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Editorials

Obscure Gastrointestinal Bleeding
Acute, chronic or recurrent gastrointestinal bleeding may occasionally remain
obscure in origin: that is to say the standard means of investigation including
endoscopy and conventional barium studies do not reveal a cause. As this
occurs in up to 5% of all patients with gastrointestinal bleeding, it represents an
important clinical problem.

Obscure bleeding may be chronic, when it presents as anaemia, or acute,
when it may be recurrent or episodic. Although common lesions such as a small
lesser curve ulcer or gastric varices may occasionally cause difficulty in diagnosis,
more often obscure bleeding is the result of either multi-system disease involving
the gut, or of focal lesions which are either too small to' see (as in angio-
dysplasia) or inaccessible (such as small bowel tumours). Multi-system diseases
include leukaemia or coagulation disorders, and the Peutz-Jeghers and
Ehlers-Danlos syndromes.

Diagnostic difficulty most often relates to the relative inaccessibility of the
small intestine. Barium studies, including the modern 'small bowel enema' may
show fine detail, but are also capable of missing gross lesions due to overlapping
of bowel loops.

Jejunoscopes are not widely available and current instruments have severe
limitations. The endosonde instrument has a balloon which carries its tip down
the bowel; observations are made on withdrawal, but control of the field of
vision is difficult and no biopsy or therapeutic channel is available. Other 'push'
instruments are passed like conventional endoscopes, visualization being on
entry. These have biopsy channels but are of limited length so only the upper
small bowel can be seen.

Radionuclide scanning, using 99mtechnetium-labelled red cells, is a very useful
technique. Its major disadvantages are the time taken to set up the test, limiting.
its usefulness in recurrent brief bleeds, and the imprecise nature of localization
obtained. It is however an important test if carefully interpreted. 1 Over a 5-year
period in 49 patients we located the site of bleeding in 16 using this technique.

Visceral angiography has become the key investigation for obscure bleeding,
but there are logistical difficulties because it is a sophisticated technique which
demands expensive equipment and specialized training.? Even in well-equipped
hospitals there is a shortage of radiologists with the requisite skills so the
success of the procedure in localizing a bleeding source varies between 18%3
and 80%.2 .

Angiography may help in a number of ways. First, it may reveal active blood
loss into the gut lumen if bleeding is brisk. This gives accurate localization and
allows immediate treatment. Secondly, a lesion may be demonstrated even
when the bleeding has stopped. Thus a small bowel tumour may be seen or a
vitelline artery may indicate the presence of a Meckel's diverticulum. Thirdly,
if a lesion is seen at angiography a catheter may be left in situ while the patient
goes for operation. Superselective catheterization may localize a small vascular

. lesion. At operation if such a lesion is invisible, the loop of bowel containing it can
be readily recognized by the injection of a dye such as fluorescein via the catheter
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which is left in situ after angiography. The segment which requires resection is
then readily identified by a well-demarcated colour change.

Angiodysplasia has emerged over the last few decades to be an important
cause of recurrent obscure haemorrhage.i It usually occurs in the caecum and
ascending colon but can occur elsewhere in the colon, stomach or small bowel.
It may be associated with cardiac disease, especially of the aortic valve and may
be recognized (and ablated) at colonoscopy. Its main characteristics at angio-
graphy are small vascular 'lakes' in the mucosa associated with an early-filling
vein draining the area, indicative of shunting.

Colonic diverticulosis also bleeds, but it now seems clear that many cases of
right-sided colonic bleeding once attributed to diverticula were misdiagnosed,
with angiodysplasia being the true cause. Angiography is the investigation of
choice-if colon oscopy has failed-for differentiating between these common
lesions.

Endoscopy (gastroduodenoscopy and colonoscopy) remains an important
investigation. In patients with recurrent bleeding a previous negative endo-
scopy should not prevent further examination. In particular, this is important
because some small lesions.appear and disappear readily due to vascular shunting.

