endoscopy.

This technique has proven to be far superior to other radio-
graphic and endoscopic methods in diagnosing obscure gastroin-
testinal bleeding and pathologies of the small intestine in general.
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INTRODUCTION

The concept of obscure gastrointestinal bleeding co-
versall causes of Gl bleeding that fail to be clarified after
performing conventional radiographic and endoscopic
tests. In some series they account for as many as 5% of
all cases of Gl bleeding (1,2). These hemorrhages may be
occult, their only manifestation being chronic anemia and
a positive result on tests for occult blood in the feces, or
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they may be overt, appearing as melena or rectorrhage
(3). In alarge number of cases bleeding originates in the
small intestine, a region that is difficult for conventional
endoscopy to access. Moreover, radiological studies,
which are currently the only procedures that permit the
examination of the small intestine, are unable to show
small bleeding lesions such as angiodysplasias, which are
one of the most common causes of obscure gastrointesti-
nal bleeding (4,5).

With the advent of wireless capsule endoscopy great
progress has been made in the study of these portions of
the intestine, which have remained unexplored until now.
The capsule makes it possible to provide an etiological
diagnosis of obscure origin bleeding in 33-100% (6) of
cases. In a study compiling the 517 cases published to
date, 343 patients (65%) could be diagnosed with wire-
less capsule endoscopy (7).

Following is a case report of a patient with obscure
gastrointestinal bleeding associated with a relatively
common pathology, but whose diagnosis was only possi-
ble after she was examined with this novel endoscopic
technique.

CASE REPORT

A 31-year-old patient presented to our hospital on two
occasions with symptoms of severe anemia. On her se-
cond hospital admission, she also exhibited melenic
stools. A blood test done on admission showed a hemoto-
crit value of 24% (normal value is 36-45%) and a hemo-
globin level of 8 g/dL (12-15.6 g/dL).

When questioned about her personal background, she
reported that eight years earlier a neoplasm of the uterus
had been diagnosed and treated with chemotherapy and
pelvic radiotherapy. Since that time she had been asymp-
tomatic, with no evidence of arecurrent tumor in follow-
up controls.
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It was decided to perform a gastroscopy, which did not
reveal any lesionsthat could explain her symptoms. After-
ward the patient underwent a colonoscopy with ileoscopy,
push enteroscopy, and barium examination of the small
bowel, al of which had negative results. For this reason
we recommended that the patient be examined with wire-
less capsule endoscopy, since she presented no apparent
contraindications. A study of the images revealed the pre-
sence of granular, edematous areas in the mucosa, with ul-
cerated zones producing adight stenosis at the level of the
ileum (Fig. 1) and telangiectasias that bled spontaneously
on contact (Fig. 2). Considering the patient’s history of
pelvic radiotherapy and an unlikely diagnosis of Crohn's
disease, our findings strongly suggested radiation enteritis.
The ingestion of non-steroid anti-inflammatory medication
had also been previously ruled out.

Our recommendation to the patient was surgical treat-
ment. She rejected this possibility, at least for the time
being, so we started her on treatment with corticosteroids
and 5-ASA. Barring the persistence of a certain degree of
anemia, the patient’s condition has improved somewhat,
and she has not required any more transfusions.

DISCUSSION

Radiation enteritis generally affects the distal ileum,
sigmoid colon and rectum (8) owing to their proximity to
or their location in the pelvic region, since gynecological
neoplasias and prostate cancer are the diseases most fre-
quently treated with radiotherapy.

The damage induced by radiation may be acute, suba-
cute or chronic. Acute lesions are usually due to damage
to the epithelium (9), motor disorders from neura irrita-
tion, and other anomalies caused by radiation (10,11).
Symptoms usually occur afew days or weeks after expo-
sure. Chronic lesions, however, are due to an ischemiain
the wall of the intestine caused by a collagenous-vascular
lesion. They may appear as strictures, chronic ulcera-
tions, lower gastrointestinal bleeding (occult or overt),
perforations of the intestine, formation of fistulous passa-
ges or intra-abdominal abscesses, etc. (12). The latency
period of these manifestations may range from 6 months
to 25 years (13). Our patient presented no evidence of
previous symptoms, and eight years had passed since she
was last treated with radiation.

