
Gastric antral vascular
ectasia and end-stage renal
disease: literature review

Sum mary

Back ground. Gas tric antral vas cu lar ectasia is cur rently rec og nized as
an im por tant cause of up per gas tro in tes ti nal hem or rhage and has a high 
prev a lence in pa tients with re nal in suf fi ciency and end-stage re nal dis -
ease. It is re spon si ble for about 4% of non-variceal up per gas tro in tes ti -
nal hem or rhages and typ i cally pres ents in mid dle aged fe males. GAVE,
also called “wa ter melon stom ach”, is di ag nosed through esophago -
gastro duodenoscopy and is char ac ter ized by the pres ence of vis i ble col -
umns of red tor tu ous en larged ves sels along the lon gi tu di nal folds of the
antrum. The pathogenesis is still ob scure and many hy poth e ses have
been pro posed such as me chan i cal stress, humoral and au to im mune fac -
tors. In the last two de cades, nu mer ous ther a peu tic strat e gies have been 
pro posed, in clud ing sur gi cal, en do scopic, and med i cal choices, yet suc -
cess ful treat ment of GAVE con tin ues to be a chal lenge. Cur rently, given
the rapid re sponse, safety, and ef fi cacy, en do scopic ab la tive mo dal i ties
have largely usurped med i cal treat ments as first-line ther apy, par tic u -
larly us ing ar gon plasma co ag u la tion.

Con clu sions. GAVE syn drome is a se ri ous con di tion and has a
higher prev a lence in end-stage re nal dis ease pa tients, es pe cially in
those pre sent ing with treat ment-re frac tory ane mia. Re al iza tion of its
eti ol ogy and char ac ter is tics is es sen tial for doc tors to sus pect, di ag nose,
and treat gas tric ectasia. Only proper di ag no sis and well-timed dis ease
treat ment can sig nif i cantly im prove pa tient’s med i cal con di tion and fu -
ture prog no sis.

Keywords: gas tric antral vas cu lar ectasia, “wa ter melon stom ach”,
end- stage re nal dis ease, hemodialysis com pli ca tions.

INTRODUCTION

Gas tric antral vas cu lar ectasia
(GAVE) syn drome, also known as “wa -
ter melon stom ach”, is in volved in 4%
of non-variceal up per gas tro in tes ti nal
bleed ing de vel op ments [1] and can be
a cause of se vere blood ef fu sion. The
di ag no sis is prob lem atic as it can be
over shad owed by more fre quent bleed -
ing causes like pep tic ul cer dis ease,
gas tric mucosal ero sions, Mallory-
 Weiss syn drome, gas tro in tes ti nal can -
cer, and other rea sons [2]. Clin i cally,
this syn drome of ten co ex ists with
other dis or ders [3], such as liver cir -

rho sis, au to im mune con nec tive tis sue
dis or der, bone mar row trans plan ta -
tion, ischemic heart dis ease, val vu lar
heart dis ease, hy per ten sion, hypo -
thyroidism, di a be tes, or acute myeloid
leu ke mia [4–8]. Re cent stud ies show
that end stage re nal dis ease (ESRD) is
as so ci ated with a high in ci dence of
GAVE syn drome [9]. There fore, re al -
iza tion of its eti ol ogy and char ac ter is -
tics is es sen tial for doc tors to sus pect,
di ag nose, and treat gas tric ectasia in
pa tients with re nal in suf fi ciency, es -
pe cially in the pres ence of se vere ane -
mia de pend ent on eryth ro poi e tin or
red blood cell trans fu sion ther apy.
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Only proper di ag no sis and well-timed
dis ease treat ment can sig nif i cantly
im prove pa tient’s med i cal con di tion
and fu ture prognosis.

