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Hemospray use in upper gastrointestinal
bleeding from tumor: Is it the answer?

We read with great interest the article en-
titled “The efficacy of Hemospray in pa-
tients with upper gastrointestinal bleed-
ing from tumor” by Pittayanon et al [1].
The authors enrolled 24 patients with up-
per gastrointestinal bleeding originating
from a primary or metastatic upper gas-
trointestinal tract tumor and compared
several outcomes (14-day rebleeding
rates, length of hospital stay andmortality
rate at 30-day follow up) between the
group treated with Hemospray as the
first-line hemostatic therapy (n=14) and
a control group treated with conventional
endoscopic hemostatic methods (coapta-
tion therapy, argon plasma coagulation,
and mechanical hemostasis). The authors
found that the 14-day rebleeding rate
and the 30-day mortality rate in the
Hemospray group was 3 times lower than
in the control group, even though statisti-
cal significance was not reached (10% vs.
30%; P=0.60 and 10% vs. 30%, P=0.7,
respectively).This is a relevant topic since
hemostatic efficacy in bleeding originat-
ing from tumoral lesions is far from ideal
and rebleeding rates are significant [2,3],
which proves that new therapeutic ap-
proaches are needed in this set of pa-
tients.
We would like to report a case in which
Hemospray played a critical role in the he-
mostasis of a bleeding tumor lesion. An
80-year-old male was admitted in the
emergency roomwith complaints of asth-
enia, pallor and melena with 72 hours of
evolution. At admission the patient was
hemodynamically stable and blood work-
up showed anemia with hemoglobin of
8.1g/dL. Upper gastrointestinal endos-
copy was performed within the first 12
hours and showed a 30-mm Forrest IIa ul-
cer located in the pre-pyloric posterior
wall and lesser curvature (●" Fig.1), which
was treated with epinephrine (10 cc,
1:10.000) and bipolar eletrocoagulation
(20W) with hemostatic efficacy. After
endoscopy, the patient was admitted to
an intermediate care unit under standard

post-endoscopic care with a 72-hour pro-
ton pump inhibitor infusion.
Four days after admission, the patient had
a new drop in hemoglobin levels (from
9.1g/dL to 7.3g/dL) with melena recur-
rence. Repeat upper gastrointestinal
endoscopy was performed and showed a
large clot in the pre-pyloric posterior
wall, partially detachable with vigorous
irrigation, underneath which was visible
the previously reported ulcer, with great
friability and conditioning anatomical dis-
tortion, this time treated with 1 cartridge
of Hemospray with hemostatic efficacy
(●" Fig.2 and●" Fig.3).
The patient remained stable with sus-
tained increase in hemoglobin and with-

out further need for emergency endo-
scopic intervention or red blood cell
transfusion. He was later endoscopically
reevaluated with visualization of a clean
base ulcer (Forrest III) which was biopsied
and diagnosed as an adenocarcinoma.
This case exemplifies the difficulty in the
clinical and endoscopic approach to tu-
mor bleeding lesions. Upper gastrointesti-
nal tumors account for 2% to 4% of non-
variceal upper gastrointestinal bleeding
episodes [4]. These lesions are amenable
to conventional endoscopic hemostatic
therapy, with reported success rates rang-
ing from 67% to 100% [5,6]. However, re-
currence rates are significant with a cur-
rent review reporting rebleeding rates
ranging from 41% to 80% [7]. These results
are far from ideal and create a demand for
a more efficient therapeutic solution.
In our case, the patient was treated pri-
marily with combined therapy using
epinephrine injection with contact ther-
mal therapy, in concordance with current
guidelines [4] and Hemospray was re-
served for treatment of recurrence. How-
ever, considering the superior hemostatic
efficacy of Hemospray as first-line therapy
in bleeding tumor lesions shown by the
article authors, and taking into account
the favorable result obtained in our case,
we believe that Hemospray may play a
role as first-line treatment in selected
forms of upper gastrointestinal bleeding,
namely those arising from tumors. This
may temporize bleeding and allow pa-
tients to remain stable, with less need for
invasive procedures, until a more defini-
tive therapeutic solution, such as surgery
or radiotherapy, can be performed.
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Fig.3 Lesion treated with Hemospray.

Fig.2 Ulcer underneath clot.

Fig.1 Forrest IIa ulcer.
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