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Abstract
Paratyphoid fever can be complicated by massive lower gastrointestinal bleeding with ileocolonic ulcerations, which are commonly localized using colonoscopy. The most common manifestations include multiple, variable-sized, round or oval-shaped, punched-out ulcers. Occasionally, massive lower gastrointestinal bleeding can occur from erosion of blood vessels. We present a rare case of severe lower gastrointestinal bleeding due to paratyphoid A fever that was successfully controlled with hemoclippings. A 30-year-old man experienced high fever and hematochezia whose blood culture showed Salmonella paratyphi A. A complete colonoscopy was successfully performed up to the level of the terminal ileum, which showed multiple, shallow, ulcerated lesions over the entire terminal ileum. A bleeding vessel was seen in one of the ulcers, with overlaying blood clots. Endoscopic hemostasis was successfully performed with four pieces of endoclip and without immediate complication. This report highlights the use of colonoscopy and endoscopic therapy with endoclips for lower gastrointestinal bleeding, which should be considered before surgery. 

© 2014 Baishideng Publishing Group Inc. All rights reserved.
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INTRODUCTION 
Paratyphoid fever can be complicated by ileocolonic ulcerations and massive lower gastrointestinal bleeding (LGIB). The infectious organisms causing the condition localize to the Peyer’s patches of the terminal ileum. Hyperplasia and necrosis in these areas can result in multiple, variable-sized, round or oval-shaped, punched-out ulcers. Conservative therapy is commonly used for treating paratyphoid fever and gastrointestinal infections that are complicated by a minor episode of LGIB. However, a life-threatening hemorrhage can occur in 3%-10% of patients[1], which is associated with a high mortality unless specifically treated[2]. Although antimicrobial therapy is usually the mainstay treatment[3], surgical involvement is sometimes necessary[4]. Occasionally, a massive LGIB can occur from erosion of blood vessels. Colonoscopy has recently been advocated for localizing the site of bleeding among patients with typhoid fever, and favorable results have been found with endoscopic hemostasis without immediate complications[5,6]. However, diagnostic methodologies and treatment strategies for LGIB in patients with typhoid fever have not yet been established[4,7]. Here we present a rare case of severe LGIB due to paratyphoid A fever that was successfully controlled by endoscopic therapy with endoclips.

CASE REPORT
A 30-year-old man was admitted to our hospital with a six-day history of fever, poor appetite, and abdominal discomfort. He had no history of recent travel. The vital signs were normal except for a body temperature of 39.8C. The physical examination was unremarkable except for tenderness in the right lower quadrant. Abnormal laboratory values were as follows: alanine aminotransferase, 57 U/L; aspartate aminotransferase, 82 U/L; and white cell count, 3.64 × 109/L. Stool tests showed the presence of occult blood. A blood culture identified Salmonella paratyphi A that was sensitive to levofloxacin, and intravenous treatment was thus administered. 
On the second day of hospitalization, the patient experienced hematochezia and dizziness. Hemoglobin levels dropped from 12.2 to 7.3 g/dL, and the patient was transfused with two units of packed red blood cells to maintain hemodynamic stability. 
A complete colonoscopy was successfully performed up to the level of the terminal ileum. Multiple, shallow, ulcerated lesions were observed over the entire terminal ileum, and there was a bleeding vessel visible with overlaying blood clots in one of the ulcers (Figure 1). Four pieces of endoclip were successfully placed without complication (Figure 2), and the patient immediately became hemodynamically stable. 
A ten-day course of levofloxacin (400 mg/d) was continued. The patient became afebrile and did not have subsequent bleeding. A colonoscopy was repeated after 12 d showing isolated ulcerations and normal intervening mucosa in the terminal ileum and cecum (Figure 3). The patient made a rapid recovery and was discharged after a total of 12 d in good health with a hemoglobin level of 9.7 g/dL. A colonoscopy was again performed 30 d after discharge, which showed complete resolution of the inflammation.

DISCUSSION
There are few articles concerning the management of typhoid or paratyphoid fever in patients with LGIB. Surgical intervention based on a selective angiography is the first choice of management[2]. When treating the patient in the present case, bleeding was stopped with hemoclippings, as it was not known during the colonoscopy that this was a case of paratyphoid A fever. Endoclips are effective for active vascular bleeding, non-bleeding visible vessels and adherent clots[8]. Yoshida et al[9] reported the control of massive colonic bleeding with hemoclippings in patients with ulcerative colitis. Hemoclippings have an advantage over epinephrine injections for preventing recurrent bleeding[10], without adding the risk of thermal injury over electrocoagulation[11]. 
To our knowledge, this is the first case of endoscopic hemoclipping hemostasis against massive LGIB in a patient with paratyphoid A fever. We advocate the use of hemoclipping with colonoscopy and endoscopic therapy in cases of LGIB with paratyphoid fever before radiologic or surgical intervention, particularly in patients that are hemodynamically compromised. In summary, clinicians should consider paratyphoid A fever among the other causes in patients with intestinal bleeding from ulcers in the ileum and proximal colon.
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Case characteristics
A 30-year-old man with massive lower gastrointestinal bleeding from paratyphoid A fever was successfully treated with endoscopic hemoclipping.

Clinical diagnosis
The patient was diagnosed with massive lower gastrointestinal bleeding from paratyphoid A fever.

Differential diagnosis
Differential diagnoses were inflammatory bowel disease and intestinal tuberculosis.

Laboratory diagnosis
The patient was diagnosed with paratyphoid A fever by blood culture and the following blood test results were obtained: alanine aminotransferase, 57 U/L; aspartate aminotransferase, 82 U/L; white cell count 3.64 × 109/L; hemoglobin level dropped from 12.2 to 7.3 g/dL.

Imaging diagnosis
A complete colonoscopy up to the level the terminal ileum revealed multiple shallow ulcer lesions and a bleeding vessel with overlaying blood clots in one of the ulcers in the terminal ileum.

Treatment
The patient was treated with levofloxacin and endoscopic therapy in the form of endoclips.

Related reports
Massive lower gastrointestinal bleeding from paratyphoid A fever is rare, with few cases of successful treatment using endoscopic hemoclipping reported in the literature.

Experiences and lessons
Clinicians must be alert to typhoid fever in patients with intestinal bleeding from ulcers in the ileum and proximal colon and colonoscopy and endoscopic therapy in the form of endoclips should be considered before surgery. 

Peer review
The authors report an interesting case involving massive lower gastrointestinal bleeding from paratyphoid A fever that was successfully treated with endoscopic hemoclipping. The treatment option described in the article may be helpful for readers who have patients suffering the same condition.
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Figure 1 Endoscopy of the terminal ileum. Endoscopy revealed the presence, A: Multiple ulcerative lesions; B: An exposed bleeding vessel. 
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Figure 2 Hemoclippings were successfully placed at the exposed vessel.
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Figure 3 Repeat colonoscopy of the terminal ileum and cecum. Endoscopy revealed the presence, A: Isolated ulcerations and normal intervening mucosa in the terminal ileum; and B: Isolated ulcerations and normal intervening mucosa in the cecum. 
[image: C:\Documents and Settings\Administrator\Application Data\Tencent\Users\409881474\QQ\WinTemp\RichOle\)E76([3%OXWJ06E`PQ]P0Z7.jpg] [image: C:\Documents and Settings\Administrator\Application Data\Tencent\Users\409881474\QQ\WinTemp\RichOle\YQ3YXWRWU{D%KIRLI~X1P]A.jpg]
A                                   B



image4.jpeg




image5.jpeg




image1.jpeg




image2.jpeg




image3.jpeg