HISTORICAL REVIEW

GAVE syn drome was first de scribed
by Rider et al. in a pa tient with se vere
chronic iron-de fi ciency ane mia and
pre sented as “an ero sive type of gas tri -
tis with marked veno-cap il  lary
ectasia” [10]. In 1984, Jabbari et al.
used en do scopic tech niques to vi su al -
ize the al ter ations with greater de tail
and de fined GAVE syn drome more
pre cisely as “lon gi tu di nal rugal folds
tra vers ing the antrum and con verg ing 
on the py lo rus, each con tain ing a vis i -
ble con vo luted col umn of ves sels” [11].
These en do scopic ap pear ances were
sim i lar to stripes on a wa ter melon,
and he coined the term “wa ter melon
stom ach”. Col umns of ectatic ves sels
along the lon gi tu di nal folds typ i cally
lim ited to the antrum are
pathognomonic for GAVE syn drome
[12].

EPIDEMIOLOGY

Gas tro in tes ti nal bleed ing is a se ri ous
con di tion that med i cal prac ti tio ners
en coun ter in the emer gency de part -
ment, as well as in the pri mary care
set ting [13]. Up per gas tro in tes ti nal
bleed ing has an over all mor tal ity rate
of 6–10% and an an nual in ci dence that 
ranges from 40 to 150 ep i sodes per
100,000 per sons [14–16]. Males aged
61 to 69 are more likely to suf fer from
this con di tion com pared with other in -
di vid u als [17]. The most fre quent
causes of up per gas tro in tes ti nal bleed -
ing ap pear to be pep tic ul cer dis ease
(51% (du o de nal 34%, gas tric 17%)),
gas tric mucosal ero sions (33%),
Mallory- Weiss syn drome (4%), gas tro -
in tes ti nal can cer (4%), un iden ti fied
(3%), and other (5%) rea sons [18].
GAVE syn drome is con sid ered a rare
med i cal con di tion and ac counts for up
to 4% of all non-variceal up per gas tro -
in tes ti nal bleedings [1]. Typ i cal ini tial
pre sen ta tions range from oc cult bleed -
ing caus ing trans fu sion-de pend ent
chronic iron-de fi ciency ane mia to se -
vere acute up per gas tro in tes ti nal
bleed ing [19]. Based on the re sults of a
sin gle-cen ter study of 45 pa tients, el -
derly fe males (av er age age 73 years)
are more sus cep ti ble to GAVE syn -
drome [8]. How ever, males (av er age
age 65 years) with GAVE syn drome
have more prev a lent liver cir rho sis
(30–66%) [3, 8, 20].

LINK WITH OTHER DISEASES

GAVE syn drome is usu ally as so ci ated
with au to im mune con di tions and is
ob served in 62% of au to im mune con -
nec tive tis sue dis or der cases [8], 31%
of Raynaud’s phe nom e non cases.
Other un der ly ing con di tions in clude
sys temic scle ro sis and CREST (Calci -
no sis, Raynaud’s syn drome, Esoph a -
geal dysmotility, Sclero dac tyly, and
Te lan gi ectasia) [4, 8, 21, 22]. There
have been pub lished case re ports of
GAVE syn drome in pa tients with bone 
mar row trans plan ta tion, ischemic
heart dis ease, val vu lar heart dis ease,
hy per ten sion, hypo thyroi dism, di a be -
tes, and acute myeloid leu ke mia [3–8]. 
Some re ports also show that GAVE
syn drome is pres ent in pa tients with
ESRD [23–28].

PATHOPHYSIOLOGY

The pathophysiology of GAVE syn -
drome re mains un clear mainly be -
cause of its low in ci dence and the lack
of con trolled stud ies. Most of the avail -
able the o ries are ei ther based on sin -
gle case re ports or on small stud ies
with 15 or fewer cases and are there -
fore weakly founded. Nev er the less,
hav ing re viewed the rel e vant lit er a -
ture, we pro pose to dis tin guish 3 pos si -
ble the o ries: me chan i cal stress,
humoral and au to im mune.

Mechanical stress theory

Sev eral stud ies have sug gested the
pres ence of me chan i cal stress in the
pathogenesis of GAVE syn drome.
Strong gas tric peristalsis has been
sup posed to in duce pro lapse and
trauma of antral mu cosa and in ter mit -
tent ob struc tion of blood ves sels lead -
ing to fibro-mus cu lar hy per pla sia and
sec ond ary for ma tion of GAVE syn -
drome [30]. Charneau et al. found that 
antral mo til ity time was sig nif i cantly
in creased in pa tients with liver cir rho -
sis and GAVE syn drome, when com -
pared with healthy con trols [31].
Adachi et al. states that ure mia in
chronic kid ney dis ease (CKD) pa tients 
af fects the pro cess of gas tric emp ti -
ness by weak en ing it, which in turn
leads to an in crease in me chan i cal
stress of the antrum [29]. This find ing
sup ports the idea that me chan i cal
stress plays an im por tant role in the
pathogenesis of GAVE syn drome.

