
Lower gastrointestinal (GI) bleeding is a fre-

quently encountered and challenging problem

for clinicians. The causes of lower GI bleeding can be

numerous. Diverticulosis is one of the most common

causes of massive lower GI bleeding in adults. Differ-

ential diagnosis includes a wide variety of inflamma-

tory or neoplastic conditions, anorectal disease, arter-

iovenous malformation, radiation proctitis, ischemic

bowel disease, and even small bowel lesions.

In this report, we describe the case of a patient

with recurrent massive lower GI hemorrhage. It was

discovered that an upper rectal perforation and bleed-

ing of the left uterine artery coexisted after a pelvic

surgery. The possibility that the source of bleeding

may be nonmesenteric in origin should be considered

in patients with a history of pelvic surgery, presenting

with lower GI bleeding.

Case Report

A 30-year-old woman with primary infertility vis-

ited our gynecology clinic, presenting with the com-

plaint of heavy menstrual flow over several months. A

series of analyses revealed her condition to be due to a

5-cm uterine myoma and severe pelvic endometriosis.

Enucleation of the adenomyoma and debulking of

endometriosis were performed surgically. The pa-

tient’s recovery course was uneventful and she was

discharged on the fifth day after the surgery.

Two days after discharge the patient visited the

emergency department, presenting with clinical ma-
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Lower gastrointestinal (GI) hemorrhage is a frequently encountered and
challenging clinical problem. We report a rare case of a 30-year-old
woman who presented with coexistent complications of rectal perforation
and uterine arterial bleeding after pelvic surgery, exhibited recurrent mas-
sive lower GI bleeding, and developed shock. Four episodes of massive
bleeding occurred before a definite diagnosis could be established by
angiography. A high index of suspicion is the most important diagnostic
aid that can prevent the physicians from overlooking the possibility that
lower GI hemorrhage may have such an unusual source.
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nifestations of fever with a temperature of more than

39 �C along with chills. Physical examination re-

vealed hypoactive bowel sound, mild tenderness over

the lower abdomen, and the presence of pale conjunc-

tiva. Laboratory analysis revealed a 22% hematocrit

value, 7.2 g/dL hemoglobin, and a 11,300/uL white

blood cell count with a shift to the left. Computerized

tomography of the abdomen and pelvis revealed a

mildly dilated bowel loop and slight fluid retention in

the pelvic cavity. Pelvic sepsis and anemia were sus-

pected, and the patient was admitted to a ward to re-

ceive antibiotic treatment and blood transfusion. In

the following days, her clinical symptoms improved

despite persistent fever with a temperature of approxi-

mately 38 �C.

Unfortunately, a week after her admission to the

hospital, the patient experienced an episode of copi-

ous hematochezia accompanied by loss of conscious-

ness. On the next day, massive lower GI bleeding re-

curred. Repeated emergency angiographies demon-

strated no definite extravasation of the contrast me-

dium when a series of arterial injections was adminis-

tered. After these 2 episodes, the lower GI bleeding

stopped spontaneously.

The possibility of upper GI hemorrhage was ruled

out by performing lavage using a nasogastric tube.

Colonoscopy revealed the presence of an ulcerative

lesion in the upper rectum and a dark blood clot in the

rectosigmoid area. Barium enema revealed a fistula

between the rectum and pelvic space (Fig. 1). Ten

days later, a third hematochezia occurred. Emergency

angiography was performed; the findings were nega-

tive with regard to the inferior mesenteric artery, supe-

rior mesenteric artery, and right internal iliac artery.

Extravasation from the left uterine artery was ob-

served after injecting the left internal iliac artery with

the contrast medium (Fig. 2). Considering the pa-

tient’s condition of primary infertility and her young

age, temporary occlusion of the bleeding source was

planned. Gelfoam cubes were injected after selective

catheterization. A 5-French angiocatheter was re-

tained in the left uterine artery and the patient was

closely monitored for re-bleeding.

Re-bleeding occurred 2 hours after the procedure.

Permanent embolization with coil springs was per-

formed after superselective catheterization. Complete

occlusion was confirmed by injection of the contrast

medium into the internal iliac artery after embolization.

One week later, a transverse-loop colostomy was

performed for diversion of fecal stream. The colo-

pelvic fistula was left open and waited for spontane-

ous healing. The postoperative course was uneventful

and the colostomy was closed 3 months later after bar-

ium enema proved no more fistula found.

Discussion

Lower GI bleeding is a challenging clinical prob-
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Fig. 1. Barium enema revelaed a fistula tract (arrow) be-
tween the rectum and the pelvic space.

