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Case Report
An Unusual Successful Treatment of UGI Bleed (MWT)
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Introduction

Mallory-Weiss Tear (MWT) or syndrome, is a longitudinal mu-
cosal tear or laceration of mucous membrane in the region of
the gastroesophageal junction and gastric cardia. They occur
commonly at Gastro- Esophageal Junction (GEJ) and some-
times extending to lower or mid esophagus and rarely to distil
portion of stomach , mostly single but multiple tears can be
occurred. In 1929 Kenneth Mallory and Soma Weiss reported
this as lower esophageal lacerations and not ulcerations, occur-
ing secondary to recurrent forceful retching [1], but it can oc-
cur after a single incident [2]. Many risks factors can contribute
to this tear like retching, excessive vomiting, chronic alcohol
intake, hiatal hernia, inflammatory disease of gastric mucosa,
excessive straining during defecation and peptic ulcer disease
and sometimes iatrogenic [3-6]. It occurs in approximately
3-15 % of all the causes of upper GI bleed [7]. The exact rea-
son of this tear is still unknown but proposed mechanism is,
when intra-abdominal pressure suddenly rises; it causes force-
ful rushing of gastric contents into esophagus resulting into
longitudinal tear of mucosa. When this tear reaches the sub
-mucosal arterial or venous plexus, it causes GI bleed [5]. In
mild case, patient remain asymptomatic but in severe cases he-
matemesis, melena, dizziness, syncope and epigastric pain can
occur. Upper GI endoscopy is the gold standard diagnostic
modality [8].

Case Report

A 48 years old patient with no co morbid presented in Emer-
gency department, HFH with 3 episode of hematemesis for last
6 hours preceded by nausea and retching for two days. In ER,
patient has an episode of haematemesis with pain in the epi-
gastric region. Vital signs of the patients were BP:80 systolic
mm/Hg,PR:131bpm, temperature 98.6 °F, SPO2: 97% at room
air, physical examination was unremarkable except pallor
with mild epigastric tenderness.. Lab investigations- complete
blood picture: Hemoglobin:8.4 g/dl, White blood count:12.1
x 109/L,HCT 32.1%, platelets count 144 x 109/L. and MCV
79.5f1. Liver function tests and renal function tests were nor-
mal at the time of presentation, anti HCV positive. USG ab-
domen was also normal and there were no clinical stigma-
ta of chronic liver disease. 2 pints of blood was transfused
alongwith intravenous ( i.v) crystalloids :0.9% normal saline. = 208956
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He was stgrted on ‘contmuous Il?fusmn of 'omeprazole@Smg/ Figure 2: Post treatment MWT.
hr alongwith Infusion sandostatin (octreotide) @50ug/hr. Pa-
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tient vitals improved as BP: 110/70 mm/Hg, PR: 106bpm. Af-
ter one hour, patient again has 2 episodes of hematemesis. He
was actively bleeding with multiple episodes of hematemesis
and melena were observed in emergency department. He be-
came restless, irritable and BP was un- recordable, managed
by giving blood and fluids. His Hemoglobin dropped to 4.4g/
dl within 6 hours. Patient was stabilized vitally and an Urgent
Upper Gastrointestinal endoscopy was done after 16 hours..
There was a longitudinal tear present between 4 and 5’ o clock
position at Gastro-Esophageal (GEJ) junction. The tear was 5
cm in length and 1.5 cm in width. Adrenaline (1:10,000) was
injected at multiple sites around the tear followed by place-
ment of 10 cm fully covered metallic stent across the GEJ (7-8
cm above and 2 cm below the GEJ). Hemostasis was achieved.
Patient was shifted in intensive care unit for observation. He
was given, sucralfate 10ml x 8hrs with 3 pints blood transfu-
sion next 48 hours, patient maintained his vitals sign after 4
hours. 24 hrs after, patient was allowed liquid diet and shifted
to Gastroenterology ward after 72 hrs and discharged after 5
days. He visited hospital after 4 weeks for stent removal. Stent
was migrated to stomach and removed with complete resolu-
tion of the tear.

Discussion

MWT is a longitudinal mucosal or submucosal tear at gastro-
esophageal junction. It usually below GEJ along lesser curva-
ture but can extend proximaly to mid esophagus. Commonly
patient presents with haematemesis after an episode of force-
ful or recurrent retching, vomiting, coughing, or straining but
epigastric or back pain can occure. Definitive diagnosis is by
upper GI endoscopy but in active bleeding or if endoscopy not
identified bleeding site, angiography can be diagnostic. Many
factors which can predict recurrent bleed include [9], initial
presentation of shock, liver cirrhosis, low hemoglobin and
platelets count [10], needing blood transfusion, Intensive care
unit management and active bleed at the time of endoscopy.
Mallory Weiss tear bleeding is self limiting in 80 to 90% of

patients, so treatment 1s generally supportive in the form of
antiemetic, acid suppression,sedation, fasting, blood transfu-
sion and reversal of anticoagulation [11]. Haemodynamically
unstable patients can be manage with endoscopic intervention
with adrenaline injection or fibrin sealant, electrocoagulation
or argon plasma coagulation, endoscopic band ligation and me-
chanical hemoclip. Rarely, if endoscopic intervention failed,
then interventional radiology or surgery may be required to
control bleeding [12,13].

In our patient, tear was deep, around Scm in length and 1.5cm
in width , starting from GEJ (Fig) into lower esophagus with
active bleeding. Patient has recurrent episodes of upper GI
bleed and was haemodynamically unstable, so we decided to
place covered stent. We injected adrenaline 1: 10000 at differ-
ent sites folloed by placement of covered metallic stent.

Conclusion

Mallory Weiss tear is an important cause of non variceal up-
per gastrointestinal bleed and should be included in differential
diagnosis. MWT is mostly self limiting, settled with supportive
treatment but 10 to 15% patients need intervention to control
bleeding. Majority bleeding controlled with endoscopic inter-
vention.
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