Humoral theory

Many au thors have as sumed a patho -
genic im por tance of humoral fac tors

like gas trin, vasoactive in hib i tory pep -
tide (VIP), 5-hydroxytryptamine,
glucagon, cate chol amines, prostanoid, 
and other un de fined vasoactive sub -
stances [32]. Gas trin is hy poth e sized
to in duce spin dle cell pro lif er a tion, hy -
per pla sia, pro longed sphincter re lax -
ation, and cap il lary and ve nous di la ta -
tion [32]. GAVE syn drome has been
as so ci ated with both in creased and de -
creased lev els of gas trin, there fore the
data about im por tance of this hor -
mone are very con flict ing [30, 33]. The
re lease of VIP, 5-hydroxytryptamine,
pros ta glan din E2 and prostanoid
seems to be re spon si ble for the lo cal
vasodilatation; their con cen tra tions
were found to be sig nif i cantly higher
in cir rho sis pa tients with GAVE syn -
drome than in healthy con trols [30, 34, 
35]. It has been sug gested that im -
paired re nal ex cre tory func tion and
de creased re moval of vasoactive sub -
stances from the cir cu la tory sys tem
may be as so ci ated with emer gence of
gas tric vas cu lar ectasia [23–28].

Autoimmune theory

The pres ence of autoantibodies and
au to im mune as so ci ated dis ease has
been de ter mined in up to 60% of all pa -
tients with GAVE syn drome [8, 19].
Wat son et al. de scribes that pa tients
with sys temic scle ro sis and GAVE
syn drome were pos i tive for antinu -
clear an ti bod ies, with some pos i tive
for anti-centromere an ti bod ies as well
[22]. Stud ies by Gar cia et al. and
Valdez et al. found that these antinu -
clear an ti bod ies are pro duced against
a spe cific en zyme called RNA
helicase II [36, 37], they are in volved
in cell growth, and are a cause of au to -
im mune re ac tions [38]. It is thought
that var i ous dis ease com bi na tions
such as kid ney fail ure, di a be tes, or
sys temic scle ro sis can lead to the ini ti -
a tion of GAVE syn drome.

MORPHOLOGICAL AND
HISTOLOGICAL FEATURES

The di ag no sis of GAVE syn drome is
mainly based on pa tient’s anamnesis
and en do scopic ap pear ance, which is
the main cri te rion for pos i tive di ag no -
sis. Le sions are mul ti ple in 40–75%
[39–41] of cases and are typ i cally lo -
cated in the gas tric antrum or rarely
found in other ar eas of the gas tro in tes -
ti nal tract, in clud ing cardia, du o de -
num, je ju num, and rec tum [42–46].
The in volve ment of the prox i mal part
of the stom ach is rare and gen er ally
as so ci ated with di a phrag matic her nia
[8]. Gas tric le sions ap pear flat or
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slightly raised above the mucosal sur -
face, cherry red in color, and 2–10 mm
in size [47]. The syn drome ap pears in
two dis tinct en do scopic forms: “wa ter -
melon stom ach”, char ac ter ized by lon -
gi tu di nal flat rows and red dish stripes
di verg ing from the py lo rus into the
antrum, and “hon ey comb stom ach“,
de scribed as dif fuse pat tern of small
spots ob served mainly in the antrum
[48–50]. At en do scopic ul tra sound ex -
am i na tion, the gas tric antrum ap -
pears hyperthrophic with a spongy ap -
pear ance of the mu cosa and sub mu -
cosa and a well-pre served muscularis
propria [51, 52].