Fig. 2. Extravasation of the left uterine artery (arrow) was
noted after injection of the contrast medium into the
left internal iliac artery.



lem encountered by medical and surgical gastro-

enterologists and it requires an efficient, detailed, and

systematic evaluation. Bleeding of the entire tract dis-

tal to the ligament of Treitz can be caused by various

factors, and successful management warrants accurate

identification of the bleeding site before initiating a

definitive therapy. Although the diagnostic methods

for identifying the bleeding site have dramatically im-

proved over the past decades, unfortunately, they have

not been universally successful.1 Technetium-99m la-

beled red blood cell scanning (Tc-99 RBC Scanning)

is a very sensitive diagnostic tool, but it exhibits poor

accuracy in identification of a bleeding site.2-6 Colo-

noscopy is the preferred diagnostic procedure because

of its accuracy with regard to identification of the

bleeding site and its therapeutic value; however, em-

ergency colonoscopy has a limited role in cases of

acute massive bleeding.7,8 Selective mesenteric angio-

graphy should be reserved for patients with massive

bleeding for whom colonoscopy is not feasible.9

We report the case of a patient presenting with re-

current massive lower GI bleeding; 3 episodes of

bleeding within a span of 10 days after successful en-

ucleation of the adenomyoma and debulking of edo-

metriosis. Casarella and Uden et al. speculated that in-

termittent hemorrhage may be the result of an arterial

vasospasm and intermittent clotting.10,11 In approxi-

mately 75 to 90% of all the cases of lower GI hemor-

rhage, the bleeding is spontaneously arrested, allow-

ing sufficient time for diagnostic evaluation.12 The

risk of re-bleeding varies depending on the source

from which the bleeding originates. In the case of

diverticular disease, the risk of re-bleeding occurring

after a single episode of diverticular hemorrhage is

approximately 25%, while the risk of suffering an-

other hemorrhagic episode after 2 prior bleedings in-

creases to 50%.13 Altough angiodysplasias are only

half as common as diverticular disease as a cause of

bleeding, they are more likely to re-bleed and rarely

resolved without treatment.14

Rectal perforation is a generally preventable com-

plication associated with pelvic surgery. It may be

caused by iatrogenic rectal injury, pelvic sepsis, and

pressure necrosis caused by the drainage tube. No-

mura et al. described 2 cases wherein bowel perfora-

tion occurred owing to the insertion of a silicone drain

placed during surgery.15 They hypothesized that the

perforation was caused by pressure necrosis.

Postoperative bleeding is a possible cause of mor-

bidity following pelvic surgical procedures, and the

bleeding can usually be detected shortly after the op-

eration. It can be clinically identified by the presence

of fresh blood in the drainage tube, abdominal disten-

tion, and hypovolemic shock. We hypothesized that

progressive erosion of blood vessels owing to pelvic

sepsis may have caused the hemorrhage in our patient

and suture absorption, a dismissed tie, and loss of em-

bolized clot were considered to be the other possible

causes.

Selective angiography has been used to evaluate

lower GI hemorrhage since the 1960s.16 It can detect

bleeding at a rate of 0.5-1 ml/min, and the hallmark of

positive examination is extravasation of the contrast

medium into the extravascular space.17,18 After trans-

femoral placement of an arterial catheter, the inferior

and superior mesenteric arteries are evaluated. If the

mesenteric vessels do not exhibit a bleeding site, then

the celiac axis and internal iliac arteries are sequen-

tially examined to detect the site of nonmensenteric

bleeding. Postoperative bleeding can usually be found

at the previous operation field and the clinical condi-

tion determines the sequence in which the vessels

should be studied. Our patient had previously under-

gone a pelvic surgery and presented with massive low

GI bleeding. Sequential angiography was performed

for the inferior and superior mesenteric arteries fol-

lowed by the internal iliac arteries which were reason-

able and mandary.

In summary, lower GI bleeding is a challenging

clinical problem that requires a detailed and system-

atic approach. Coexisting complications such as rectal

perforation and bleeding of the left uterine artery oc-

cur very rarely after pelvic surgery. We described a

patient presenting with recurrent bleeding in the lower

GI tract, and the left uterine artery was identified as

the bleeding source. The possibility that the lower GI

bleeding may be nonmesenteric in origin should be

considered in patients with history of a pelvic surgery.

A high index of suspicion is the most important diag-

nostic aid that can prevent physicians from overlook-

ing the possibility that lower GI hemorrhage may

have such an unusual source.
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病例報告

左側子宮動脈引起下消化道出血：病例報告

張家駱 1  陳鴻華 1  林尚潁 1  林  浩 2

長庚大學  高雄長庚紀念醫院  直肛科 1  婦產科 2

下消化道大量出血對臨床醫師而言，是相當具有挑戰性的問題。報告一例三十歲女性，

在婦科骨盆腔手術後，同時併發直腸破裂和子宮動脈出血，臨床表現出反覆大量下消化

道出血及休克的的罕見病例。病人在經歷四次動脈血管攝影後出血才得到確切控制，唯

有臨床高度懷疑且快速準確的動脈血管攝影檢查，才可避免輕忽此一罕見下消化道出血

原因，並得到立即有效的治療。

關鍵詞  出血、下消化道出血、血管攝影術。