In the chronic form of the disease medical treatment is
often ineffective, with surgery being required to treat
complications (14,15). Our efforts should therefore focus
on prevention, either with medication that protects
against radiation or anti-inflammatory treatment (16).
Also helpful would be the use of absorbable mesh slings
which separate the intestine from the field of radiation
(17). Our patient rejected surgical treatment after she was
given the diagnosis. However, when an evaluation with
wireless capsule endoscopy was suggested, she was wi-
Iling to accept the fact that it might be necessary. If she
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Fig. 1.- This image shows ulcerated areas causing moderate stenosis,
and the adjacent mucosa has a bare appearance

En la imagen se aprecian dreas ulceradas que producen una discreta
estenosis, con la mucosa adyacente con aspecto denudado.
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Fig. 2.- Photograph showing newly formed vessels, which bleed spon-
taneously on contact

En la fotografia se aprecian ademas vasos neoformados, que presentan
sangrado espontaneo y al roce.

had refused, the test would have been ruled out, since, as
wewill discuss below, it is absolutely essential for the pa-
tient to be comfortable with this possibility.
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Images provided by the capsule were evaluated as
highly suggestive of radiation enteritis, particularly in
view of the patient’s history. The ulcerated areas, the dull
appearance of the mucosa, and the constricted areas
might be attributed to lesions caused by non-steroid anti-
inflammatory medication or even resemble lesions from
Crohn’s disease, which has been referred to asa cause in
as many as 10-20% of the cases of obscure gastrointesti-
nal bleeding (18). The patient professed not to have taken
non-steroid anti-inflammatories, and Crohn’s disease was
ruled out owing to the undamaged state of the terminal
ileum and the absence of lesions in other areas. More-
over, the presence of the characteristic telangiectasias in
the mucosa of the intestine would strongly suggest a pos-
sible diagnosis of radiation enteritis, although we could
not back it up with histological confirmation.

There is little doubt that the main application of wire-
less capsule endoscopy today is the study of obscure gas-
trointestina bleeding. This technique has also proved to
be far superior to push enteroscopy in diagnosing these
hemorrhages. Several other studies also corroborate these
findings, although only three reported statistically signifi-
cant results (7). Two have been published as abstracts
(19,20), while only one has been published as a full-
length article (21). In this study, Ell et al. reported that
push enteroscopy resulted in a diagnosisin 28% of cases,
whereas the percentage with wireless capsule endoscopy
rose to 66% (p < 0.001).

In virtue of the AGA recommendations on the manage-
ment of obscure gastrointestinal bleeding (22), routine en-
doscopic examinations must first be performed before re-
sorting to the capsule. Following this pattern, our patient
underwent a gastroscopy, colonoscopy, enteroscopy, and
barium examination of the small bowel, &l of which had a
negative outcome. Not only did the wireless capsule endos-
copy reved lesions prone to bleeding in the small intestine,
it also located active bleeding in some of these lesions.

Wirel ess capsul e endoscopy might also prove useful in
the study of other pathologies of the small intestine be-
sides obscure gastrointestinal bleeding, where other en-
doscopic techniques have failed to result in a diagnosis
(23). Under these circumstances it clearly outranks ba-
rium radiology (24).