In most cases, en dos copy find ings
are suf fi cient to di ag nose GAVE syn -
drome, but there are im por tant histo -
logical fea tures which can be help ful.
For in stance, fibromuscular pro lif er a -
tion and cap il lary ectasia with micro -
vascular throm bo sis of the lamina
propria, which form the histological
hall mark of GAVE [12, 52]. Other
histological fea tures in clude hyper -
plastic gas tric antral mu cosa, fibro -
hyalinosis, and ab nor mal submucosal
vasculature [54]. Westerhoff et al. de -
scribed immunohistochemical stain -
ing for vas cu lar mark ers CD31 and
CD34, as well as the platelet maker
CD61, to help high light the in creased
mucosal microvessel den sity and
microthrombi [55]. This in ves ti ga tion
can help to dis tin guish GAVE syn -
drome from por tal hy per ten sive
gastro pathy, when en dos copy does not 
show typical appearances of these
conditions.

In 1989 Gilliam et al. pro posed a
score sys tem to di ag nose GAVE syn -
drome that was com prised of two
histological cri te ria: the co-pres ence of 
ectasia and/or fi brin thrombi and spin -
dle cell pro lif er a tion (Gilliam’s score)
[54]. A third pa ram e ter, fibro hy ali no -

sis, was added to im prove both sen si -
tiv ity and spec i fic ity of di ag no sis [33].
This “GAVE score” in creased di ag nos -
tic ac cu racy to up to 80% in dif fer en ti -
at ing GAVE syn drome from portal
hypertensive gastropathy.

DIFFERENTIAL DIAGNOSIS

Clin i cal di lem mas can arise when dif -
fer en ti at ing GAVE syn drome from
other causes of up per gas tro in tes ti nal
bleed ing which mainly in clude por tal
hy per ten sive gastropathy (PHG) and
hem or rhagic gas tri tis. In 1995 Payen
et al. es tab lished that PHG and GAVE
syn drome are dis tinct en ti ties for the
pathophysiological mech a nisms and
as such they re quire dif fer ent treat -
ments, there fore, it is vi tal to dis tin -
guish be tween them [33] (Ta ble).

Endoscopically, GAVE syn drome is 
most com monly lim ited to the antrum,
whereas PHG is pre dom i nantly in -
volved in the fundus and cor pus mu -
cosa with char ac ter is tic en do scopic ap -
pear ance [3]. Non-cirrhotic pa tients
more fre quently pres ent the typ i cal en -
do scopic “wa ter melon stom ach”
(striped pat tern) that is more prev a -
lent in mid dle-aged women, whereas
the “hon ey comb stom ach” (dif fuse pat -
tern) typ i cally ap pears in pa tients with 
liver fail ure [1, 32, 50]. The fre quency
of PHG in pa tients with por tal hy per -
ten sion has been re ported to vary be -
tween 10% and 80% [56–59], and its
treat ment is mainly based on re duc ing
por tal pres sure. The use of nonselec -
tive beta-blockers, par tic u larly propra -
nolol, has been stud ied in this set ting
and some stud ies showed that it in -
duces a lower rate of hem or rhage, an
in crease in he mo glo bin lev els, and an
im prove ment in the en do scopic ap -
pear ance of the le sions [60]. Pa tients

not re spond ing to beta- blockers should 
also be con sid ered for TIPS, which has
been shown to help with re gres sion of
en do scopic le sions by rap idly re duc ing
por tal pres sure [61]. Yet other stud ies
showed that GAVE syn drome does not
re spond to mea sures that de crease
por tal pres sures in PHG and has no
sig nif i cant im pact on its ap pear ance
[1, 10, 12, 19]. Bi opsy has proved to be
the best way of dis tin guish ing be tween 
GAVE syn drome and por tal hy per ten -
sive gastro pathy [33]. Some times “wa -
ter melon stom ach” can be wrongly in -
ter preted as re frac tory hem or rhagic
gas tri tis. In con trast to antral gas tri -
tis, le sions of GAVE are typ i cally
sharply de mar cated with small
marginated red spots, ves sels blanch
with pres sure and bleed freely on en -
do scopic bi opsy [62].

