
A fit 88-year-old man attended for Bar-
rett’s esophagus (BE) surveillance endos-
copy. He was initially referred to our cen-
tre in 2008 with a diagnosis of high grade
dysplasia (HGD) based on random biop-
sies at a district general hospital. He un-
derwent an uneventful endoscopic mu-
cosal resection for a visible flat lesion
(Paris 0-IIa) located 30 cm from the in-
cisors. The need and appropriateness of
continuing surveillance [1] was discussed
with him, considering his age and comor-
bidity (hypertension, for which he was
taking calcium channel blockers and
aspirin [75mg]). He had a good functional
status (American Society of Anesthesiolo-
gists [ASA] grade 2) and he wished to con-
tinue surveillance. Trimodal endoscopy
(high-resolution endoscopy, autofluores-
cence imaging, and narrow band imaging)
revealed a flat area suspicious for dyspla-
sia above the gastroesophageal junction
at 35 cm (●" Figs. 1–3).
This area was target biopsied (three biop-
sies) and standard four quadrant biopsy
samples were taken every 2 cm. There
was no significant bleeding at the end of
procedure.
The patient developed melena 24 hours
after the endoscopy and collapsed at
home. At the emergency department,
he was hypotensive and tachycardic
(blood pressure 90/60mmHg, pulse rate
112 beats/min). His hemoglobin was
7.6 g/dL (a drop of 5 g/dL) and the urea
concentration was raised (26.7mmol/L).
Platelet count and coagulation screen
were normal. He was resuscitated and
an endoscopy revealed an adherent clot
and pigmented base at the target biopsy
site (●" Fig. 4).
No endoscopic intervention was carried
out as the bleeding stopped spontaneous-
ly. The patient was given an intravenous
infusion of omeprazole and he made an
uneventful recovery. The targeted biop-
sies were later confirmed to have HGD on
histological examination (●" Fig. 5).
The patient was offered endoscopic ther-
apy for the HGD after discontinuing aspi-
rin, but he declined further endoscopy.
He is asymptomatic at 9 months of clinical
follow-up.
Significant bleeding from mucosal biopsy
sites is thought to be a rare event in the
absence of coagulopathy, thrombocytope-

Life-threatening bleeding following
Barrett’s surveillance biopsies

Fig. 3 Narrow band imaging with magnifica-
tion showing irregular vasculature and distort-
ed pit patterns suggestive of dysplasia.

Fig. 2 Autofluorescence imaging showing an
abnormal low-intensity area (arrow) above the
gastroesophageal junction.

Fig. 1 High resolution white light endoscopy
showing long segment Barrett’s esophagus.

Fig. 4 The target biopsy site above the gas-
troesophageal junction with stigmata of recent
bleed (arrow).

Fig. 5 Histological
section from the target
biopsy site showing
high grade dysplasia.
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nia, and portal hypertension [2]. Bleeding
following gastric biopsies has been re-
ported [3,4], however, there are no sim-
ilar reports in relation to BE surveillance.
Early cancer and intraepithelial neoplasia
in BE are associated with increased vascu-
larity related to neoangiogenesis [5]. As-
pirin is not known to increase the risk of
bleeding after biopsies [6]. However, a
cumulative risk associated with aspirin
use and dysplasia-related angiogenesis
might have contributed to the bleeding in
our patient, and this needs to be consid-
ered as a potential risk factor in BE sur-
veillance.
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