In addition, an examination using wireless capsule en-
doscopy is an extremely safe, non-invasive and painless
procedure that may be performed on an out-patient basis
(23), provided that the patients have been properly scree-
ned. Thetest is not recommended in patients suspected of
suffering from stenosis or intestinal obstruction, or in pa-
tients having difficulty swallowing or with severe motor
disorders of the gastrointestinal tract. It should not be ad-
ministered if the patient is unable to understand the ex-
planation of the test, and hence, will not be able to colla-
borate, and in cases where the patient wears an electronic
device such as a pacemaker, etc. (25). There are no stu-
dies on the use of thistest in children under the age of 10.
The only absolute contraindication, however, is when the
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patient clearly exhibits a negative attitude towards sur-
gery or if asurgical procedure would entail an unaccepta-
ble risk (26), as surgery may be required to disimpact the
device.

In summary, wireless capsule endoscopy has reme-
died, in part, the grave deficiencies in the techniques that
were available to carry out the examination of the small
intestine, although roughly 35% of patients with obscure
gastrointestinal bleeding will still remain undiagnosed.
This technique is safe, with practically no complications
at al when performed on patients who have been co-
rrectly screened. This non-invasive test has been widely
accepted by patients.
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Hemorragia digestiva de origen oscuro secundaria a enteritis
actinica: diagnostico por capsula endoscopica
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RESUMEN

La hemorragia digestiva de origen oscuro es una entidad fre-
cuente pudiendo representar hasta un 5% del total de las hemo-
rragias digestivas. Su origen se encuentra en muchas ocasiones en
lesiones en el intestino delgado, cuya exploraciéon era muy compli-
cada antes de la aparicion de la capsula endoscépica.

Presentamos el caso de una mujer de 31 afios con una hemo-
rragia digestiva de origen oscuro secundaria a una enteritis actini-
ca que s6lo pudo ser diagnosticada tras ser sometida a la explora-
cién con céapsula endoscopica.

Esta técnica se ha mostrado claramente superior a las otras
técnicas radiologicas y endoscépicas en el diagnéstico de las he-
morragias digestivas de origen oscuro v la patologia del intestino
delgado en general.

Palabras clave: Enteritis actinica. Hemorragia digestiva. Hemo-
rragia digestiva de origen oscuro. Cépsula endoscépica.

INTRODUCCION

El concepto de hemorragia digestiva de origen oscuro
engloba a todas aquellas causas de sangrado digestivo
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gue no pueden ser esclarecidas con las exploraciones en-
doscoépicasy radiol 6gicas convencionales. En algunas se-
ries [legan a representar un 5% del total de las hemorra-
gias digestivas (1,2). Estos sangrados pueden ser ocultos,
manifestandose como anemia y prueba de sangre oculta
en heces positiva, 0 ser un sangrado evidente en formade
melenas o rectorragias (3). En un nimero importante de
casos €l origen del sangrado esta en €l intestino delgado,
gue resulta poco accesible para la endoscopia convencio-
nal (4). Ademés, los estudios radiol égicos, |os Unicos que
nos permitian explorarlo hasta el momento, no son capa-
ces de mostrarnos peguefias lesiones sangrantes tales
como las angiodisplasias, que representan una de las cau-
sas més frecuentes de hemorragia de origen oscuro (5).

La aparicion de la cipsula endoscopica ha supuesto un
gran avance para €l estudio de estos tramos de intestino
hasta ahora inexplorados. Con la cgpsula se puede llegar
a un diagnostico etioldgico de la hemorragia de origen
oscuro en un 33-100% (6) de los casos. En un estudio en
el que se recogieron los 517 casos publicados hasta €l
momento, 343 pacientes (65%) pudieron ser diagnostica-
dos con la capsula endoscopica (7).

Presentamos a continuacion un caso de hemorragia di-
gestivade origen oscuro en relacion con una patologiare-
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lativamente frecuente, pero que solo pudo ser diagnosti-
cado tras someter ala paciente a una exploracion con esta
novedosa técnica endoscopica.

CASO CLINICO

Se trata de una paciente de 31 afios que ingresa en
nuestro centro en dos ocasiones con un cuadro de anemia
severa. En el segundo de los ingresos presenta ademas
deposiciones melénicas. El hemograma redlizado a in-
greso revela un hematocrito del 24% (valores normales
36-45%) y una hemoglobinade 8 g/dl (12-15,6 g/d!).

