
Case Communicat ions

Laparoscopic-Endoscopic Assisted Treatment of Acute Bleeding
from Gastric Fundus

Sergio Susmallian MD
1, Joram Wardi MD

2, Katy Dayan MD
1 and Ilan Charuzi MD

1

Departments of 1Surgery B and 2Gastroenterology, Wolfson Medical Center, Holon, Israel

Affiliated to Sackler Faculty of Medicine, Tel Aviv University, Ramat Aviv, Israel

Key words: gastric bleeding, laparoscopy, endoscopy, tumor, ulcer

IMAJ 2003;5:889±890

In a large series of patients presenting with

active upper gastrointestinal bleeding, 7%

of the cases were diagnosed with rare non-

variceal and non-peptic ulcer causes of

acute bleeding, of which 45.5% had Dieu-

lafoy ulcers. These lesions commonly

manifested an abnormally large, tortuous,

submucosal gastric artery eroded into the

mucosa. Massive bleeding from Dieulafoy

ulcers may be fatal, particularly in elderly

patients with co-morbidities. Flexible en-

doscopy may prove to be difficult and

bleeding lesions may be easily overlooked;

nevertheless, it is the preferred tool for

diagnosis and treatment of acute bleeding

in these patients. When definitive bleeding

control necessitates surgery, precise loca-

lization of the lesion is preferable prior to

operation. The development of laparo-

scopic techniques has enabled treatment

with minimal invasiveness.

We describe a patient with severe

chronic disease, presenting with acute

upper gastrointestinal bleeding and trea-

ted successfully by laparoscopy assisted by

intraluminal flexible endoscopy (Endolap

procedure) [1].

Patient Description

A 69 year old woman, hospitalized in the

internal medicine ward due to exacerbation

of chronic obstructive pulmonary disease,

was admitted to our gastroenterology

department after developing complaints

of tarry stool for 2 days and hematemesis.

Hemoglobin upon admission was 9.0 g/dl.

Other conditions included chronic renal

failure treated by hemodialysis three times

a week for the past 25 years, diabetes

mellitus treated with insulin, and hyperten-

sion and ischemic heart disease. Physical

findings upon admission included pallor,

tachycardia, hypotension and melena on

rectal examination.

Two attempts to identify the origin of

bleeding by gastroscopy failed. A massive

clot in the great curvature of the stomach

raised suspicion of bleeding from the

fundus. Angiography also failed to demon-

strate extravasations, and only diffuse

vascular disease was confirmed. Bleeding

persisted for 48 hours after admission and

6 units of packed red cells were transfused.

Incapability to maintain hemoglobin fol-

lowing multiple blood transfusion man-

dated surgical treatment.

Endoscopically guided laparoscopic

fundus resection achieved cessation of

bleeding. Pathologic study of the specimen

confirmed a Dielafoy lesion.

Surgical technique

The patient under general anesthesia was

placed supine in the Lloyd-Davis position

with the surgeon standing between the

patient's legs. Pneumoperitoneum with

CO2 was obtained through a Veress needle.

Four trocars were introduced to the upper

View of the proximal stomach after laparoscopic fundus resection.
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abdominal wall. A 308 scope was intro-

duced via the umbilical port.

`̀ On table'' gastroscopy helped to iden-

tify the point of bleeding by trans-illumina-

tion. Using an ultrasonic energy device the

short vessels were divided and the prox-

imal stomach was mobilized. The fundus

was then excised by sequential application

of Endo-GIA 45 mm and a second layer of

running suture was performed [Figure].

Control of bleeding was confirmed by

endoscopy. `̀ On table'' gastroscopy helped

to identify Dieulafoy's exulceration and to

verify the removal of the lesion following

resection. The patient was discharged 7

days after the operation, with no complica-

tions.

Comment

Delayed treatment of upper gastrointest-

inal bleeding can be lethal, especially in

patients with chronic health deterioration.

Dielafoy's lesion is an uncommon cause of

bleeding that may be observed along the

entire gastrointestinal tract, although more

than 60% are gastric lesions. Optimal

treatment and long-term outcome are

unknown [2]. Flexible gastroscopy is the

best approach to diagnose and treat this

exulceration.

Several therapeutic approaches can

achieve cessation of bleeding, such as local

adrenalin injection, heat probe, rubber

band ligation, hemoclip, bipolar electro-

cautery, ligation and sclerotherapy [3];

however, definitive treatment of this type

of lesion has traditionally been surgery.

Before the laparoscopic era, `̀ on table''

gastroscopy performed during open proce-

dures was frequently used to identify

bleeding lesions. With the advent and

evolution of laparoscopy, the combination

of endoluminal endoscopy and peritoneo-

scopy to treat gastric lesions was at-

tempted [4]; this combination was called

"endolap" [1].

Recently, two different endolap proce-

dures were described. The first involves

recognizing the bleeding vessel by gastro-

scopy, followed by clipping the feeding

vessels by laparoscopy. The second original

technique used was the introduction of

trocars directly into the stomach, which

allowed suturing and clipping of the

bleeding vessels [5].

The development of laparoscopic tech-

niques and devices such as the ultrasonic

energy device and endo-staplers allows the

surgeon to perform resections safely even

during acute bleeding. Patients with severe

chronic diseases can benefit from the

advantages of minimally invasive ap-

proaches with a low risk of complication.

Early operative treatment in elderly and

chronically ill patients improves outcome.

Laparoscopic-endospcopic assisted ap-

proaches should be considered treatment

options in cases of acute bleeding from the

proximal stomach when other conservative

modalities have failed.
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Modeling metastasis in Drosophila

The majority of cancer-related deaths are caused by metastasis ±

the spread of secondary tumors from the primary tumor.

Pagliarini and Xu developed a genetic screen in Drosophila for

mutations that can cause metastatic behavior in otherwise non-

invasive tumors created through expression of oncogenic Ras.

Metastasis in the Drosophila model system displayed many

characteristic features seen in the mammalian phenomenon,

including basement-membrane degradation, loss of E-cadherin,

and the induction of cell invasion. Oncogenic Ras played an

important role in driving invasion and metastasis, because

mutations that caused loss of cell polarity alone did not promote

metastatic behavior on its own or in combination with various

other oncogenes.

Science 2003;302:1227

E. Israeli

A lot of fellows nowadays have a B.A., M.D., or Ph.D. Unfortunately, they don't
have a J.O.B.

``Fats'' Domino (1928- ), U.S. black jazz singer, pianist and songwriter who became famous in the rock and roll era. His

songs, which contained blues elements, include "Blueberry Hill" and "Jambalaya."
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