THERAPY

Ther a pies for GAVE aim to con trol the 
symp toms of acute or chronic blood
loss, elim i nate or re duce trans fu sion
de pend ence, and im prove pa tient’s life 
qual ity. While there have been nu mer -
ous non-in va sive, en do scopic, and sur -
gi cal ther apy choices pro posed over
the past two de cades, the best treat -
ment op tion is yet to be de fined.

Non-invasive therapy

Non-in va sive ther apy is usu ally aimed 
at di min ish ing the symp toms and
used for the cor rec tion of the chronic
or acute blood loss. It in cludes ini tial
in tra ve nous fluid ther apy and blood
prod uct trans fu sions for acute bleed -
ing ep i  sodes,  as well as iron
supplementation [12, 19].

Many med i cal ther a pies have been
pro posed over the years as a non-in va -
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Ta ble. Dif fer en tial di ag no sis

Con di tion

Fea ture
GAVE syn drome Por tal hy per ten sive gastropathy

Lo cal iza tion Lim ited to the antrum Changes in the fundus and cor pus

Mor pho log i cal fea tures Red dish vas cu lar stripes di verg ing from the
py lo rus into the antrum
“Wa ter melon stom ach”

Dif fuse pat tern of small red dish vas cu lar
spots ob served in the antrum
“Hon ey comb stom ach”

Com bi na tion of mo saic pat tern of small red -
dish vas cu lar spots, black – brown spots

Histological fea tures Su per fi cial hyperplastic gas tric antral mu -
cosa, cap il lary ectasia with throm bo sis and
fibromuscular hy per pla sia in the lamina
propria, ab nor mal submucosal vasculature.

Pos i tive immunohistochemical mark ers:
CD3, CD34, CD61

Submucosal vas cu lar di la ta tion

Re sponse to beta-blockers, transjugular 
intrahepatic shunt (TIPS) treat ment

No re sponse to treat ment Good re sponse to treat ment



sive al ter na tive for the treat ment of
GAVE re lated hem or rhage; how ever,
none of them have shown sat is fac tory
re sults in or der to be con sid ered a
pref er a ble al ter na tive to in va sive ap -
proaches [32]. Ther a pies such as es tro -
gen- pro ges ter one, corticoste roids,
trane xamic acid, cypro hep ta di ne and
tha lid o mide have shown pos i tive re -
sults in case re ports and small clin i cal
tri als, but have n’t shown suf fi cient ef -
fi cacy to func tion as al ter na tives to en -
do scopic mo dal i ties [11, 23, 56–60, 64,
66–77]. More over, long term med i cal
ther apy can in duce some se vere side
ef fects such as menorrhagia and
gyneco mastia, in crease the risk of
endometrial and breast can cer (af ter
es tro gen- pro ges ter one ther apy) [78],
ste roid-in duced di a be tes mellitus,
cush ing- like syn drome (af ter cortico -
steroids ther apy) [11, 23, 64, 66–74],
cen tral ve nous sta sis retinopathy,
deep ve nous throm bo sis, and pul mo -
nary em bo lism (af ter tranexamic acid) 
[72–74]. Med i cal ther apy aimed at re -
duc ing por tal pres sure had lim ited
suc cess in the treat ment of GAVE syn -
drome [19]. Fur ther more, the study
re port ing an im prove ment in bleed ing
from gas tric mucosal le sions achieved
by beta-blockers proved to be of lit tle
value as it did not dis tin guish be tween 
GAVE syn drome and por tal hy per ten -
sive gastropathy which is well known
to re spond to a re duc tion in por tal
pres sures by propranolol [79–80]. In a
group of 8 pa tients with GAVE syn -
drome and cir rho sis, nei ther beta-
 block ade (nadolol) nor shunt ing of the
por tal ve nous sys tem with a trans -
jugular intrahepatic shunt (TIPS) led
to con trol of chronic blood loss [20]. In
con clu sion, drug ther a pies have no
def i nite role in the cure of GAVE- re -
lated bleeding and should be con sid -
ered only as experimental therapeutic
ap proaches in the setting of controlled
clinical trials.

