ISSN 2307-8960 (online)

World Journal of
Clinical Cases
World J Clin Cases 2021 January 16; 9(2): 291-520

Published by Baishideng Publishing Group Inc

WJ C C
Contents

World Journal of
Clinical Cases
Thrice Monthly Volume 9 Number 2 January 16, 2021

OPINION REVIEW
291

Continuity of cancer care in the era of COVID-19 pandemic: Role of social media in low- and middleincome countries
Yadav SK, Yadav N

REVIEW
296

Effect of a fever in viral infections — the ‘Goldilocks’ phenomenon?
Belon L, Skidmore P, Mehra R, Walter E

308

Overview of bile acid signaling in the cardiovascular system
Zhang R, Ma WQ, Fu MJ, Li J, Hu CH, Chen Y, Zhou MM, Gao ZJ, He YL

MINIREVIEWS
321

Gut microbiota and inflammatory bowel disease: The current status and perspectives
Zheng L, Wen XL

ORIGINAL ARTICLE
Retrospective Cohort Study
334

Effective immune-inammation index for ulcerative colitis and activity assessments
Zhang MH, Wang H, Wang HG, Wen X, Yang XZ

Retrospective Study
344

Risk factors associated with acute respiratory distress syndrome in COVID-19 patients outside Wuhan: A
double-center retrospective cohort study of 197 cases in Hunan, China
Hu XS, Hu CH, Zhong P, Wen YJ, Chen XY

META-ANALYSIS
357

Limb length discrepancy after total knee arthroplasty: A systematic review and meta-analysis
Tripathy SK, Pradhan SS, Varghese P, Purudappa PP, Velagada S, Goyal T, Panda BB, Vanyambadi J

CASE REPORT
372

Lateral position intubation followed by endoscopic ultrasound-guided angiotherapy in acute esophageal
variceal rupture: A case report
Wen TT, Liu ZL, Zeng M, Zhang Y, Cheng BL, Fang XM

379

Perioperative mortality of metastatic spinal disease with unknown primary: A case report and review of
literature
Li XM, Jin LB

WJCC

https://www.wjgnet.com

I

January 16, 2021

Volume 9

Issue 2

World Journal of Clinical Cases

Contents
389

Thrice Monthly Volume 9 Number 2 January 16, 2021

Massive gastric bleeding - perforation of pancreatic pseudocyst into the stomach: A case report and review
of literature
Jin Z, Xiang YW, Liao QS, Yang XX, Wu HC, Tuo BG, Xie R

396

Natural history of inferior mesenteric arteriovenous malformation that led to ischemic colitis: A case report
Kimura Y, Hara T, Nagao R, Nakanishi T, Kawaguchi J, Tagami A, Ikeda T, Araki H, Tsurumi H

403

Coil embolization of arterioportal fistula complicated by gastrointestinal bleeding after Caesarian section:
A case report
Stepanyan SA, Poghosyan T, Manukyan K, Hakobyan G, Hovhannisyan H, Safaryan H, Baghdasaryan E, Gemilyan M

410

Cholecystoduodenal fistula presenting with upper gastrointestinal bleeding: A case report
Park JM, Kang CD, Kim JH, Lee SH, Nam SJ, Park SC, Lee SJ, Lee S

416

Rare case of fecal impaction caused by a fecalith originating in a large colonic diverticulum: A case report
Tanabe H, Tanaka K, Goto M, Sato T, Sato K, Fujiya M, Okumura T

422

Intravitreal dexamethasone implant — a new treatment for idiopathic posterior scleritis: A case report
Zhao YJ, Zou YL, Lu Y, Tu MJ, You ZP

429

Inflammatory myofibroblastic tumor successfully treated with metformin: A case report and review of
literature
Liang Y, Gao HX, Tian RC, Wang J, Shan YH, Zhang L, Xie CJ, Li JJ, Xu M, Gu S

436

Neonatal isovaleric acidemia in China: A case report and review of literature
Wu F, Fan SJ, Zhou XH

