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Abstract

Gastric antral vascular ectasia (GAVE) is an uncommon and often neglected cause of gastric hemorrhage. The treatments for GAVE include surgery, endoscopy and medical therapies. Here, we report an unusual case of GAVE. A 72-year-old man with a three-month history of recurrent melena was diagnosed with GAVE. Endoscopy revealed the classical “watermelon stomach” appearance of GAVE and complete pyloric involvement. Melena reoccurred three days after argon plasma coagulation treatment, and the level of hemoglobin dropped to 47 g/L. The patient was then successfully treated with distal gastrectomy with Billroth Ⅱanastomosis. We propose that surgery should be considered as an effective option for GAVE patients with extensive and severe lesions upon deterioration of general conditions and hemodynamic instability.  
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Core tip: Gastric antral vascular ectasiat (GAVE) is still an uncommon and often neglected cause of gastric hemorrhage and surgery for treatment is not often reported in the literature. This case report represents that a GAVE patient who had recurrent melena successfully treated with distal gastrectomy. When clinical condition of GAVE patients deteriorate, surgery should be considered.
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Introduction
Gastric antral vascular ectasia (GAVE) was ﬁrst described in 1953 by Rider et al[1] as a cause of massive gastric hemorrhage. GAVE is an uncommon and often neglected cause of upper gastrointestinal (GI) bleeding. Endoscopic ﬁndings demonstrated that GAVE was limited almost exclusively to the antrum, and red spots were either aggregated in linear stripes (watermelon stomach) or diffusely spread[2]. Treatments include endoscopic therapy, surgery and pharmacotherapies, such as hormones, tranexamic acid and somatostatin analogues. For intractable cases, surgery is the last resort[3] because this approach has significant mortality and morbidity risks, especially in the setting of portal hypertension and liver cirrhosis[4]. Here, we report a case of recurrent GAVE refractory to argon plasma coagulation (APC) and successfully controlled by distal gastrectomy.

Case report

A 72-year-old man presented with a three-month history of recurrent melena. He described three episodes of melena with dizziness. His past medical history in a community hospital included necessary transfusion and acid suppression therapy, such as the administration of a proton pump inhibitor. The past two gastrointestinal endoscopies indicated a diagnosis of hemorrhagic erosive gastritis and chronic superficial gastritis with gastric antral erosion. His social history was significant for hypertension, which he controls well with Norvasc (10 mg, qd), and gout, which is treated with aspirin and discontinued after the first bleeding. Cirrhosis, renal failure, and connective tissue diseases were excluded.

The most recent episode occurred three days before being admitted to the hospital. Initial laboratory studies were significant for 66 g/L hemoglobin (reference range 129–173 g/L). Colonoscopy was negative. The capsule endoscopy indicated a diagnosis of hemorrhagic gastritis. Repeated endoscopy revealed the classical “watermelon stomach” appearance of GAVE and complete pyloric involvement (Figure 1). The lesion was so extensive and severe that it made it difficult for the endoscope to pass through the pylorus. After a successful pass, the friction between the endoscope and the lesions caused bleeding. Then, the patient was treated with APC (Erbe ICC200 high-frequency electrotome, 40 W) primarily for the bleeding areas. The melena recurred three days after APC, and the level of hemoglobin dropped to 47 g/L. He was then transferred to have an open surgery consisting of distal gastrectomy with Billroth Ⅱanastomosis. The operation was successful without any postoperative complication except tolerable pain. Surgical specimens revealed that the lesion was extensive and severe and that the pylorus was completely involved (Figure 2). Specimen histology revealed gastric antral mucosal erosion with bleeding from mesenchymal dilated vessels (Figure 3). Over a 12-mo follow-up period, the patient has experienced no further episodes of bleeding. His hemoglobin levels are stabilized at normal levels.

