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Table 1. Embolized Arteries of Gastrointestinal Bleeding in 97
Patients

Embolized Arteries Number
Gastroduodenal 21
Tleocolic 18
Left gastric 15
Jejunal 10
Tleal 9
Pancreaticoduodenal 4
Right gastric 3
Esophageal 3
Mid-colic 4
Superior rectal 3
Others (left colic, right colic, sigmoid colic, 7
right hepatic, splenic, common hepatic and

right superior hemorrhoidal artery)

Total 97

Fig. 1. 44-year-old man with jejunal bleeding (unknown origin). Superior mesenteric artery angiogram (A) and superselective jeju-
nal artery angiogram (B) shows active extravasation of contrast media from 1st branch of jejunal artery (arrow). (C) Follow up an-
giogram obtained after superselective transarterial embolization of vasa recta of 1st jejunal branch with gelfoam demonstrates ces-

sation of extravasation.
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Fig. 2. 62-year-old woman with ileal
ulcer bleeding. Superior mesenteric
artery angiogram (A) and superselec-
tive ileal artery angiogram (B) shows
active extravasation of contrast media
through the ileal artery (arrows).

C, D. Follow up angiogram obtained
after superselective transarterial em-
bolization of two vasa recta of ileal
artery with five micocoils demon-
strates cessation of extravasation.



Fig. 3. 71-year-old woman with rectal bleeding from proctitis. Inferior mesenteric artery angiogram (A) and superselective right su-
perior hemorrhoidal artery angiogram (B) shows active extravasation of contrast media (arrow). (C) Follow up angiogram obtained
after superselective transarterial embolization of one branch of right superior hemorrhoidal artery with gelfoam demonstrates ces-

sation of extravasation.
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Purpose: We wanted to evaluate the safety and effectiveness of superselective transarterial embolization for
the management of gastrointestinal bleeding.

Materials and Methods: We evaluated 97 of 115 patients who had undergone diagnostic angiography and
transarterial embolization for gastrointestinal bleeding from February 2001 to July 2004, and they subsequent-
ly underwent superselective transarterial embolization. Their ages ranged from 17 to 88 years (mean age: 58.5
years), and 73 were men and 24 were women. The etiologies were a postoperative condition (n=31), ulcer
(n=23), Mallory-Weiss syndrome (n=3), trauma (n=3), pseudoaneurysm from pancreatitis (n=3), diverticula
(n=2), inflammatory bowel disease (n=2), tumor (n=2), Behcet' s disease (n=2), hemobilia (n=1), and un-
known origin (n=25). The regions of bleeding were the esophagus (n=3), stomach and duodenum (n=41),
small bowel (n=38) and colon (n=15). All the patients underwent superselective transarterial embolization us-
ing microcoils, gelfoam or a combination of microcoils and gelfoam. Technical success was defined as devas-
cularization of targeted vascular lesion or the disappearance of extravasation of the contrast media, as noted on
the angiography after embolization. Clinical success was defined as the disappearance of clinical symptoms
and the reestablishment of normal cardiovascular hemodynamics after transarterial embolization without any
operation or endoscopic management.

Results: The technical success rate was 100%. The primary clinical success rate was 67% (65 of 97 patients).
Of the 32 primary failures, fourteen patients underwent repeat embolization; of these, clinical success was
achieved in all the patients and so the secondary clinical success rate was 81% (79 of 97 patients). Of the 18 pa-
tients with primary failures, five patients underwent operation, one patient underwent endoscopic manage-
ment and the others died during the observation period due to disseminated coagulopathy or complications of
their underlying diseases. During the follow up period, six patients of the 79 clinically successful patients died
due to disseminated coagulopathy or complications of their underlying diseases, and so the total mortality rate
was 19% (18 of 97 patients). Postembolization complications such as bowel ischemia or infarction did not oc-
cur during the observation period.

Conclusion: Superselective transarterial embolization is an effective therapy for treating acute gastrointestinal
hemorrhage, and it has a high technical rate and clinical success rate, and a low complication rate.
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