445

Malignant solitary fibrous tumor of the greater omentum: A case report and review of literature
Guo YC, Yao LY, Tian ZS, Shi B, Liu Y, Wang YY

457

Paratesticular liposarcoma: Two case reports
Zheng QG, Sun ZH, Chen JJ, Li JC, Huang XJ

463

Sinistral portal hypertension associated with pancreatic pseudocysts - ultrasonography findings: A case
report
Chen BB, Mu PY, Lu JT, Wang G, Zhang R, Huang DD, Shen DH, Jiang TT

469

Epstein-Barr virus-associated monomorphic post-transplant lymphoproliferative disorder after pediatric
kidney transplantation: A case report
Wang Z, Xu Y, Zhao J, Fu YX

476

Postoperative complications of concomitant fat embolism syndrome, pulmonary embolism and tympanic
membrane perforation after tibiofibular fracture: A case report
Shao J, Kong DC, Zheng XH, Chen TN, Yang TY

482

Double-hit lymphoma (rearrangements of MYC, BCL-2) during pregnancy: A case report
Xie F, Zhang LH, Yue YQ, Gu LL, Wu F

WJCC

https://www.wjgnet.com

II

January 16, 2021

Volume 9

Issue 2

World Journal of Clinical Cases

Contents
489

Thrice Monthly Volume 9 Number 2 January 16, 2021

Is sinusoidal obstructive syndrome a recurrent disease after liver transplantation? A case report
Liu Y, Sun LY, Zhu ZJ, Wei L, Qu W, Zeng ZG

496

Portal hypertension exacerbates intrahepatic portosystemic venous shunt and further induces refractory
hepatic encephalopathy: A case report
Chang YH, Zhou XL, Jing D, Ni Z, Tang SH

502

Repair of a severe palm injury with anterolateral thigh and ilioinguinal flaps: A case report
Gong HY, Sun XG, Lu LJ, Liu PC, Yu X

509

Indirect inguinal hernia containing portosystemic shunt vessel: A case report
Yura M, Yo K, Hara A, Hayashi K, Tajima Y, Kaneko Y, Fujisaki H, Hirata A, Takano K, Hongo K, Yoneyama K, Nakagawa
M

516

Recurrent inverted papilloma coexisted with skull base lymphoma: A case report
Hsu HJ, Huang CC, Chuang MT, Tien CH, Lee JS, Lee PH

WJCC

https://www.wjgnet.com

III

January 16, 2021

Volume 9

Issue 2

World Journal of Clinical Cases

Contents

Thrice Monthly Volume 9 Number 2 January 16, 2021

ABOUT COVER
Editorial Board Member of World Journal of Clinical Cases, Dr. Mukul Vij is Senior Consultant Pathologist and Lab
Director at Dr Rela Institute and Medical Center in Chennai, India (since 2018). Having received his MBBS degree
from King George Medical College in 2004, Dr. Vij undertook postgraduate training at Sanjay Gandhi Postgraduate
Institute of Medical Sciences, receiving his Master’s degree in Pathology in 2008 and his PDCC certificate in Renal
Pathology in 2009. After 2 years as senior resident, he became Assistant Professor in the Department of Pathology
at Christian Medical College, Vellore (2011), moving on to Global Health City as Consultant Pathologist and then
Head of the Pathology Department (2013). (L-Editor: Filipodia)

AIMS AND SCOPE
The primary aim of World Journal of Clinical Cases (WJCC, World J Clin Cases) is to provide scholars and readers from
various fields of clinical medicine with a platform to publish high-quality clinical research articles and
communicate their research findings online.
WJCC mainly publishes articles reporting research results and findings obtained in the field of clinical medicine
and covering a wide range of topics, including case control studies, retrospective cohort studies, retrospective
studies, clinical trials studies, observational studies, prospective studies, randomized controlled trials, randomized
clinical trials, systematic reviews, meta-analysis, and case reports.