Discussion

GAVE is an uncommon but severe cause of upper GI bleeding, and evidence suggests that GAVE is identified in 26 of 744 (4%) consecutive endoscopies for non-variceal upper GI bleeding[5]. Clinically, GAVE often coexists with other disorders. Most GAVE patients are thought to have GAVE-related comorbid conditions. Cirrhosis is observed in 30% of GAVE patients[6]. In noncirrhotic patients, autoimmune disorders are the most common; the majority of GAVE-associated disorders are connective tissue diseases, with an incidence as high as 62%[7].
  Currently, many therapeutic options are available, including surgical, endoscopic and medical choices. Drug therapies, such as hormones, octreotide, and tranexamic acid, have no definite role in the cure of GAVE-related bleeding and should be considered an experimental therapeutic approach[4]. Endoscopic therapy, particularly APC treatment, has shown to be as effective as and also safer than surgery, and this therapeutic option should always be considered as the first-line treatment for patients with GAVE-related bleeding. In recent years, another endoscopic treatment, endoscopic band ligation, appeared; endoscopic band ligation was firstly reported by Sinha et al. as a treatment for refractory GAVE in the patients who failed other treatment modalities, such as APC or hormonal therapy[8]. However, its utilization is still sparse, and future randomized multicenter prospective studies are necessary to conclusively establish the superiority of EBL over conventional methods for the treatment of GAVE[7]. 
In this case, the patient was firstly advised to have APC treatment after being diagnosed with GAVE. However, given the limited depth of thermal injury, APC treatment might not be effective in some cases[9]. In this patient, the extensive and serious area of involvement might have affected the treatment-resistant hemorrhage. Given the deteriorating clinical condition of the patient, distal gastrectomy was performed.

Surgery for GAVE treatment is not often reported in the literature. Although surgical resection is associated with a high rate of morbidity and mortality (the postoperative mortality rate was 6.6% to 7.4%) when attempted in patients with GAVE especially those with combined liver cirrhosis and other serious concomitant diseases, this treatment modality remains the only reliable method and often the last resort for refractory cases or recurrent GI bleeding[10]. Here, we propose that surgery should be considered as an effective option for GAVE patients with extensive and severe lesions upon deterioration of general conditions and hemodynamic instability.  

COMMENTS

Case characteristics

A 72-year-old man with a three-month history of recurrent melena was diagnosed with Gastric antral vascular ectasia (GAVE), and three days after argon plasma coagulation (APC) treatment which primarily for the bleeding areas ,the melena recurred.

Clinical diagnosis

Gastric antral vascular ectasia was diagnosed.
Differential diagnosis

Acute hemorrhagic erosive gastritis, protal hypertensive gastropathy, peptic ulcer, small intestinal bleeding, ischemic bowel disease.

Laboratory diagnosis

On admission, the level of hemoglobin was 66 g/L; however three days after APC treatment it decreased to 47 g/L; fecal occult blood was positive.

Imaging diagnosis

Endoscopy revealed the classical “watermelon stomach” appearance of GAVE and complete pyloric involvement, and the colonoscopy was negative.

Pathological diagnosis

Specimen histology revealed gastric antral mucosal erosion with bleeding from mesenchymal dilated vessels.

Treatment

The patient was successfully treated with distal gastrectomy with Billroth Ⅱanastomosis after failure of APC treatment.

Related reports

Endoscopic therapy, particularly APC treatment always be considered as the first-line treatment for patients with GAVE-elated bleeding, while surgery the last resort for its high rate of morbidity and mortality.

Term explanation 

Argon plasma coagulation (APC) which can be applied through a flexible endoscope, involves the passing of inert argon gas through a probe at a preset flow rate. The energy released by ionized gas heats the surface to a depth of 0.5 mm to 3 mm, coagulating the superficial blood vessels

Experiences and lessons

APC treatment may not be effective in some GAVE patients and when their clinical condition deteriorate, surgery should be considered.

Peer review

This special case reminds us that surgery definitely has a place in the treatment of GAVE patients.
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Figure 1 Endoscopy revealed striped lesion radially departing from the pylorus.
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Figure 2 Pathological specimen revealed that lesion is extensive and serious and that the pylorus was completely involved.

[image: image3.png]



Figure 3 Surgical pathologic specimens indicated gastric antral mucosal erosion with bleeding from mesenchymal dilated vessels.
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