Laparotomy is often used for diagnosis and even more often for treatment.
Examination of the gut must be methodical and complete. The liver and pancreas
must be seen and palpated carefully. The duodenal loop is a difficult area to
palpate thoroughly. The whole small bowel must be examined by 'stripping
palpation' , carefully emptying segments sequentially and rotating each portion
axially to feel all areas of the mucosa. Tiny nodules, such as those found in
phlebectasia, are easy to miss.

Operative enteroscopy is best performed using a colonoscope passed per
oram.> The small bowel is gently clamped in segments to prevent general over-
inflation, and examination is internal by the endoscopist, and external by the
surgeon, who in a darkened theatre examines the vascular pattern of the gut by
transillumination. Each section is examined and then deflated before proceed-
ing; if this is done the whole small bowel is amenable to enteroscopy. The
coincidental finding of a mucosal lesion and an abnormal vascular pattern is
almost always important, especially if accompanied by fresh blood in the
lumen.

If segments of bowel containing small vascular lesions are excised, it is helpful
to catheterize its vessels and flush the specimen with heparinized saline
and then diluted barium sulphate. Radiology of the specimen may subsequently
demonstrate the lesion, and even if this is not done the pathologist finds it more
easily under a dissecting microscope and then cuts appropriate sections. With-
out such elaborate techniques histological study may not reveal lesions, even in
cases where bleeding stops after operation.

It must not be forgotten that obscure and repeated haemorrhage may
arise from important lesions such as small bowel tumours. The tendency to
procrastinate over laparotomy may be dangerous, and in one series a mortality
of 16% was blamed on delayed diagnosis.? In this series 14 patients had an
exploratory laparotomy which was diagnostic in 9. Laparoscopy is now being
used to examine the small bowel in some patients, as it is possible to examine
the small bowel from end-to-end by this means, at least to exclude gross lesions.

The treatment of obscure lesions is usually surgical, with resection of
identified lesions. Recurring problems may result from the fact that vascular
lesions tend to be multiple. There are also-unexplained associations between
angiodysplasia and Meckel's diverticulum, and between the latter and small
bowel tumours. These associations have not been generally confirmed, but
experience dictates that if two possible causes of bleeding are found, it is unsafe
to treat only one of them. 6

I, therefore, recommend that patients with obscure gastrointestinal bleeding
should have a careful upper gastrointestinal endoscopy and colonoscopy, and
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if these are are normal, a small bowel enema, isotope scan and visceral angio-
graphy. Using these techniques 70% of bleeding lesions will be identified. If no
diagnosis is made then I would suggest proceeding straight to a laparotomy with
intraoperative endoscopy and a diagnosis will be made in a further 20%. How-
ever, even after these intensive investigations in approximately 5% of patients
no bleeding source will be found'?
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Screening for Breast Cancer in India
The incidence of breast cancer is rising in most countries including India.' Over
the past decade." the prevalence of breast cancer in Greater Bombay has
exceeded that of cervical cancer-the commonest malignancy in women in
other parts of the country. Rapid industrialization, unplanned urbanization
and the increasing stress of daily life are possible contributory factors. More
and more women are working outside their homes resulting in late marriages,
older age at first childbirth, smaller families and a shorter duration of lactation.
These are some of the well-known risk factors for developing breast cancer. 3

With an increase in the longevity of women, breast cancer is likely to become a
major public health problem in the next century. There is, thus, an urgent need
to evolve specific strategies to control breast cancer in India.

In this country, about 60% of women with breast cancer present in stages III
or IV of the disease when a cure is not possible" and as many as 21% of women
who develop breast cancer die within the first year of diagnosis.>Early detection
of such patients followed by standard methods of treatment might have pre-
vented many of these deaths, and reduced the considerable costs associated
with morbidity and management.

There are three main approaches to the early detection of breast cancer. These
are: (i) mammography, (ii) breast self-examination (BSE), and (iii) physical
examination (PE) of the breast conducted by skilled health workers. The
observation that mammography can reduce mortality from breast cancer has
come from two randomized trials conducted in the West. These are: (i) the Health
Insurance Plan (HIP) study in New York which combined a yearly two-view