INDEXING/ABSTRACTING
The WJCC is now indexed in Science Citation Index Expanded (also known as SciSearch ®), Journal Citation
Reports/Science Edition, PubMed, and PubMed Central. The 2020 Edition of Journal Citation Reports® cites the
2019 impact factor (IF) for WJCC as 1.013; IF without journal self cites: 0.991; Ranking: 120 among 165 journals in
medicine, general and internal; and Quartile category: Q3.

RESPONSIBLE EDITORS FOR THIS ISSUE
Production Editor: Jia-Hui Li; Production Department Director: Yu-Jie Ma; Editorial Office Director: Jin-Lei Wang.

NAME OF JOURNAL

INSTRUCTIONS TO AUTHORS

World Journal of Clinical Cases

https://www.wjgnet.com/bpg/gerinfo/204

ISSN

GUIDELINES FOR ETHICS DOCUMENTS

ISSN 2307-8960 (online)

https://www.wjgnet.com/bpg/GerInfo/287

LAUNCH DATE

GUIDELINES FOR NON-NATIVE SPEAKERS OF ENGLISH

April 16, 2013

https://www.wjgnet.com/bpg/gerinfo/240

FREQUENCY

PUBLICATION ETHICS

Thrice Monthly

https://www.wjgnet.com/bpg/GerInfo/288

EDITORS-IN-CHIEF

PUBLICATION MISCONDUCT

Dennis A Bloomfield, Sandro Vento, Bao-gan Peng

https://www.wjgnet.com/bpg/gerinfo/208

EDITORIAL BOARD MEMBERS

ARTICLE PROCESSING CHARGE

https://www.wjgnet.com/2307-8960/editorialboard.htm

https://www.wjgnet.com/bpg/gerinfo/242

PUBLICATION DATE

STEPS FOR SUBMITTING MANUSCRIPTS

January 16, 2021

https://www.wjgnet.com/bpg/GerInfo/239

COPYRIGHT

ONLINE SUBMISSION

© 2021 Baishideng Publishing Group Inc

https://www.f6publishing.com

© 2021 Baishideng Publishing Group Inc. All rights reserved. 7041 Koll Center Parkway, Suite 160, Pleasanton, CA 94566, USA
E-mail: bpgoffice@wjgnet.com https://www.wjgnet.com

WJCC

https://www.wjgnet.com

IX

January 16, 2021

Volume 9

Issue 2

WJ C C

World Journal of
Clinical Cases

Submit a Manuscript: https://www.f6publishing.com

World J Clin Cases 2021 January 16; 9(2): 372-378

DOI: 10.12998/wjcc.v9.i2.372

ISSN 2307-8960 (online)

CASE REPORT

Lateral position intubation followed by endoscopic ultrasoundguided angiotherapy in acute esophageal variceal rupture: A case
report
Ting-Ting Wen, Zheng-Lv Liu, Min Zeng, Yu Zhang, Bao-Li Cheng, Xiang-Ming Fang

ORCID number: Ting-Ting Wen
0000-0001-5693-9760; Zheng-Lv Liu
0000-0002-7783-2169; Min Zeng
0000-0001-9966-7531; Yu Zhang
0000-0003-0182-4215; Bao-Li Cheng
0000-0002-0909-3050; Xiang-Ming
Fang 0000-0002-2283-1863.

Author contributions: Wen TT,
Zhang Y and Cheng BL were the
patient’s anesthesiologists,
reviewed the literature and drafted
the manuscript; Liu ZL and Zeng
M reviewed the literature and
drafted the manuscript; Fang XM
proofread the manuscript; All
authors issued final approval of the
version for submission.

Supported by National Natural
Science Foundation of China to
CBL, No. 81971876; and National
Key Research and Development
Program of China to FXM, No.
2018YFC2001900.

Informed consent statement:
Informed written consent was
obtained from the patient for
publication of this report and any
accompanying images.