Argon plasma coagulation

In pa tients with ac tive hem or rhage,
en do scopic hemostatic ther apy is gen -
er ally the ini tial form of treat ment.
Ar gon plasma co ag u la tion (APC) has
been suc cess fully used in the treat -
ment of both the striped and dif fused
pat terns of GAVE [50, 81] and is con -
sid ered the pre ferred and the most fre -
quently used en do scopic ther apy
method. APC is a noncontact elec tro-
 co ag u la tion tech nique that uses a jet
of ion ized ar gon gas to de liver mono -
polar high-fre quency cur rent to the
tar get tis sues; it suc cess fully re duces
bleed ing by oblit er at ing the ectatic
vasculature [32, 82]. The ben e fits of

AP lies in the con sid er ation that the
depth of pen e tra tion can be eas ily con -
trolled (0.5–3 mm) thus avoid ing ex -
ces sive blood loss [32, 83, 84]. Mul ti ple 
ses sions may be re quired to re duce fu -
ture ep i sodes and/or de crease trans fu -
sion de pend ence, and re peated en do -
scopic ther apy im proves the prob a bil -
ity of cure. The num ber of ses sions
needed to erad i cate GAVE de pends on
the pat tern, the ex tent and the num -
ber of le sions. In ter vals of 4 to 6 weeks
be tween ses sions are rec om mended to
en sure com plete heal ing from pre vi -
ous treat ment [23, 85]. Nakamura
et al. showed that the re cur rence-free
rate and sur vival rate af ter APC de -
clined over time. Cu mu la tive re cur -
rence- free rates were 49.7% af ter
1 year, 35.5% af ter 2 years, and 35.5%
af ter 3 years with post-treat ment sur -
vival rates of 94.4%, 75.8%, and 64.9%
at 1, 2, and 3 years re spec tively [86].
How ever, APC has a higher risk of
sep sis, antral ste no sis, and gas tric
out let ob struc tion, as well as other
post- pro ce dure com pli ca tions [87, 88].

Radiofrequency ablation

Radio fre quen cy Ab la tion (RFA) is a
min i mally in va sive pro ce dure that
uses short (less than 1 s) high-en ergy
(11–20 J) pulses to ab late the su per fi -
cial mucosal le sions of the muscularis
mu cosa, re sult ing in less dam age to
the submucosal layer [89]. Some stud -
ies dem on strate suc cess ful use of this
mo dal ity in pa tients with lower gas tro -
in tes ti nal bleed ing from ectatic ves sels 
to sec ond ary chronic ra di a tion
proctitis, in clud ing those pa tients re -
frac tory to other treat ment mo dal i ties
[90]. The pa tients re sponded to RFA
pro ce dures fa vor ably with im proved
he mo glo bin lev els and a de crease in
trans fu sion re quire ment with no sig -
nif i cant com pli ca tions [90]. The re sults 
are prom is ing for the fu ture of RFA in
the treat ment of GAVE syn drome.

Band ligation

En do scopic band li ga tion (EBL) has
been proven to be a safe and ef fec tive
treat ment of GAVE syn drome [91–96]. 
This tech nique has been used as the
stan dard treat ment in other gas tro in -
tes ti nal (GI) vas cu lar dis or ders, such
as esoph a geal varices or hem or rhoids,
and tends to be a safer op tion than its
sur gi cal/thermoablative coun ter parts, 
which makes it a vi a ble op tion for the
treat ment of GAVE syn drome as well.
Re cently, Wells et al. [95] re ported a
study dem on strat ing the su pe ri or ity
of en do scopic band li ga tion in the
treat ment of GAVE, when com pared

to en do scopic ther mal ther apy. It was
found that early band li ga tion had a
sig nif i cantly higher rate of bleed ing
ces sa tion, fewer treat ment ses sions
were re quired to achieve bleed ing ces -
sa tion, it caused a greater in crease in
he mo glo bin lev els, a greater de crease
in trans fu sion re quire ments, and a
greater de crease in hos pi tal ad mis -
sions dur ing the fol low-up pe riod [96].
No ran dom ized, pro spec tive stud ies
have been car ried out to con clu sively
dem on strate the su pe ri or ity of en do -
scopic band li ga tion over con ven tional
ther a pies, but it of fers a prom is ing
new ther a peu tic option.

