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Endoscopic hemostasis using an over-the-scope clip for
massive bleeding after percutaneous endoscopic
gastrostomy removal: a case report
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Percutaneous endoscopic gastrostomy (PEG) is a common method for providing long-term enteral nutrition to patients. PEG tube
placement and removal are relatively safe; generally, a PEG tube can be removed using gentle traction, and excessive bleeding is rare.
The over-the-scope clip system is a new device that can be used for gastrointestinal hemostasis and for closing gastrointestinal fistulae.
In the present case, a 68-year-old male patient had to remove the PEG tube because of persistent leakage around the PEG tube. Al-
though it was gently removed using traction, incessant bleeding continued, with a Rockall score of 5 points, even after hemocoagula-
tion was attempted. An over-the-scope clip device was used to achieve hemostasis and fistula closure.
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INTRODUCTION

Percutaneous endoscopic gastrostomy (PEG) is a widely used
method for providing long-term enteral nutrition to patients
who require tube-feeding support due to impaired oral intake."”
The use of PEG has gradually risen with the increase in life ex-
pectancy; PEG tube placement and removal is a common and
relatively safe procedure.’

PEG tubes need to be removed when the infection persists,
when there is cracking or clogging, and when buried bumper
syndrome occurs. PEG tubes with rigid bumpers are usually re-
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moved using an endoscopic method wherein the tube is cut and
withdrawn with an endoscopic snare. PEG tubes with flexible
bumpers are usually removed using a traction method where
the tube is pulled out through the skin. If the PEG tube type is
unknown, the endoscopic method is recommended due to di-
rect visualization.” Generally, a PEG tube can be easily removed
using gentle traction. It is uncommon to witness excessive
bleeding after removing a PEG catheter.” The over-the-scope
clip (OTSC) system is a new full-thickness suturing device that
can be used for gastrointestinal hemostasis as well as for closing
gastrointestinal fistulae.”” This system is relatively safe, easy to
use, effective, and has a high success rate in hemostasis and de-
fect closure.”®

We report a case of excessive bleeding just after removing the
PEG tube. We stop bleeding and close the fistula also using an
OTSC device.

CASE REPORT

A 68-year-old male patient with hilar cholangiocarcinoma and
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metastatic pulmonary cancer underwent adjuvant chemothera-
py. He had recurrent aspiration pneumonia and complained of
severe dysphagia with an Eastern Cooperative Oncology Group
performance status of 3. He underwent PEG tube insertion
using a PEG-24-PULL-S (Cook Medical LLC, Bloomington,
IN, USA), without any complications. However, leakage around
the PEG site subsequently persisted for 90 days. Endoscopic
findings showed a well-positioned PEG tube without signs of
gastric ulcer. The PEG tube was gently removed by traction;
however, blood flowed continuously and uncontrollably from
the insertion site. Endoscopy revealed blood gushing from the
PEG tract. When electrocoagulation using an electrocoagula-

tion probe (3 minutes; MTW Endoskopie, Wesel, Germany)
failed to stop the bleeding, we attempted hemostasis with an
OTSC device. A 12/6 t-type OTSC (Ovesco Endoscopy AG,
Tiibingen, Germany) was successfully used to simultaneously
achieve hemostasis and close the gastrocutaneous fistula. En-
doscopy revealed no active bleeding and a closed fistula (Fig. 1).
The total procedural time was 13 minutes. The changes in vital
signs from before to after endoscopy were as follows: blood
pressure from 145/86 to 121/80 mmHg, pulse rate from 105 to
97 beats per minute, and respiratory rate from 22 to 20 breaths
per minute, while SaO, was at 99%. Laboratory tests showed
no thrombocytopenia, and his Rockall score was 5. Laboratory

Fig. 1. Endoscopic findings. (A) A well-positioned percutaneous endoscopic gastrostomy (PEG) tube before removal. (B) Blood jetting from
the PEG tract after removing the PEG tube. (C) Persistence of active bleeding despite endoscopic hemocoagulation therapy. (D) The tissue at
the gastric orifice was captured with the over-the-scope clip device. The gastrocutaneous fistula was closed, and endoscopic hemostasis was

also successfully achieved.
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findings before and after the endoscopy showed the following
changes: hemoglobin count from 10.9 g/dL to 10.5 g/dL, platelet
count from 230x10°/uL to 194x10°/uL, prothrombin time from
14.7 seconds to 14.4 seconds, and activated prothrombin time
from 27.3 seconds to 28.0 seconds. He had no risk factors for
bleeding tendency, such as the administration of antithrombot-
ic or antiplatelet agents. Following the procedure, leakage from
the fistula and bleeding ceased and the patient started a diet on
the next day; the last follow-up was 8 weeks after the procedure.

DISCUSSION

The OTSC system is a full-thickness suturing device that can
be used through flexible endoscope working channels. OTSC
devices have a higher clinical success rate for gastrointestinal
hemostasis compared with standard endoscopic hemostasis in
patients who either use anticoagulants or those with an endo-
scopic Rockall score of 6 or higher.” Given its strength, it is also
effective for gastrointestinal mucosal defects and perforation.
Therefore, the OTSC system also achieved a high success rate
in endoscopic closure of gastrocutaneous fistula after PEG
tube removal in immunocompromised patients and those with
multiple comorbidities.”* It also showed a lower incidence rate
of rebleeding and rebleeding-associated mortality."” This new
endoscopic device has various indications. It is used not only
for hemostasis in gastrointestinal bleeding but also for closing
gastrointestinal fistulae or anastomotic leakage." "

In this case study, the incessant bleeding was thought to be
due to the damage to the gastric mucosa that was in contact
with the PEG tube when it was removed using the traction
method. Because bleeding persisted after attempting endoscop-
ic hemostasis with a Rockall score of 5 points, we used an OTSC
device that could simultaneously achieve hemostasis with direct
tamponade and closure of the gastrocutaneous fistula.

Ponsky-type PEGs can be removed easily by the traction
method. There are few complications after the removal, and
massive bleeding rarely occurs.” However, PEG insertion is
commonly performed in patients with deteriorating and/or var-
ious comorbid conditions. Bleeding can be fatal when it cannot
be controlled through endoscopic hemostasis. In patients with
general weakness or immunodeficiencies, spontaneous closure
of the fistula after PEG removal may not occur. Many studies
have reported high closure success rates with an OTSC device
similar to the one used in this case.”*"

In conclusion, as described in this case report, when inces-
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sant bleeding continues after the removal of PEG, even after
attempting hemocoagulation, an OTSC device can be used as
an alternative to achieve both hemostasis and fistula closure.
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