Conflict-of-interest statement: The
authors declare that they have no
conflict of interest.

CARE Checklist (2016) statement:
The authors have read the Care

WJCC

Ting-Ting Wen, Zheng-Lv Liu, Yu Zhang, Bao-Li Cheng, Xiang-Ming Fang, Department of
Anesthesiology, The First Affiliated Hospital, School of Medicine, Zhejiang University,
Hangzhou 310003, Zhejiang Province, China
Min Zeng, Department of Anesthesiology, The Second Hospital of Yinzhou, Ningbo 315100,
Zhejiang Province, China
Corresponding author: Xiang-Ming Fang, MD, Chief Doctor, Dean, Director, Full Professor,
Department of Anesthesiology, The First Affiliated Hospital, School of Medicine, Zhejiang
University, No. 79 Qingchun Road, Hangzhou 310003, Zhejiang Province, China.
xmfang@zju.edu.cn

Abstract
BACKGROUND
Massive esophageal variceal bleeding can be catastrophic, leading to high
morbidity and mortality. Patients experiencing massive esophageal variceal
bleeding are at high risk of aspiration and hemorrhagic shock in acute episodes.
Intubation and bleeding control are the two essential steps for resuscitation of
these patients.
CASE SUMMARY
A 47-year-old male patient was admitted to our hospital with upper digestive
tract bleeding. He was diagnosed with alcohol-induced liver cirrhosis and
consequent esophagogastric varices. As he did not show a good response to
somatostatin and Sengstaken-Blakemore tube placement, the patient was
scheduled for endoscopic angiotherapy under anesthesia. Preoperative
assessment showed an ASA physical status of III and Child-Pugh classification B.
However, massive hemorrhage occurred just after induction of anesthesia.
Intubation by video-guided laryngoscopy in the lateral decubitus position was
attempted twice and was successful. After that, an experienced endoscopic
ultrasound (EUS) specialist performed angiotherapy and occluded the culprit
vessel. An ultra-thin gastroscope was then inserted into the endotracheal tube to
extract the blood observed in the lobar bronchi. The patient suffered hemorrhagic
shock with an estimated blood loss of 1500 mL in 20 min and remained in the
intensive care unit for two days. The patient was discharged from our hospital
eight days later without major complications.
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CONCLUSION
Intubation in the lateral decubitus position and EUS-guided treatment can be lifesaving procedures in patients with massive upper gastrointestinal hemorrhage.
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Core Tip: Intubation in the lateral decubitus position, which can be easily achieved with
the help of video-guided laryngoscopy, is an option in emergency situations to protect
the airway. In addition, endoscopic ultrasound (EUS) is effective in stopping acute
massive hemorrhage from esophageal varices due to the enhanced sonography of EUS
from fluid. This case highlights the importance of both the intubation and EUS-guided
therapy in the management of acute massive hemorrhage caused by esophageal varices.
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INTRODUCTION
Esophagogastric varices have a high perioperative bleeding risk. Variceal bleeding
accounts for 15%-50% of mortality in acute episodes[1,2]. Airway protection is of great
concern under such circumstances, as patients are at a great danger of aspiration and
further suffocation. However, it is difficult to accomplish intubation in patients with
active massive esophageal bleeding. Intubation in the lateral position in various
emergency situations has been documented and can be a useful option to manage
patients at high risk of aspiration and difficult airway[3-6].
To regain homeostasis, endoscopic procedures are the primary treatment
recommended for hemorrhagic control[1,7]. Recently, endoscopic ultrasound (EUS),
which enables direct visualization of the varices, has become a promising approach in
bleeding control with a lower risk of complications[8-10]. However, EUS endoscope,
which has a larger diameter (> 13 cm) than conventional digestive endoscope (< 10
cm), is difficult to tolerate in a conscious patient. Therefore, anesthesia or sedation is
generally performed[11,12].
Here we report a case where intubation in the left lateral decubitus position
followed by the use of EUS-guided angiotherapy successfully managed a patient with
massive hemorrhage due to ruptured esophageal varices.

