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Treatment of Mallory-Weiss syndrome using argon plasma coagulation
Mallory-Weiss sendromunun argon plazma koagülasyonu ile tedavisi
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The endoscopic hemostatic method has been introduced as a safe and effective mechanical approach to hemostasis for upper gastrointestinal bleeding
related to Mallory-Weiss syndrome. A 62-year-old male patient with chronic
cough and a 27-year-old 10-week pregnant female were admitted to our clinic with gross hematemesis. Upper gastrointestinal endoscopy was performed and Mallory-Weiss syndrome was diagnosed. Coagulum and visible vessels were observed during the procedure. Argon plasma coagulation was applied. After argon plasma coagulation, complete hemostasis was achieved and
rebleeding did not occur. In conclusion, argon plasma coagulation can be
performed easily and with minimum risk of complications such as perforation or delayed hemorrhage in patients with actively bleeding non-fibrotic
Mallory-Weiss syndrome.

Endoskopik hemostaz metotlar› Mallory-Weiss Sendromuna ba¤l› üst gastrointestinal kanamalarda güvenli ve etkin bir yaklaﬂ›m olarak kabul edilmektedir. Kronik öksürü¤ü olan 62 yaﬂ›ndaki bir erkek hasta ve 27 yaﬂ›nda 10 haftal›k gebe hasta klini¤imize ciddi hematemez bulgular›yla baﬂvurdu. Bu hastalara üst gastrointestinal endoskopi uyguland› ve Mallory Weiss sendromu
tan›s› kondu. ‹ﬂlem s›ras›nda koagülum ve visible vessel görüldü ve bu lezyonlara argon plazma koagülasyonu uyguland›. Argon plazma koagülasyonu
sonras›nda tam bir kanama kontrolü sa¤land› ve takipte kanama tekrarlamad›. Sonuç olarak argon plazma koagülasyonu aktif kanayan non fibrotik Mallory-Weis sendromu olan hastalarda gecikmiﬂ hemoraji ve perforasyon gibi
minimal komplikasyon riskiyle kolayl›kla uygulanabilir.
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INTRODUCTION
Mallory–Weiss syndrome (MWS) is characterized by linear,
nonperforating mucosal lacerations in the cardia, cardioesophageal junction or distal esophagus, or a combination of these sites. These lacerations are oriented along the longitudinal
axis of the esophagus causing repeated vomiting. Many conditions have been noted to have an association with MWS,
including chronic and/or binge alcohol use (1,2). Other associations described previously include the presence of a hiatus
hernia, non-steroidal anti-inflammatory agent use, portal
hypertension, other mucosal pathologies, upper endoscopy,
and prolonged coughing or paroxysms of coughing (3,4).

Argon plasma coagulation (APC) is a special electrosurgical
modality in which a high- frequency electric current is conducted ‘contact-free’ through ionized and thus electrically
conductive argon (argon plasma) into the tissue to be treated.
The aim of this technique is to create therapeutically effective
temperatures for thermal hemostasis and/or the ablation of
pathologic tissue (12). Our search of the PubMed database revealed no literature on the use of endoscopic therapy in
MWS. In this study, we describe the use of APC in two cases
with massive hematemesis caused by MWS.

MWS is a common cause of upper gastrointestinal (GI) hemorrhage, accounting for between 5% and 15% of cases (6).
In approximately 90% of patients, non endoscopic management controls the bleeding. The clinical course is usually benign. For the remaining patients, in whom bleeding does not
cease spontaneously, intervention is required (1). With the
development of endoscopic techniques, endoscopic therapy
has become the first-line treatment for actively bleeding lacerations. Various endoscopic methods of hemostasis, such as
injection of sclerosing agents, electrocoagulation, hemoclip
placement, and endoscopic band ligation, have been used
and evaluated for MWS (1,3,7).