YAG laser coagulation

Neo dym ium:yt trium-alu mi num-gar -
net (Nd:YAG) la ser tech nol ogy, which
pro duces rapid ther mal de struc tion of
tis sue, has been widely used in the
treat ment of GAVE syn drome [12, 97]. 
Nd:YAG la sers ex hibit deeper mucosal 
in jury to a depth of 4–6 mm, al low ing
co ag u la tion of su per fi cial and sub -
mucosal ves sels with out di rect con -
tact. In one study, 13 trans fu sion-de -
pend ent pa tients were treated with a
Nd:YAG la ser. A few of them showed
re mark able re sponse with a com plete
elim i na tion of trans fu sion re quire -
ment over a me dian fol low-up of two
years [23]. The main dis ad van tage of
this method is its higher cost, mak ing
other treat ment mo dal i ties with sim i -
lar ef fi cacy more at trac tive.

Surgical antrectomy

Be fore the ad vent of en do scopic ther -
apy, GAVE syn drome was com monly
treated by sur gi cal antrectomy [6, 11,
12]. Now a days this treat ment can be
con sid ered for pa tients with more ex -
ten sive vas cu lar mal for ma tions that
are re frac tory to med i cal or en do scopic 
ther a pies [98]. Novitsky et al. found
sur gi cal gas tric re sec tion as the only
re li able ther apy with de fin i tive and
cu ra tive po ten tial which can elim i nate 
the bleed ing, ane mia and red blood
cell trans fu sion de pend ence in fail ure
of en do scopic ther apy and re cur rent
ep i sodes of gas tro in tes ti nal bleed ing
[12]. Even though sur gi cal antrectomy 
pro vides the most com plete ther apy
for GAVE syn drome, this method has
sig nif i cant mor tal ity and mor bid ity
risks, es pe cially in the pres ence of por -
tal hy per ten sion or liver cir rho sis, ow -
ing to in creased bleed ing risk from ab -
dom i nal col lat eral ves sels in the set -
ting of se vere por tal hy per ten sion [20]. 
Portacaval shunts for re duc tion of por -
tal hy per ten sion (in clud ing TIPS) do
not af fect the bleed ing and have no
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role in the treat ment of GAVE syn -
drome [20]. It has been re ported that
orthoptic liver trans plan ta tion can im -
prove over all pa tient’s con di tion and
lead to a com plete res o lu tion of this
dis ease [4].

DISCUSSION

Al though GAVE syn drome is in volved
in only 4 % of non-variceal up per gas -
tro in tes ti nal bleed ing de vel op ments
[1], it may have se ri ous and se vere
con se quences. The di ag no sis of this
syn drome is prob lem atic be cause it
can be over shad owed by other fre -
quent bleed ing causes like pep tic ul cer 
dis ease, gas tric mucosal ero sions,
Mallory- Weiss syn drome, gas tro in tes -
ti nal can cer, and other rea sons [2].
Typ i cal ini tial pre sen ta tions of the
syn drome range from oc cult bleed ing
caus ing trans fu sion-de pend ent
chronic iron-de fi ciency ane mia to se -

vere acute up per gas tro in tes ti nal
bleed ing [19]. The way to sus pect and
an tic i pate the oc cur rence of this syn -
drome is to know what dis or ders it
may co ex ist with. In lit er a ture, con di -
tions such as liver cir rho sis, au to im -
mune con nec tive tis sue dis or der, bone
mar row trans plan ta tion, ischemic
heart dis ease, val vu lar heart dis ease,
hy per ten sion, hypothyroidism, di a be -
tes, and acute myeloid leu ke mia [3–8]
are as so ci ated with the ap pear ance of
gas tric ectasia. Re cently, more and
more case re ports de scribe ESRD with
a high in ci dence of GAVE syn drome
[9]. It has been sug gested that im -
paired re nal ex cre tory func tion and
de creased re moval of vasoactive sub -
stances from the cir cu la tory sys tem
may be as so ci ated with the emer gence
of gas tric vas cu lar ectasia [23–28].
The ini tial form of treat ment was APC
[50, 81], which is con sid ered the pre -
ferred and the most fre quently used
method of en do scopic ther apy.