Casadesus D, Matowicka-Karna J

S-Editor: Liu JH
L-Editor: Webster JR
P-Editor: Wang LL

CASE PRESENTATION
Chief complaints
A 47-year old male patient was admitted to our hospital due to intermittent vomiting
of blood for four days.

History of present illness
The patient was a heavy alcohol drinker for 15 years. He complained of no symptoms
until hematemesis four days previously, which occurred for the first time.

History of past illness
The patient was free from other illnesses.
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Physical examination
Before anesthesia, the patient showed vital signs in the normal range. He was pale, but
cooperative. He showed no signs of jaundice or cyanosis.

Laboratory examinations
A routine blood test showed moderate anemia (hemoglobin 70 g/L), hypoleukocytemia (leukocytes, 2.5 × 109/L), and thrombocytopenia (thrombocytes, 39 × 109/L).
A routine blood biochemical examination showed normal liver enzyme levels, an
albumin level of 34.6 g/L, a total bilirubin level of 42 mmol/L, a direct bilirubin level
of 30.5 mmol/L, an indirect bilirubin level of 12.4 mmol/L, and a creatinine level of
164 mmol/L. Coagulation was slightly abnormal with an activated partial
thromboplastin time of 28 s, a prothrombin time of 16.6 s and an international
normalized ratio of 1.5.

Imaging examinations
Moderate ascites was observed from ultrasonography. Bilateral plural effusion, portal
thrombosis, hepatomegaly and splenomegaly were detected by liver computed
tomography angiography.

FINAL DIAGNOSIS
The patient was diagnosed with alcohol-induced chronic liver disease, hepatic
cirrhosis, portal vein hypertension and consequent esophagogastric varices.

TREATMENT
Somatostatin was administered to stop the bleeding, but the patient did not respond
well. Intermittent bleeding continued, as shown by vomiting of blood twice, dark stool
and a continuous decline in hemoglobin level even after RBC transfusion. A
Sengstaken-Blakemore tube was placed to prevent further bleeding, which was
ineffective. Thus, endoscopic therapy was scheduled and the patient was transferred
to the endoscopic suite. A Sengstaken-Blakemore tube with deflated balloons was
placed in the upper gastrointestinal tract and served as a drainage tube.
A preoperative assessment showed an ASA physical status of III and a Child-Pugh
classification B. After the patient was transferred to the examination bed, he was
positioned in the left lateral decubitus position as routinely performed at our
endoscopic center. Oxygenation through a nasal catheter with 5 L of oxygen was
provided. The Sengstaken-Blakemore tube was then extracted. Before anesthetic
induction, the patient’s vital signs showed a non-invasive blood pressure (NIBP) of
110/65 mmHg, a peripheral oxygen saturation (SpO2) of 97%, and a heart rate of 70
bpm. Anesthesia was induced with 0.3 mg/kg of etomidate and 0.3 mcg/kg of
remifentanil. Suddenly, massive blood came from the patient’s mouth before
intubation. The oxygen supply through the nasal catheter was subsequently increased
to the maximum. The first attempt at intubation using video laryngoscopy failed as the
vocal cords could not be seen due to massive blood flow. To optimize the condition for
intubation, a suction tube was placed upon the lower pyriform fossa with maximum
suction force. The patient remained in the left lateral position with the head tilted
upwards at 30 degrees. A second attempt at intubation with video laryngoscopy was
then carried out which was successful. During this process, SpO2 dropped to 65% and
recovered to 100% after intubation. Aspiration of blood into the trachea was inevitable
and was observed under laryngoscopy due to massive bleeding.
Immediately after intubation, an experienced endoscopist performed EUS
endoscopy. The esophageal varices covered by blood were not visible through direct
endoscopic view, but were detected during ultrasound scanning (Figure 1A).
Sclerosing and adhesive agents were injected into the suspected varices in the lower
part of the esophagus at two points (3 mL of polidocanol, 0.5 mL of cyanoacrylate and
then 3 mL of polidocanol at each point) (Figure 1B). Bleeding stopped immediately.
The whole endoscopic procedure took approximately five minutes. Next, an ultra-thin
gastroscope with an outer diameter of 0.58 cm was inserted into the trachea through
the endotracheal tube to drain the blood. Blood was observed coming from both the
left and right lobar bronchi. Suction was performed until blood was no longer visible
(Figure 2).
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Figure 1 EUS visualization of varices and guidance of the angiotherapy. A: The suspected esophageal varices are visualized by EUS. B: The injection
of sclerosing /adhesive agent into the varix is shown. The needle tip is indicated by the white arrow.

