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Case reports

Endoscopic management of anastomotic bleeding in the ileal
pouch with staples removal and clipping
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ARTICLE INFO ABSTRACT
Article history: Objective: Postoperative pouch bleeding is a rare but detrimental complication following
Received 4 February 2013 ileal pouch surgery. It is usually self-limited, however continuous bleeding requires inter-
Accepted 1 March 2013 vention. There is limited published data on its management.

Design: Ileoscopy via stoma for loop ileostomy and pouchoscopy via anus for ileal pouch
Keywords: were performed under sedation for the purpose of diagnosis and management of postop-
Ileal pouch anal anastomosis erative bleeding.
Bleeding Results: Ileoscopy demonstrated a large, long blood clot in the lumen of efferent limb, but
Pouchoscopy no sign of active bleeding was identified. Pouchoscopy showed that lumen of pouch body as

well as afferent limb was filled with maroon-colored liquid stool. Pouch and neo-terminal
ileum mucosa was normal. Two dislodged staples at the anastomotic line with sharp tips
towards the lumen were found, with activating bleeding at one site. The staples were re-
moved by biopsy forceps, and active bleeding was successfully controlled by the deploy-
ment of one endoclip.
Conclusions: We reported the first case that postoperative pouch bleeding, which was caused
by dislodged staples, was successfully managed by endoscopic removal of the staples com-
bined with clipping.
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Abordagem endoscépica do sangramento anastomético da bolsa ileal
com a remocao dos grampos e clipagem

RESUMO
Palavras-chave: Objetivo: O sangramento pés-operatério da bolsa ileal é uma complicagdo rara, mas prejudi-
Anastomose ileo-anal com bolsa cial apds abordagem cirurgica da bolsa ileal. Esse sangramento é geralmente autolimitado,
ileal porém, requer intervencao quando continuo. Ndo ha dados publicados sobre o tratamento.
Sangramento Meétodo: Ileoscopia através de estoma para ileostomia em alca e endoscopia via dnus para
Endoscopia da bolsa ileal a bolsa ileal foram realizadas sob sedacdo para diagnéstico e tratamento do sangramento

pbs-operatério.
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Resultados: A ileoscopia demonstrou um grande e longo codgulo sanguineo no limen do
ramo eferente, mas nenhum sinal de sangramento ativo foi identificado. A endoscopia da
bolsa ileal mostrou que os lumens do corpo da bolsa e ramo aferente estavam cheios de fe-
zes liquidas de cor marrom. A bolsa e a mucosa do ileo neoterminal estavam normais. Dois
grampos deslocados na linha da anastomose e com pontas afiadas em dire¢do ao lumen
foram encontrados, com sangramento ativo em um dos locais. Os grampos foram removi-
dos com pinga de bidpsia e o sangramento ativo controlado com sucesso pela implantagdo
de um endoclipe.

Conclusdo: Relatamos o primeiro caso em que o sangramento pés-operatério da bolsa ileal
causado por grampos deslocados foi controlado com sucesso pela remogao endoscépica

dos grampos combinada com clipagem.

© 2013 Elsevier Editora Ltda. Todos os direitos reservados.

Introduction

Restorative proctocolectomy with ileal pouch-anal anastomo-
sis (IPAA) has evolved into the surgical treatment of choice
for patients with ulcerative colitis (UC) and familial adenoma-
tous polyposis (FAP). Postoperative complications including
mechanical/surgical, inflammatory and functional complica-
tions are common. Postoperative pouch bleeding is a rare but
detrimental complication and there was limited published
data on its management.! Here we reported on a 21-year-old
female who developed pouch anastomotic bleeding following
IPAA surgery for refractory UC and was successfully managed
by removing the staples combined with endoscopic clipping.

Case report

The patient

The patient suffered from extensive UC for three years when
she was referred to our institution for evaluation. Despite
therapy with mesalamine, prednisone, azathioprine and in-
fliximab, she developed medically refractory disease and un-
derwent total proctocolectomy with IPAA and temporary loop
ileostomy. Both surgery and hospitalization were uneventful;
she was discharged on postoperative day 8.