CONCLUSIONS

In con clu sion, GAVE syn drome is an
im por tant cause of up per gas tro in tes -
ti nal bleed ing and has a higher prev a -
lence in pa tients with re nal in suf fi -
ciency. Re al iza tion of the eti ol ogy and
char ac ter is tics are es sen tial for doc -
tors to sus pect, di ag nose, and treat
gas tric ectasia in pa tients, es pe cially
in those with more than one risk fac tor 
and show ing signs of treat ment re frac -
tory ane mia. Only proper di ag no sis
and well-timed dis ease treat ment can
sig nif i cantly im prove pa tient’s med i -
cal con di tion and fu ture prog no sis.
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Santrauka

SKRANDÞIO URVO KRAUJAGYSLIØ EKTAZIJA SERGANT LËTINE INKSTØ LIGA:
LITERATÛROS APÞVALGA

Evelina Ðestelinska, Julius Lavinskas, Laurynas Rimðevièius

Áva das. Skran dþio ur vo krau ja gys liø ek -
ta zi ja yra vie na pa vo jin giau siø vir ðu ti nës 
virð ki ni mo trak to da lies krau ja vi mo prie -
þas èiø. Ji su ke lia iki 4 % vi sø ne va ri ko zi -
nës kil mës krau ja vi mø. Ði pa to lo gi ja ti -
pið kai pa si reið kia vi du ti nio am þiaus mo -
te rims ir yra vis daþ niau ap tin ka ma inks -
tø ne pa kan ka mu mu ar lë ti ne inks tø li ga
ser gan tiems pa cien tams. Skran dþio ur vo
krau ja gys liø ek ta zi ja, ki taip va di na ma
„ar bû zi niu pil vu“, yra diag no zuo ja ma re -
mian tis gast ro duo de nos ko pi jos vaiz dais,

bû din gu po glei vio krau ja gys liø ið si plë ti mu, 
be si tæ sian èiu pa lei ið il gi nes skran dþio glei -
vi nës raukð les ir daþ niau siai ið si dës èiu siu
prie var èio ur vo si ty je. Nors li gos pa to ge ne -
zë në ra iki ga lo aið ki, li te ra tû ro je pa tei kia -
mos me cha ni nio stre so, hu mo ra li niø ir au -
to imu ni niø veiks niø te ori jos. Per pas ta ruo -
sius du de ðimt me èius bu vo siû ly tos chi rur -
gi nës in ter ven ci jos, en dos ko pi nës pro ce dû -
ros ir far ma ko lo gi në te ra pi ja, sie kiant ras ti 
efek ty viau sià skran dþio ur vo ek ta zi jos gy -
dy mà. Nors jis ir iki ðios die nos lie ka ið ðû -

kiu, ar go no plaz mos ko a gu lia ci ja yra pri -
pa þin ta efek ty viau siu gy dy mo me to du.

Api ben dri ni mas. Skran dþio ur vo
krau ja gys liø ek ta zi ja pri pa þin ta pa vo jin -
ga bûk le, ku ri pa si tai ko inks tø ne pa kan -
ka mu mu ir lë ti ne inks tø li ga ser gan -
tiems pa cien tams. Di dþiau sios krau ja vi -
mo ri zi kos gru pei yra pri ski ria mi pa cien -
tai, ku rie tu ri gy dy mui at spa rios ane mi -
jos ro dik lius. Kli ni cis tams bû ti na þi no ti
sin dro mo etio lo gi jà ir kli ni ki næ cha rak te -
ris ti kà, kad ge bë tø átar ti, diag no zuo ti ir
gy dy ti ðià bûk læ. Tik kryp tin ga sin dro mo
diag nos ti ka ir ne pa vë luo tas gy dy mas uþ -
tik ri na pa cien to bûk lës sta bi lu mà ir ge -
res næ li gos prog no zæ.

Reikð mi niai þo dþiai: skran dþio ur vo
krau ja gys liø ek ta zi ja, „ar bû zi nis pil vas“,
inks tø ne pa kan ka mu mas, lë ti në inks tø
li ga, he mo dia li zës kom pli ka ci jos.
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