Figure 2 Ultra-thin gastroscopy used for suction of aspirated blood. Ultra-thin gastroscope inserted into the endotracheal tube shows aspirated blood
from both left (white arrow) and right bronchi, which are separated by the carina (black arrow).

Hemorrhagic shock was noted with a NIPB of 60/40 mmHg. Fluid resuscitation,
norepinephrine infusion and transfusion of red blood cell concentrate were
immediately started to treat hemorrhagic shock. Afterwards, the patient was
transported to the intensive care unit (ICU) for further treatment. Aspiration
pneumonia was not observed after EUS-guided angiotherapy upon prophylactic
intravenous piperacillin sodium and sulbactam sodium administration. C-reactive
protein and procalcitonin level remained in the normal range after endoscopic
treatment during his hospital stay.

OUTCOME AND FOLLOW-UP
The patient was extubated the next day and remained in ICU for two days without
major complications. Eight days after endoscopic angiotherapy the patient was
discharged from hospital.

DISCUSSION
Acute variceal bleeding is a life-threatening condition and is the most common reason
for liver cirrhosis-related death. Massive acute hemorrhage is challenging to manage
with high mortality rates. Airway protection and bleeding control are the two essential
treatments used to resuscitate such patients in acute episodes. However, both
treatments are difficult to accomplish. In the present case, the patient was successfully
managed with lateral intubation and EUS-guided angiotherapy to obtain homeostasis.
Whether intubation is beneficial for patients with acute massive bleeding is still
controversial. Anesthesia with or without intubation can be safely provided for stable
patients with esophagogastric varices without massive bleeding. The role of anesthesia
is to sedate patients and to make the endoscopic procedure easy and safe under

WJCC

https://www.wjgnet.com

375

January 16, 2021

Volume 9

Issue 2

Wen TT et al. Lateral position intubation and EUS in esophageal variceal bleeding