Interrogada sobre sus antecedentes personales refiere
gue ocho afios antes habia sido diagnosticada y tratada de
una neoplasia uterina con quimioterapiay radioterapia pél-
vica. Desde entonces habia estado asintométicay sin evi-
denciade recidivatumora en los controles posteriores.

Se indica inicialmente una gastroscopia, en la que no
se objetivalesion alguna que justificase & cuadro. Serea
lizaron posteriormente una colonoscopia con ileoscopia,
una enteroscopia de pulsion y un trénsito gastrointestinal
baritado, todos ellos con resultado negativo. Por este mo-
tivo, propusimos a la paciente la exploracién con la cép-
sula endoscpica, dado que no parecia existir contraindi-
cacion alguna. Tras el estudio de lasiméagenes se objetivo
anivel deileon, lapresenciade areas de mucosagranular,
edematosa, con zonas ulceradas que producian una dis-
creta estenosis (Fig. 1) y telangiectasias que sangraban
espontaneamente y a roce (Fig. 2). Todos estos hallaz-
gos, considerando €l antecedente de radioterapia pélvica
y que una enfermedad de Crohn parecia improbable, nos
parecian muy sugestivos de enteritis actinica. Por otra
parte, laingesta de AINE también habia sido descartada
con anterioridad.

Se propuso tratamiento quirdrgico ala paciente. Se de-
sestimé esta posibilidad, al menos por el momento, por lo
gue se inicid tratamiento con corticosteroides y 5-ASA.
Ha experimentado cierta mejoria, s bien es cierto que
persiste cierta anemia, aunque no ha vuelto a precisar
transfusiones.

DISCUSION

La enteritis actinica suele afectar € ileon distal, colon
sigmoide y recto (8) por su proximidad o localizacion en
la pelvis, dado que son las neoplasias ginecolégicas y €
cancer prostético los procesos que con mayor frecuencia
reciben tratamiento con radioterapia.

El dafio inducido por laradiacién puede ser agudo, suba-
gudo o crénico. Las lesiones agudas suelen deberse d dafio
epitelia (9), los trastornos motores originados por lairrita-
Cién neural y otras anomalias provocadas por la radiacion
(10,11). Lasintomatol ogia suele aparecer alos pocos dias o
semanas de laexposicion. Laslesiones cronicas, sin embar-
go, se deben alaisquemia de la pared intestinal provocada
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por lalesién colageno-vascular. Pueden mostrarse en forma
de estenosis, ulceraciones cronicas, hemorragia digestiva
baja (oculta 0 manifiesta), perforaciones intestinaes, for-
macion de trayectos fistulosos, abscesos intraabdominales
(12), etc. Estas manifestaciones pueden presentarse con una
latencia que puede oscilar desde 6 meses hasta 25 afios
(13). En nuestra paciente no habia constancia de manifesta-
ciones previas, y en e momento actua habian transcurrido
ocho afios desde la radiacion.

En la enfermedad cronica el tratamiento médico es a
menudo infructuoso, requiriéndose tratamiento quirdrgi-
co de las complicaciones (14,15). Nuestros esfuerzos de-
beran centrarse, por lo tanto, en la prevencion ya sea con
radioprotectores o antiinflamatorios (16), o usando ma-
Ilas reabsorbibles que algjen € intestino del campo de la
radiacion (17). Nuestra paciente rechazo el tratamiento
quirudrgico una vez se llegé al diagndstico. Sin embargo,
al plantearsele la exploracion con la cdpsula endoscopica
si habiaasumido la posible necesidad del mismo. En caso
contrario se habria contraindicado la prueba, ya que
como se comentara mas adelante, la aceptacion de esta
posibilidad es un requisito indispensable.