CASE REPORTS
Case 1
A 62-year-old male patient admitted to our hospital complaining of massive hematemesis and melena. In his medical history, chronic cough for three months was remarkable. In his
physical examination, his vital signs were stable with blood
pressure (BP) of 125/85 mmHg and pulse of 92/min. His laboratory study values were: hemoglobin (Hb): 10.2 g/dl, hematocrit (Htc): 30.3%, platelets (Plt): 250,000 mm3, and
prothrombin time: 13.2/s. During the upper endoscopic procedure, a 2.5 cm tear from 1 cm above the esophagogastric
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junction through the cardia was observed. Coagulum and visible vessels proximal to the cardia were detected (Figure 1).
The stomach and duodenum were filled with blood. No other
bleeding spots were detected in the stomach or duodenum. A
40–watt, 2-flow APC was performed to the MWS site (Figure
2). After the procedure, no complication was observed (Figure 3). The patient had bleeding and did not require transfusion. In his follow-up endoscopy, no bleeding spots were found.
Case 2
A 27-year-old female patient at 10 weeks of pregnancy was
admitted to the hospital with the diagnosis of hyperemesis
gravidarum. In her follow-up, her Hb dropped from 12 g/dl
to 9.5 g/dl. Diagnostic endoscopy was performed, which revealed a 1 cm tear covered with coagulum in the esophagogastric junction. A 40-watt, 2-flow APC was performed. After
the procedure, no complication was observed. In these two
cases, sucralfate and acid suppressive treatment were given
after the APC procedure.

DISCUSSION
Mallory-Weiss syndrome (MWS) generally has a benign course, in more than 90% of cases. Therapeutic endoscopy was
not necessary in patients with protruding visible vessels
and/or adherent clots. However, a variety of hemostatic procedures were required in 87.5% of control patients who had
active bleeding and in whom endoscopic hemostasis was not
achieved. A variety of endoscopic treatment methods for
MWS bleeding have been tested in transient or permanent hemostatic trials in many studies. Recently, some investigators

Figure 1. Coagulum and visible vessel at the base of the lesion.

have suggested the use of the metallic hemoclip method or
band ligation method in a mechanical hemostatic approach
(1).
Mechanical hemostasis by hemoclip placement or band ligation is associated with less damage to the surrounding tissues
than that caused by sclerosant injection or thermal coagulation. Thus, these procedures may be less likely to cause some
of the complications that have occurred with other treatment
methods. Huang et al. (3) reported that hemoclip placement
currently has an initial success rate of 94%. Hemoclip application is difficult because of a tangential approach in MWS.
The assistants and endoscopists must be trained in the use of
the hemoclip system (8). Endoscopic band ligation can be
used effectively for bleeding lesions in non-fibrotic tissue. Because MWS is actually a mucosal tear without fibrotic tissue,
it is possible to achieve hemostasis in a single session if the lesion is placed within the endoscopic band ligation cap. Endoscopic band ligation has an initial success rate of 100%,
with permanent hemostasis achieved in 97.3% of cases (9).

The MWS tear usually extends into the submucosa, and bleeding occurs from the rich plexus of arteries and veins. Although most patients with MWS stop bleeding spontaneously,
injection hemostasis may be incomplete for patients with a
large and/or long plexus of vessels. Injection therapy involving various agents such as epinephrine, absolute alcohol and
1% polidocanol has been reported. For patients with MWS,
the reported rates of primary hemostasis obtained with epinephrine injection range from 93% to 100%. However, bleeding recurs in 5.8% to 44% of patients with actively bleeding

Figure 2. Argon plasma coagulation application to the visible vessel.
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nificant bleeding, also decreases the effectiveness of coagulation because the liquid dissipates the heat quickly, thereby reducing the effect on the tissue. The reported rate of initial hemostasis was 83.3% for patients with actively bleeding MWS
(12).

Figure 3. Scene of the tear after argon plasma coagulation.

MWS (10,11). Furthermore, in thermal endoscopic therapy,
endoscopists have to be careful to manage the relatively thin
esophageal wall and few fibrotic bases in patients with MWS.
Electrocoagulation allows the simultaneous application of heat and pressure to the bleeding lesion. The application of the
electrocoagulation in a wet field, as occurs when there is sig-

Argon plasma coagulation (APC) is a non-contact method of
delivering high-frequency monopolar current through ionized and electrically conductive argon gas, which is called argon plasma. Initially developed for the surgical arena, this device has seen an ever-expanding role in therapeutic endoscopy. APC is used for various clinical indications: adjunctive
therapy (after piecemeal resection of large colonic polyps), radiation proctopathy, gastric antral vascular ectasia, angiectasia, ablation of Barrett’s epithelium, bleeding peptic ulcers,
prevention of recurrent esophageal varices, palliation of GI
malignancy, and refractory ulcerative colitis (13). However,
there are no data about the use of APC in the treatment of
bleeding MWS. In our cases, 40–watt, 2 L/min flow was used
for the procedure. No complication was observed during the
follow-up. No more bleeding was documented during the follow-up endoscopy 24 hours after the procedure.
In conclusion, APC is an effective and safe alternative for the
management of upper gastrointestinal bleeding related to
MWS. Greater experience in prospective trials is required to
evaluate the suitability of APC for wide clinical use.
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