continuous monitoring. However, two retrospective studies concluded that
prophylactic intubation did not prevent cardiopulmonary complications in patients
undergoing endoscopy for upper gastrointestinal hemorrhage[13,14]. In accordance with
this, some clinicians suggested that intubation predicts worse outcomes after
esophageal variceal bleeding. However, some clinicians suggest that it is extremely
important to intubate patients to avoid aspiration in those with suspected variceal
bleeding presenting with hematemesis[15]. In real crisis circumstances, the outcomes of
the patients rely on their condition, the clinicians’ knowledge and experiences, the
timing of intubation, hemorrhagic control, and teamwork of the anesthesiologists,
surgeons/endoscopists and nurses.
The aspiration rate in the lateral decubitus position is presumed to be lower than
that in the supine position. So far, the evidence to support this is sparse. One report
from Takenaka and Aoyama showed in a manikin model that the aspiration rate is
lower in the semi-lateral and lateral position[16]. In the real clinical setting, the
aspiration rate is difficult to judge, as lateral position intubation is not adopted
routinely in general due to the unfamiliarity of the anesthesiologist with this
procedure. To draw such conclusions, a large number of subjects is needed.
Furthermore, adverse effects, such as aspiration, which can range from mild to severe,
are very likely to be missed in patient records. Retrospective studies are difficult to
conduct for these two reasons. Thus, large-scale prospective trials are required in the
future.
In our experience, intubation in the lateral position is safe and feasible[17,18].
Therefore, the lateral decubitus position is used routinely for patients who attend our
endoscopic suite, both for intubational and non-intubational procedures. In our
experience, the key to this depends on the following two steps. First, the
anesthesiologist needs to expose the vocal cords with the help of video laryngoscopy.
Video-guided laryngoscopy is more helpful for intubation than direct laryngoscopy,
with the latter being more dependent on the position of the patient. Second, the
anesthesiologist needs to turn the head and trunk to the same sagittal axis as the
patient, which is similar to intubation in the supine position. This technique is easy to
master and some authors have suggested that it should be included in trainees’
curricula[19]. Intubation in the lateral decubitus position can be a life-saving technique
in patients experiencing difficult airway situations or in patients with restricted
posture.
An ultra-thin gastroscope with an outer diameter of approximately 0.6 cm could be
used in emergency situations as tracheal bronchoscope for guiding intubation and
suction. Although a higher level of disinfection is required for bronchoscope than for
digestive endoscope, the success of the intubation is considered a priority over
avoiding infection in life-saving situations. When aspiration occurs, suction with
digestive endoscope will not result in worse pneumonic infection as the airway is
already contaminated. An endotracheal tube ≥ 7.0 cm in size is wide enough to let an
ultra-thin gastroscope pass through. As in our case, ultra-thin gastroscopy is used for
suction. In another difficult airway episode, we used ultra-thin gastroscopy-guided
intubation where video laryngoscopy could not expose the vocal cords. Intubation
with ultra-thin gastroscopy is an option when fiberoptic bronchoscopy is not available.
To our knowledge, not every digestive endoscopic center is equipped with fiberoptic
bronchoscope.
The reason for the acute massive bleeding in this patient was thought to be due to
extraction of the Sengstaken-Blakemore tube. Even though it was deflated, long-time
use of the balloon tamponade is associated with esophageal ulcers, which are
vulnerable to any friction. This might have been the case in this patient[20,21]. There was
a five-minute lag between tube extraction and induction of anesthesia. During this
time, the esophagus served as a container for the blood. Once anesthetized, blood in
large volume flowed out from the esophagus as the larynx muscle was relaxed.
Aspiration could not be avoided as the protective laryngopharyngeal vagal reflex was
also lost. Patients with long-time placement of a Sengstaken-Blakemore tube require
special attention when they come to the endoscopic suite, which implies a high risk of
re-bleeding perioperatively[22].
EUS is a promising procedure for hemorrhagic control[8-10]. Treatment of acute
esophagogastric variceal bleeding includes fluid resuscitation, early use of vasoactive
drugs, prophylactic use of antibiotics and endoscopic therapy. Endoscopic band
ligation is the recommended first-line treatment during acute episodes of bleeding due
to its safety and lower incidence of complications. Endoscopic injection of sclerosing or
adhesive agents is also an option for variceal bleeding[23,24]. However, the success of
these procedures largely relies on visualization of the varices and cooperation of the
patient. In acute massive hemorrhage episodes, the view during direct endoscopy is
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largely compromised, as the upper digestive tract can be covered by a large amount of
blood. In addition, the patient could be in a panic and not cooperate with endoscopic
treatment when awake. This will further increase the difficulty for the endoscopist to
perform the treatment. Ultrasound endoscopy, in which sonography is facilitated by
fluid, allows injection of sclerosing and adhesive agent into varices under EUS
guidance, resulting in less embolic complications[25].

CONCLUSION
In conclusion, intubation in the lateral decubitus position is feasible in patients with
massive hemorrhage. Lateral decubitus position can be used both for intubational and
non-intubational patients. In addition, EUS is effective in acute massive esophageal
bleeding control when performed by an experienced endoscopist. Both the technique
and effective teamwork of the anesthesiologist and endoscopist are key elements in
patient management.
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