Two weeks after the surgery, she started having bleeding
per anus and stoma and 2 weeks later she was readmitted
to our hospital. She also had mild right-sided abdominal dis-
comfort. Her hemoglobin was 11.1 g/dL. Coagulation test was
normal. She had persistent bleeding per anus and stoma and
her hemoglobin continued to drop to 9.9 g/dL within 24 hours
after admission. She refused to have blood transfusion.

Postoperative pouch bleeding was suspected. Ileoscopy via
stoma for loop ileostomy and pouchoscopy were performed
under sedation with a GIF-H180 gastroscope (Olympus, Tokyo,
Japan). On ileoscopy via stoma, 20 cm of the afferent limb was
intubated, which was normal and demonstrated no sign of
bleeding. The efferent limb was also evaluated which showed
alarge, longblood clot in the lumen. Pouchoscopy via the anus
showed that lumen of pouch body as well as afferent limb
was filled with maroon-colored liquid stool. Pouch and neo-
terminal ileum mucosa was normal. We found two dislodged
staples at the anastomotic line with sharp tips towards the
lumen. There was activating bleeding at one site. The staples

were removed by biopsy forceps (Boston Scientific, Boston, MA,
USA). Active bleeding was seen before and after the removal
of one of the staples. We deployed one endoclip (Wilson-Cook,
Winston-Salem, NC, USA) at the bleeding site (Fig. 1), which
successfully controlled bleeding. The entire procedure took 25
minutes. The total dose of intravenous meperidine was 87.5
mg and midazolam 3 mg. The patient tolerated the procedure
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Fig. 1 - Pouch anastomotic bleeding: (a) before, (b) after the
removal of the staples, and (c) one endoclip was deployed.
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well and the hemorrhage was stopped successfully. After the
procedure, the patient continued to do well and showed no
sign of active bleeding. Her hemoglobin was 10.3 g/dL and she
was discharged next day after the procedure. The patient re-
ported no recurrence of pouch bleeding at her most recent
follow-up three months after the procedure.

Discussion

Postoperative pouch bleeding was a rare complication follow-
ing the IPAA surgery, with a reported prevalence rate of 1.5%.!
The majority of bleeding occurred within one week after the
surgery, and it could present as bleeding from either pouch
site and/or stoma site. Multiple factors may contribute to the
bleeding, including inadequate hemostasis, misfired staples,
patients’ underlying hematological disorders, and the use of
postoperative anticoagulant. Studies showed that the stapled
technique seemed to have a slightly higher rate of anasto-
motic bleeding than hand-sewn technique in non-pouch
patients.?? In this study, we reported a case of postoperative
bleeding caused by a dislodged staple two weeks after the
IPAA surgery with stapled anastomosis.

Postoperative pouch bleeding is usually self-limited. How-
ever, continuous bleeding requires intervention. It was report-
ed that around 60% of continuous postoperative pouch bleed-
ing required blood transfusion.! Regarding the management
of pouch bleeding in the postoperative period, there was no
standardized algorithm available in the literature. However,
pouch endoscopy as both a diagnostic tool and a treatment
maneuver was suggested. Treatment with epinephrine enema
could be used when patients presented with diffuse bleeding,
while endoscopic cauterization might be more effective when
specific bleeding points could be identified. But there were
two concerns when endoscopic cauterization was applied to
the staple line of the anastomosis.* One concern would be
that tissue ischemia and necrosis caused by the technique

might lead to further complications such as fistula or anasto-
motic dehiscence. Another concern was that the dissipation
of the energy might not be uniform and localized because of
the presence of the staples which would lead to increased
tissue damage. On the other hand, endoscopic clipping was
shown to have similar efficacy with cauterization without in-
juring tissues in the treatment upper gastrointestinal bleed-
ing in non-pouch patient.’ In this case, which is the first case
in the literature, we found that the endoscopic therapy with
staple removal and deployment of endoclips was easily and
effectively performed.
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