Las imagenes ofrecidas por la capsula nos parecieron
muy sugestivas de una enteritis por radiacién, sobre todo
al considerar los antecedentes. Las &reas ulceradas, la
mucosa dedlustrada y las éreas estendticas podrian co-
rresponder a lesiones por AINE e incluso semejar lesio-
nes de la enfermedad de Crohn, que también hasido refe-
rido como causa de hasta un 10-20% de las hemorragias
de origen oscuro (18). La paciente negaba la ingesta de
AINE y, en lo referente ala enfermedad de Crohn, lain-
demnidad del ileon terminal y la ausencia de lesiones a
otros niveles parecian descartarlo. Por otra parte, la pre-
sencia de las caracteristicas telangiectasias en la mucosa
intestinal nos sugirié con mayor fuerza la posibilidad de
una enteritis actinica, aunque no disponiamos de la con-
firmacién histol égica.

Hay pocas dudas en la actualidad de que la principal
indicacion de la cipsula endoscopica es el estudio de las
hemorragias digestivas de origen oscuro. También parece
demostrada la superioridad de la capsula en sobre la ente-
roscopia de pulsion en € diagnéstico de las mismas. Hay
varios estudios que asi lo expresan, aunque solo tres de
ellos obtienen resultados estadisticamente significativos
(7). Dos de ellos han sido publicados en formade abstract
(el estudio de Gay y cols. (19) y € de Pennazio y cols.
(20), y sblo uno publicado como articulo completo (21).
En este estudio, Ell y cols. observan cdmo la enterosco-
pia de pulsion obtiene un diagndstico en un 28% de los
casos, mientras que la capsula endoscopica alcanza unas
cifras del 66% (p<0,001).

En virtud de las recomendaciones dela AGA en & ma
nejo de las hemorragias digestivas de origen oscuro (22),
han de agotarse primero las exploraciones endoscopicas
rutinarias antes de recurrir a la capsula. Siguiendo esta
pauta, nuestra paciente fue sometida a gastroscopia, colo-
nosocopia, enterosocopia y trénsito baritado, todos ellos
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con resultado negativo. La cdpsula endoscépica no solo
revel 6 lesiones potencialmente sangrantes en el intestino
delgado, sino que también objetivé sangrado activo en al-
gunadeé€llas.

La cépsula endoscopica también podria tener utilidad
en el estudio de otras patologias del intestino delgado al
margen de las hemorragias de origen oscuro, en cuyo
diagnéstico hayan fracasado otros medios endoscdpicos
(23). También en estas circunstancias se muestra clara-
mente superior alaradiologia baritada (24).

Ademas, la exploracién con capsula endoscopica es
unatécnica poco invasiva, no dolorosa, que se puede rea-
lizar en regimen ambulatorio y altamente segura (23),
siempre y cuando se seleccionen adecuadamente los pa-
cientes. La exploracion esta contraindicada cuando se
sospechen estenosis u obstruccidn intestinal, cuando
existen trastornos en la deglucion o trastornos motores
severos del tracto gastrointestinal, cuando el paciente es
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incapaz de entender, y por tanto de colaborar, en la prue-
ba, y cuando el enfermo es portador de dispositivos elec-
tronicos como marcapasos, etc. (25). No hay estudios
acerca de su utilizacion en nifios menores de 10 afios. No
obstante, |a Unica contraindicacion absoluta viene dada
por la negativa manifiesta del paciente a la cirugia o
cuando una intervencion quirdrgica supone un riesgo ina-
ceptable (26), ya que laimpactacion del dispositivo pue-
de requerir solucién quirdrgica.

En resumen, la cdpsula endoscopica ha solucionado en
parte las grandes deficiencias que teniamos en la explora-
cion del intestino delgado, aunque aln quedarian aproxi-
madamente un 35% de pacientes con hemorragias diges-
tivas de origen oscuro sin diagnéstico. Se trata de una
técnica segura, exenta practicamente de complicaciones
s se redliza una correcta selecciéon de los pacientes, y
ademas, una técnica poco cruenta, con gran aceptacion en
los pacientes.



