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A 72 year old male presented to the Emergency Department 
with a complaint of chest pain that was ongoing for several 
days. Laboratory testing showed anemia with initial hemoglobin 
of 7.2.  He was admitted to the ICU due to hypotension that 
persisted after receiving two units of packed red blood cells. He 
developed dark brown emesis, but denied any history of 
stomach ulcers or prior gastrointestinal bleeding. He admitted 
to chronic alcohol abuse, drinking about a twelve pack of beer 
per day.  Subsequently, he underwent upper endoscopy with 
bipolar circumactive probe (BICAP) cautery and epinephrine 
injection of a large duodenal ulcer with a visible vessel. During 
the procedure, the patient did experience a large amount of 
bleeding from the exposed vessel, which was tamponaded with 
the endoscope. Given the presence of a large, bleeding vessel, 
an abdominal arteriogram with selective catheterization of the 
gastroduodenal artery was then performed, with coil 
embolization of the gastroduodenal artery. The next day, he 
was found to be in acute hypoxemic respiratory failure. 
Computerized tomography (CT) examination revealed 
esophageal perforation and he underwent an emergent left 
chest thoracotomy. He improved after a week of being NPO with 
total parenteral nutrition, and was discharged to rehabilitation 
following his hospital course.
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Diagnostic abdominal arteriogram with super select 
catheterization of the gastroduodenal artery (GDA) with coil 
embolization of the gastroduodenal artery. Completion 
arteriography showed significantly diminished flow through the 
GDA at this time with excellent placement of the coils (Figure 
1).  

CT of the Chest without IV contrast (Figure 2) showed a large 
left hydropneumothorax with pneumomediastinum, particularly 
at the level of the distal esophagus (red arrows), and tracking of 
air up to the neck. 
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Endoscopy is routinely performed for clinical suspicions of an 
upper gastrointestinal bleed (UGIB). In addition to its diagnostic 
utility, which has 92%–98% sensitivity and 3%–100% specificity, 
endoscopy allows for immediate treatment in appropriate cases. 
Contraindications to upper GI endoscopy include shock and 
severe comorbidities. Furthermore, in the setting of massive 
hemorrhage, intraluminal blood may not allow for visualization 
of the bleeding source.

Interventional radiology plays the most significant role in UGIB 
cases that are resistant or have contraindications to endoscopy. 
Friability of the esophageal mucosa secondary to history of 
chronic alcohol abuse could also pose greater risk of 
complication, particularly perforation. 

Endoscopic arrest of UGIB can be attempted with techniques 
such as BICAP cautery, which is a form of bipolar 
electrocoagulation. Self limited symptoms are common and 
include local pain, dysphagia, and nausea. Serious incidents are 
more frequently encountered with other ablation techniques 
(most notably argon plasma coagulation) which are reported as 
bleeding rates up 4%, esophageal perforation up to 2%, and 
stricture formation up to 6%.
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